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ABSTRACT

The purpose of this study was to betteterstand the self-care practices of female peer
support specialists (PSS) with co-occurring moadi substance use disorders. The researcher
took a qualitative grounded theory approach condgah-depth semi-structured interviews with
ten women employed at peer-run agencies in MariG@qanty, Arizona. Data from these
interviews were transcribed, then analyzed manuadiyvell as with NVivo 10.0 software, to
identify the key terms, nodes, categories and eemtritpemes of the participants’ experiences.
Self-care practices of peer support specialistisidier] accessing personal and professional
support networks; maintaining a daily routine t¢éabae the demands of recovery, parenting, and
working; taking medications; sleeping; practiciqgrsuality; participating in service work;
eating nutritiously; exercising, and building a sewf coherence. Although a variety of practices
were being used and identified as helpful, spilityaas identified as the most important self-
care practice to achieve overall wellness. Emplaynmaproved the ability for PSSs to practice
self-care because they valued the support of sugiervisors and coworkers, were reminded of
the consequences of not practicing self-care bykwgmwith individuals who were unstable,
gained knowledge from teaching others, found hgatirtelling their stories, and reported higher
self-esteems from working and helping others. Hmwugparticipants did identify ways that
employment as a PSS could interfere with practiselfrcare, such as staff turnover, limited
access to supervisors, or being unprepared to indHhe field. Several recommendations were
suggested as a result of this study, such as thertance of understanding and using effective
self-care practices, building personal and protessisupport networks, and establishing daily

routines to balance recovery with personal andgzibnal demands.
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CHAPTER ONE: INTRODUCTION

Peer Support Specialists (PSS) have been emplagedduals who have worked in
professional mental health positions but who abeehacknowledged and disclosed they have
been in recovery or have been diagnosed with aah#iness and alcohol or drug
addiction. Over the past 10 years peer suppogrpmos have gained international attention as
an adjunct to more traditional mental health arfiksgance use treatment (Galandter, 2000;
Trainor, Shepaherd, Boydell, Leff, & Crawford, 199FPeer support services have been
considered a best practice with consistent posgnapirical findings for both consumers and
peer support specialists (Salzer & MHASP Best RrastTeam, 2002). For consumers, peer
support programs have had promising outcomes doiifsiantly reducing re-hospitalizations,
developing natural supports, and enhancing retatdn environments (Landers & Zhou, 2011).
In addition, Hodges (2006) reported that individuaho participated in peer support groups
were more aware of services and used a greatererurhbervices overall compared to
consumers who have not received peer support gstvils a result, mental health consumers
who have received support from peer support spstsalere found to have more timely and
appropriate use of crisis services and manifestatfdetter symptom management, including
reduced risk of alcohol or drug relapse.

Specifically, PSSs have provided highly effectinel @redible services for consumers
who have had co-occurring mood and substance geedérs lead, Hilton, & Curtis, 2012;
Davidson, Chinman, Sells, & Rowe, 1999; Deegan3iSalazar, 2002; Stoneking & McGuffin,
2007). Comorbidity of mood disorders with substanse disorders in the United States has been
substantial according to the National Epidemioldgicvey on Alcoholism and Related

Conditions (2006). Twenty percent of all persorithwurrent substance use disorders have also
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been concurrently diagnosed with at least one nasatder (Merikangas, et. al., 2007). Co-
occurring substance use combined with Major Depred3isorders was estimated to be as high
as 47 % of U.S. adults. Over 61% of individualsnlyg with bipolar disorders also have been
diagnosed with substance use disorders and femwalesat a much greater risk for having co-
occurring mood and substance use disorders thagsr{idational Epidemiologic Survey on
Alcoholism and Related Conditions, 2005).

The focus of this study was on the self-care prtastof female peer support specialists
who have been diagnosed with co-occurring moodsahdtance use disorders, because
researchers reported significant associations legtwyender and co-occurring disorders
(Campbell, et al., 2003; & Rounsaville, Dolinskyali®r, & Meyer, 1987). Hirschfeld, et al.,
2003 reported that women with bipolar disorder adugher risk for alcoholism than men with
bipolar disorder. Findings were similar for wondtagnosed with Major Depressive Disorder
who also had a higher risk for alcoholism than mwéth Major Depressive Disorder (Covington,
2008). On the other hand, Compton (2003) fountwlmenen who received inpatient treatment
or long-term outpatient treatment for co-occurnmgod and substance use disorders had more
positive outcomes than alcohol or drug dependegsnaith mood disorders. In addition, St.
George (2004) reported that women have had bettgrterm treatment outcomes and were
more likely to become peer support specialists.m&io who have become peer support
specialists and have had co-occurring mood andautbes use disorders has been so prevalent
that exploration of the benefits and consequentdstype of work has been needed. More
specifically, to ensure long-term personal and gssional stability understanding the practices
that females with self-reported mood and substasealisorders, have been using to maintain

their overall wellness could be crucial.
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For peer support specialists, the transition fommsumer to professional could be
therapeutic in itself (Bledsoe, 2008; Davidson,r@man, Kloos, Weingarten, & Stayner, 1999;
Deegan, 1992). Benefits of being a PSS have iedd) increased competence as a result of
making an impact on another person's life; (b)rss@f equality developed from giving and
taking between herself and others; (c) new pergenalevant knowledge gained while helping;
and (d) social approval from the people she hgsdaelcoworkers, and family, thus extending
her social support network (Mead & MacNeil, 2004]dnon, 2004; Williams, Ware, & Donald,
1981). When PSSs began providing services to coasyrie transition could have actually
accelerated their own recovery, and even promateg-term symptom reduction and a
decreased risk of relapse (Bledsoe, 2008; DavidSshimman, Kloos, Weingarten, & Stayner,
1999; Deegan, 1992). When peer support specigdaisitioned from consumer, or helpee, to
service provider, or helper, they not only achiethegr goal of employment, but also began
building a new sense of confidence and purpose MellacNeil, 2004).

While employment as a peer support specialistccptbmote recovery over time, the
gualifications that enabled PSSs to be so effeendcredible could have also made them more
fragile and at risk for relapse, such as the foihay

e Many peer support specialists were hired to progel@ices similar to the ones they
received during their own mental health care ostarnre use treatment. Their prior
experience may have been an advantage as theylbapened personal insights about
these disorders that may have been helpful in asugmgort role. On the other hand,
working with these disorders could also trigger anted or unexpected troublesome
memories, emotions, pressures, and consequenaas(al, 2008; Sells, Davidson,

Jewell, Falzer, & Rowe, in press).
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The agency from which the worker originally receiteeatment could become her
employer. This could be a double-edged swordphatided similar advantages, as well
as, disadvantages. Familiarity with the agencylaaation could serve as an advantage
in not requiring an adjustment period. On the ott@d, peer support specialists could
have formed a network of functional and dysfunaiararegiver-consumer relationships
at the agency that could structure and hinder g@fopmance in new roles and recovery
(Bledsoe, 2008). Bledsoe (2008) reported havinmpeegnced a loss as she still valued
her new coworkers, as “my rehabilitation counsetoy,vocational worker, and my case
manager” (p. 31), raising questions about whereladvone fit in, accompanied by
feelings of rejection.

The possibility has existed that peer support spists could discontinue using the tools
for symptom management and relapse preventiorthibgitlearned during their treatment,
which could have lead to poor job performance @newss of their jobs. A number of
reasons could have existed for this, includinggtibss, feeling falsely cured by
medication causing its discontinuance, family puesslack of treatment efficacy, and
thoughts such as, “I am cured and could probably Imave just one drink,” (Laudet,
Magura, Vogel, & Knight, 2000, p.476). The peepmort worker could have found
challenges participating in community support nreggj such as 12-step meetings, in an
accessible geographical location, because othgrammembers were now the current
consumers of the PSS. This coincidence could bavused awkwardness and
confounding behavior for the PSS, clinical team rbers, and other consumers. When
seeking support under these circumstances, a pppos specialist could constantly be

asking, “Was this a conflict of interest?”
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e Once a PSS has transitioned from client to pasfiegsional, if she has not been
sufficiently compensated by her employer, she cedfokrience financial risks. The PSS
could become ineligible for governmental servisasich could limit her access to
medical care, psychiatric medications, and suppteah@utrition assistance (Mead,
Hilton, & Curtis, 2012).

Therefore, to balance the demands of the job antping symptoms of mental illness,
self-care is critical for PSSs to provide effectsavices, prevent relapse, and decrease the
effects of symptoms of their mental ilinesses.f-8ate has been the engagement of behaviors
that support health and well-being (Lee & Mille©13), which have been included in some of
the peer support specialists training programs. él@w the focus of the training has continued
to be on how PSSs could provide care, rather thanthey could care for themselves
(Stoneking & McGuffin, 2007). If PSSs were unataderactice self-care and maintain wellness,
they could be at risk of relapse and could engagesiffective or unethical practice. The
transition from consumer to service provider hasnbene of great change (Mendoza, 2013),
where PSSs have set high expectations for thenssedyarove to other consumers and
professionals that they were capable of doingdbgBledsoe, 2008). In such circumstances,
the possibility could exist that peer support spkstis have experienced a decrease in mental and
physical wellness and have been putting themselvask for relapse.

Peer support specialists who were not practicitfgcaee could have become
emotionally drained and not have been able to pertd an optimal, or even ethical levieESs
who have experienced challenges administering tveir self-care also could have found

difficulties in providing support to others. An exple, a peer support specialist could be
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assigned to teach consumers about emotional regulget they have been experiencing
extreme highs and lows due to triggered or untcesyenptoms of their own mood disorders.

Below is an excerpt regarding Professional Respdigifrom The American
Counseling Association (ACAJode of EthicsSection C:

“...counselors engage in self-care activiteemaintain and promote their emotional,
physical, mental, and spiritual well-being to bestet their professional responsibilities,” (ACA,
2005, p.9).

Peer support specialists, as well as paom@ay working environment, should recognize,
just as counselors should, that a direct relatignisas existed between maintaining self-care
practices and delivering an acceptable level ofisemperformance effectiveness. Individuals
who have been diagnosed with chronic illnesses) aadipolar disorder and depression,
combined with co-occurring alcohol or drug addiatioould require additional self-management
to achieve wellness compared to professionals withanental illness or history of
addiction. PSSs were not only at a similar riskdccupational impairment as other mental
health workers, such as counselors, but they atsaght with them an extra set of
responsibilities by having joined the professiotiva self-disclosed mental illness and alcohol
or drug addiction that has required extraordinamngc

The relationships between self-care practicespaofiessional counselors’ well-being has
been thoroughly discussed in the literature (CBebel, Pullen, & Harp, 2013; Patsiopoulos &
Buchanan, 2011, Puig, Baggs, Mixon, Park, Kim, & 2011; Richards, Campenni, & Muse-
Burke, 2010; Savic-Jabrow, 2010; Shapiro & Browd)?). However, researchers have not
explored how employment as mental health servioeigers could interfere with the recovery

of peer support specialists (Salazar, Schwenk, &iByvskiy, 2010; Williams, Ware, & Donald,
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1981). Therefore, the purpose of this qualitasitely was to explore (a) the types of self-care
peer support specialists have been practicing fataia wellness; (b) the self-care practices that
peer support specialists believed to be most impofor overall wellness; and (c) how
employment has improved or interfered with PSSktigsi to practice self-care.
Research Questions
The following research questions served as a goglébr this study:
1. What self-care practices have female peer stgpecialists with co-occurring mood and
substance use disorders been employing to mawtliness?
2. What, if any, self-care practices do PSS’s kelt® be most important for their overall
wellness?
3. How do peer support specialists believe thaileyment improves or interferes with their
ability to practice self-care?
Significance of the Study
Peer support specialists should have been adeguiateled and equipped with tools to
cope with the inevitable personal and professiocnakequences of co-occurring disorders, as
well as, work related stress (Stoneking & McGuff@07). Active maintenance, including
effective self-care principles and practices, Ha@en essential for peer support specialists,
because psychological and physical health have thegorimary tool in their work. Therefore, a
substantial need to educate this unique populat@mut the importance of self-care has existed.
Knowledge of the recommended practices to impraxezall health outcomes, enhance recovery,
and ensure long-term employment has been necdssamnowth in the fields of mental health
and substance use. Curriculum to address job-te$titess and recommended self-care practices

could ensure psychological and physical healtheefr support specialists, which could
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ultimately have a direct effect on their abilitytitelp consumers. This research could also
benefit peer support specialists, case managasasetors, and other mental health professionals
to better understand the potential risks of joateal stress for individuals with co-occurring
disorders. Finally, agency directors and cliniagdexvisors could use the results of this study to
understand the unique self-care needs of PSSg|déoeoffer continued education and support
for employees, and ensure stable, long-term empoym

Findings from this study could be used to modi&rtings for new PSSs, and enhance
education for current PSSs, PSS supervisors, agttags that have employed peers. A written
summary of this study, along with recommendatiangger training and future research, has
been given to the Arizona Department of Behavibiedlth Services Peer Training Department
and the Maricopa County Regional Behavioral HeAlithority. A written summary has also
been given to the peers who have participatedisnstady. Furthermore, the author of this study,
on behalf of the National Council on Alcoholism dbadig Dependence, has also written a peer
training certification curriculum approved by theiZona Department of Health Services. | have
used this information to update and enhance trgiaimriculum for new peer support specialists,
and share knowledge gained with current peer stigpecialists, peer trainers, and peer support
supervisors.

Definition of Terms
For the purpose of this study, key termgehaeen defined in Appendix A.
Delimitations and Limitations of the Study

The scope of this study has been to understanskeiheare practices of female PSSs

with co-occurring mood and substance use diso®ishow the job roles of the PSSs have

improved or interfered with their overall wellness.
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Delimitations were boundaries that were set torabthe range of a study. Delimitations
were created before any investigations were caougdo reduce the amount of time spent in
certain areas that could have been seen as unaggemsd perhaps even unrelated, to the overall
study. Delimitations set for this study includefi f@search questions; (B) research degign,
inclusionary and exclusionary criteria for selecting sample population, aiid) study location.

Limitations of this study, not set by the researcimcluded the lack of empirical studies
available to understand the self-care practicesobanefits or consequences work has had on
overall wellness of PSSs. Because informationnedsvailable in the literature, the researcher
had to review literature on the self-care practwfasiental health counselors as framework for

exploring the self-care practices of peer suppuetslists.
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CHAPTER TWO: LITERATURE REVIEW

The purpose of this study was to gain a better istaleding of the self-care practices of
female peer support specialists (PSS) with co-eteumood and substance use disorders and
how work has improved or interfered with their aalewellness. Information has been included
in this chapter to familiarize the reader abouthtstory and the roles of the PSSs, provide a
brief description of co-occurring mood and subst¢amse disorders, and to provide a basic
understanding of the self-care practices of conssinas well as professionals, in the fields of
mental health and substance use. First, a reViditeature describing the origins of self-help
programs, which were the foundations that peer @tgrograms have been built upon, have
been included in this chapter. Second, a desonf the transformation of the mental health
consumer movement into today’s recovery-orientedtaildealth services has been provided.
Third, a current explanation of today’s peer suppervices has been given, which has included
how an individual could transition from a consurteea PSS, as well as the importance of self-
care in the role of the peer support specialisturthg brief information has been provided about
co-occurring disorders—what they are, and how peoghabilitate.

Information about co-occurring disorders has b@ewided to give insight about the
experiences of individuals who could receive pegpsrt services, have provided peer support
services, and the participants’ from this studyor&specifically, the chapter has included a brief
review of how women with co-occurring disorders htigecome peer support specialists and
what the potential risks have been to self-carervvh@emen have taken on these new roles. Fifth,
included in this chapter, has been a review ofditee on the self-care practices of counselors
who have worked in similar environments and withikr clients as peer support specialists,

because limited information has been availableesrdbe the self-care practices of peer support



21

specialists. A brief explanation of critical theamwyd how this researcher has used a critical
perspective when exploring the self-care practifgseer support specialists to create change
and promote overall wellness has been the conclusithis chapter. Results from this study
have been submitted to the Arizona Department bBB®ral Health as a recommendation to
enhance current Peer support specialist trainingccla and continued education for PSSs

Brief History of Peer Support Services
Self-Help Programs

The most long-standing work on peer support begame 1930s by the Oxford Group. A
popular religious group, in the United States anddpe, focused on the principles of self-
improvement was the Oxford Group. The Oxfords enaged self-improvement by performing
self-inventories, admitting wrongs, making ameraihg] using prayer and meditation to carry
their messages to others (Alcoholics Anonymous2200riginating from similar principles and
membership of the Oxford Group, Alcoholics Anonym@AA) was founded on June 10, 1935,
which was the beginning of one of the oldest andtrpervasive types of peer support self-help
in the world (Alcoholics Anonymous, 2012). The nmmarship in AA, unlike the Oxfords, was
exclusive to Alcoholics. Although many peer supgmecialists could attribute their own
recovery to their membership in AA, peers, knowisaensors, were not paid positions and the
illness of alcohol or drug addiction was not diseld except within the membership meetings of
AA. A description of the role of the sponsor frdine AA General Service Conference
Approved Literature was as follows:

Alcoholics Anonymous began with sponsorship. Whéh\B., only a few

months sober, was stricken with a powerful urgértok, this thought came to

him: “You need another alcoholic to talk to. Yowedeanother alcoholic just as

much as he needs you!”
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He found Dr. Bob, who had been trying desperatety unsuccessfully to stop

drinking, and out of their common need A.A. wasrbdrhe word “sponsor” was

not used then; the Twelve Steps had not been writiat Bill carried the message

to Dr. Bob, who in turn safeguarded his own sokrist sponsoring countless

other alcoholics. Through sharing, both of our coriders discovered, their own

sober lives could be enriched beyond measure.

By the early 1970’s many other self-help gmwguch as Narcotics Anonymous, Cocaine
Anonymous, Marijuana Anonymous, Gamblers Anonym@usr-Eaters Anonymous,
Schizophrenics Anonymous, Emotions Anonymous, Regoinc., and GROW have covered an
array of mental health and addiction related pnoisleand also were formed by peers working to
overcome barriers and live a life of meaning, h@wel optimism (GROW, 2010; Solomon,
2004).

The Mental Health Consumer Movement

The concept of peer support services in mentakinéals not been new. In the 1970s, the
Mental Health Consumer Movement was manifested tlortraditions of self-help (Davidson,
Chinman, Sells, & Rowe, 1999). By 2006, progrant @rganizations run by and for people
with mental illness and their families outhumbetediitional, professionally run, mental health
organizations by almost a 2:1 ratio (Goldstrom, @hell, & Rogers, 2006). In 2007, the
President’'s New Freedom Commission and the Vetekdngnistration’s New Action Agenda
supported the growth and use of peer-based inteoverfor individuals with mental
iliness. The Center for Medicaid and State Opensat(Smith, 2007) continued to reimburse
states for peer support services delivered diréctMedicaid beneficiaries with mental health

and substance use disorders.
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Over the last 15 years, mental health and substase providers have evolved into a
consumer-driven system focused on increasing coasim@bilities to cope with life's challenges
rather than just manage their symptoms (Smith, R0Cbnsumer-driven services have been
mental health and substance use service progranst#if empowered consumers were invested
in the planning and maintenance of their own tresiniSolomon, 2004). Service providers
have encouraged treatment plans that have beengaldwith” individuals diagnosed with
mental illness and substance use diagnoses, tadreffor” them (Curtis, Hilton, & Mead,
2001).

Peer Support

Patricia Deegan (1992) has been a pioneer advtorgteer support for people with
mental illness. Deegan stated “peer supports nvéhtal illness offer the possibility of
recovering” (p.4). Deegan spent over 24 yearseofife living with schizophrenia. She has
earned a doctoral degree in psychology and hasdear-model and national leader of the
Mental Health Consumer Movement (MHCM) in the Uditetates (Davidson, Chinman, Sells,
& Rowe, 1999). Peer support services have affoRfe8s the benefits of effectively helping
others to acquire an enhanced sense of worth. fWloeking with mental iliness, if we can step
outside of the box of the medical model, peersselues, have revealed that environments of
health create healthy members and environmentkess create professional mental
patients” (Mead, Hilton, & Curtis, 2012, p.6).

To date, peer employees have continued to filhag@ositions specifically designed for
individuals with a shared mental health or addicgxperience or who were hired into a
traditional mental health position. Within the nartealth system, people in unique positions,

such as peer supports, have increased the numpesfessionals that could provide support to
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individuals with psychiatric or substance use disos. By providing ancillary services to
traditional mental health counseling, PSSs offgyehand encouragement through experiential
knowledge and mutual empowerment.

Solomon (2004) described the following categoriege®r support services: peer self-
help groups, peer delivered services, peer rumperated services, and peer employees. Peer
self-help groups, as described previously, hava peeups such as Alcoholics Anonymous.
Self-help groups have been small groups of ind&isiwho voluntary joined together due to a
particular illness or disorder and have providesistiance to others with similar disorders for the
purpose of bringing about a desired social or peischange (Solomon, 2004). Peer delivered
services have been services provided by individwals have identified themselves as having
had a mental illness or addiction, have receivedtaidealth or substance use services and have
delivered similar services for the primary purpo$é&elping others with common disorders.
Examples of peer delivered services could haveidex peer run or peer operated services or
peers as employees (Solomon, 2004). Peer-runeprgperated services have been services that
have been planned and managed by individuals wathtah health or substance use diagnoses.
Individuals without mental health or substancediserders could be engaged in the operations
of the program; however, the control of the progteam been managed and evaluated by the peer
operators themselves (SAMHSA, 1998; Stroul, 19¥X%amples of peer run or operated
services could include drop-in-centers, clubhousesis services, vocational and employment
services, and peer mentor programs (Solomon & Br&f01). Peer employelkave been
individuals who have fulfilled the requirementssirve in designated peer positions, such as
case manager aids, peer companions, peer advooatssimer case managers, peer specialists,

or peer counselors and who have publicly identiffegimselves as a people who have received
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mental health or substance use services. Desigpatzdositions have been adjunctive to
traditional mental health services An example conblude a peer support specialist who has
worked on a clinical team that also included caseagers, counselors, and psychiatrists
(Solomon, 2004).
The Role of the Peer Support

The role of the PSS in the fields of mental heatid substance use has been to assist
consumers to achieve levels of wellness charaety self-management of symptoms,
prevention of relapse, elimination of hospitalizas, and assistance with integration into the
community (Bledsoe, 2008). Job duties of peer sumecialists could be very similar to those
of a professional counselor. Similar job dutiealdanclude the following: listening to clients
and providing validation and feedback, teachingrékills, discussing symptom management,
problem solving, navigating community resourcesgaaanagement, or documentation.
However, what may make peer support specialiseffective and credible is that they have
lived with some of the very same disorders as thears, who were consumers, and therefore
could comprehend, empathize, and work with whasuoorers have been experiencing in a way
no others can (Mead, Hilton, & Curtis, 2012). Byveieg as a role-model of recovery, PSSs have
offered camaraderie, fostered the developmenta¥qmial behaviors, encouraged empowerment
by offering hope through their own personal jous)ayreated independence through advocacy,
enhanced social support networks, and promoted@ased involvement in healthier leisure
activities that do not involve alcohol or drugsdBsoe, 2008; Min, Whitecraft, Rothbard, &
Salzar, 2007)PSSs also have been assigned to the day to daydbkkeping the program

running, such as opening and closing the prograiitias, coordinating activities and outings,
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tracking consumer attendance, reporting progresseisallenges of consumers, answering
phones, and light housekeeping or clerical worle@be, 2008).
Transition From Consumer to Peer Support Specialist
Although substance use combined with mental illiessbeen a relapse-prone disorder,
comprehensive long-term support, such as providd@istep programs and social networks,
which included non-using peers, has been assoaiatbgositive outcomes (Laudet, Cleland,
Magura, Vogel, & Knight, 2004). Many consumers wgtiroccurring disorders have been
assigned to work with PSSs. Peer support spdsidigs/e served as role models to assist
individuals with co-occurring disorders to imprguarticipation in treatment, better understand
their illnesses, extend social networks, integnati@ the community, and achieve long-term
sobriety. The possibility exists that PSSs have inspiredviddials with co-occurring disorders
to also want to help others who have had similatlehges. The phenomenon that has occured
when a consumer has decided to become a PSS lyazoantly started to be studied (Mendoza,
2013). However, Cherie Bledsoe (2008) has shageéxperience as a mental health consumer
and peer support specialist,
| first came to the program because | felt | hadtieer option. | stayed because of my
peers. They provided me with friendships, safetynfort and strength. They showed
me the ropes. Peer support can be a “win-win’asibmn for consumers, staff, the agency,
and the entire community. . . | think it is impartdo note, however getting to this place
has not been an easy one for me. In fact, it bas b journey of struggles and
challenges for almost twenty years. | believe ntosisumers do not have a goal of
becoming a consumer provider. . but my mentaégsimply gave me a direction in

which to follow. The transition to providing mentaalth services when | was used to



27

receive them was indeed frightening. Howevereltla deeper key to my wellness and

to the wellness of my peer providers. (p. 24)

Although the transition from consumer to peer supppecialist could be a symbol of
successful recovery, it could also be a time of, feanfusion, and isolation (Bledsoe, 2008).
The possibility could exist that the self-care piEs used as consumers were just as important,
if not more so, in the roles of PSSs. Not onlydhB®SSs been expected to maintain their own
wellness, but they also have been taking on th@oresbilities of caring for others (Shapiro,
Brown, & Biegal, 2007).
Importance of Self-Care for Peer Support Specialist

For mental health professionals, caring for thoke Wave been emotionally stressed or
distressed, have experienced trauma, abuse, grdradnality disorders, could be stressful and
could impact mental and physical wellness (Carfditly, & Murray, 2008; Murphy &
Schoenburn, 1989; Shapiro & Brown, 2007; ShapiroyB, & Biegal, 2007). Consequences of
stress on helping professionals, especially eartieir careers, could lead to the following:
increased depression, emotional exhaustion an@ignyisychosocial isolation, decreased job
satisfaction, reduced self-esteem, disrupted patsetationships, loneliness, decreased attention
and concentration, and poor decision making (Lediler, 2013; Shapiro, Brown, & Biegal,
2007). Therefore, an increased need could exigtdacation about self-care in pre-service
training programs for counselors (Shapiro, BrowrBi&gal, 2007), nurses, and other healthcare
professionals (Peterson, et al., 2008).

Compared to other mental health professionals, gggvort specialists could remain just
as vulnerable to stress or impairment, if not nsmrethan others without a previous disability or

addiction who have been working in the field. Tis&s that employment could have for overall
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wellness of the PSS could be similar to those efptofessional counselor. Although peer
support has often been referred to as a practiosutiial support, Davidson, Chinman, Sells, and
Rowe (1999) defined peer support as being a oreetthnal relationship, with one service
provider and one consumer, especially for mordeskivorkers. Unlike mutual support, the
asymmetrical relationship between peer supportiglgcand consumer could be viewed
through the context of the counselor-consumericgiahip. The counselor-consumer
relationship has been intentional and one-direatiaather than reciprocal, such as in a
friendship (Davidson, Chinman, Sells, and Rowe 9)98hapiro and Brown (2007) noted the
importance of self-care in counselor training pergs because the job has required counselors to
be able to “give” constantly to their consumerdieyf must be willing to understand consumers’
joys, as well as understand their pains, whichatéedd to increased stress and emotional
exhaustion.

Murphy and Schoenborn (1987) reported that couns&ldh high occupational stress
practiced lower levels of self-care, recreatiord aacial support, despite counselors’ efforts to
empower consumers to improve physical and psyciedbbealth. Researchers have suggested
that self-awareness, coping, and balance of ocan@dtand personal demands have been critical
to counselor stress management and self-care (C&ndy, & Murray, 2008). Additionally,
counselors experienced high caseloads, receiveidhalisupervision, and were assigned many
non-counseling duties, such as responding to ireguand demands from consumers, family
members, and other stakeholders. Between meetitiggonsumers, counselors could
experience high demands to follow up with emaitgyne calls, and extensive, time-sensitive
paperwork (Lee & Miller, 2013). Taking time forleare during the day could seem counter-

intuitive to counselors and PSSs alike. Howeveacticing self-care not only has been helpful,
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but ethical to maintain wellness and to ensure @ience at all times. Because peer support
specialists have been recognized as role-modelaspdople in recovery, consumers could
expect that PSSs have been properly caring forsbkms personally and professionally to
prevent relapse.

The need for self-care among PSSs has been acldgedas important; however,
minimal information has been available about thpesyof self-care PSSs could access to
maintain wellness. Additionally, information hasbescarce about peer training curricula and
how instructors have or have not encouraged seff-@adiscussed job-related stress (Shapiro,
Brown, & Biegal, 2007). Several researchers halleccéor more research in this area to address
the importance of self-care for peer support spistsgMead, Curtis, and Hilton, 2008;
Stoneking & McGuffin, 2007).

Peer Support Training in Arizona

Due to the wide range of benefits, most states bavared Medicaid reimbursement for
peer support services in a variety of settingsonatide (Smith, 2007). To be eligible for
Medicaid reimbursement, training, continuing ediorgtand supervision standards have been
established. Certification has been defined astae level (Smith, 2007); therefore training
requirements have been inconsistent across thenna®n average, approved peer training
programs have included 80 hours of hands-on trgiamd classroom coursework (St. George,
2004). Unfortunately, most program instructors hggent less than one hour covering the topic
of self-care (International Association of Peer [guters, 2013). In Arizona, self-care has been
one of the 25 required core elements of the apprtnagning curricula. Although training
curricula standards have been consistent througheugtate since July 2013 (ADBHS, 2012);

the delivery of the content could vary. See Apperifor the core elements required for
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approved peer support training curricula, as desdrirom the Arizona Department of
Behavioral Health Provider Manual, Section 9.2:rFagport/Recovery Support Training,
Certification and Supervision Requirements, (ADBI2612).

Currently, peer support in mental health settinggehbeen recognized in the State of
Arizona as an evidence-based best practice, andarerof the Arizona Board of Behavioral
Health have required that all PSSs have earne@&Gor high school diploma, completed a
state approved training program, and passed the cdification examination (ADBHS, 2012).
According to the International Association of P8epporters (2013), thousands of PSSs have
been trained to provide valuable support to petgded with mental health and alcohol or drug
addiction in a variety of service categories. tharpurpose of this study, peer support
specialists have been defined as self-identifietsamers who have been in recovery from co-
occurring mood and substance use disorders, anchad®been employed by peer-run programs
to provide services to mental health consumers.

Co-occurring Mood and Substance Use Disorders

Just as the field of substance use and mentahhea@htment has evolved, so has the
terminology used to refer to people with both mehéalth and substance use disorders. The
term co-occurringformerly called dual diagnosis, could refer to teenbination of mental
health and substance use disorders. The use déthmamight suggest that only two disorders
have occurred at the same time, when actually pleldisorders could have existed
simultaneously (Center for Substance Abuse Tredtr@8005). For the purpose of this study,
co-occurring disorders have included only mood suastance use disorders. An understanding
of each of these disorders, their prevalence antomgeneral population, hypotheses about why

these disorders could be so common, as well gsréwalence and impact co-occurring disorders
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have on female peer support specialists could geoaibetter understanding of the experiences
of the participants in this study.

Mood disorders, including Major Depressive Disord®ysthymia, and Bipolar Disorder,
were the most prevalent Axis | mental disordera(drza, Stasiewics, & Paas, 2006). Primary
symptoms of mood disorders could include disturbananood, such as inappropriate,
exaggerated, or limited range of feelings or enm#ti(Center for Substance Abuse Treatment,
2005). Symptoms were experienced at such extrewads| that one's ability to eat, sleep, work,
or function at home were impaired. Symptoms alsalted in feelings of worthlessness, or even
thoughts of suicide (Grant, et al., 2004).

The term substance-use disorder included bothtates abuse and substance
dependence disorders. Although these disorderslisidct meanings, researchers from the
Center for Substance Abuse Treatment (2005) reghtined both disorders included the chronic
use of alcohol or illicit drugs. The use of alcbimeluded beer, wine, or hard liquor. lllicit dyu
use included the use of cannabis, cocaine, amphetanecstasy, hallucinogens,
benzodiazepines, heroin, and other opioids, asagdihe misuse of prescription drugs (Center
for Substance Abuse Treatment, 2005). Persistanbtialcohol or drugs could impact an
individual's ability to fulfill roles for which thgwere responsible, such as employee, student, or
parent. Substance use also could result in leffadudties or social and interpersonal problems
(Grant, et al., 2004).

Researchers have referred to co-occurring moodabstance use disorders as having
been a more severe, difficult to manage illness #ither a mood or a substance use disorder
alone (Hasin, Goodwin, Stinson, & Grant, 2005).n§&laners with co-occurring disorders often

had poorer outcomes than people with only one desohigher rates of HIV infection, relapse,
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rehospitalizations, suicide risk, considerable ldi#tg, poor quality of life, and inadequate
treatment (Drake & Noordsy, 2005; Ormel et al.,20Baarni et al., 2007). Mood disorders had
a lifetime prevalence rate of 20.8 %, and substaseedisorders had a lifetime prevalence rate
of 14.6%; both were common among the general ptiponlé&essler et al., 2005). In addition to
being highly prevalent, mood and substance usedés® have been found to frequently co-
occur in individuals (Conway et al, 2006; Kessleale 2005b). Almost one-quarter (24.1%) of
individuals with mood disorders have used alcolmarags to relieve symptoms (Saarni et al.,
2007). Both mood and substance use disorders could oeparately or concurrently, and have
been prevalent in the general population.

Researchers posited why mood disorders and sulestsecdisorders co-occurred in
individuals at a higher than expected rate. Omothesis, also known as the “self-medication”
hypothesis, was that individuals who already hatbad disorder used alcohol or drugs to
reduce distressing symptoms (Kraemer et al., 20Ba)ton, Robinson, & Sareen (2008) found
that almost one-quarter (24%) of individuals witbad disorders self-medicated with alcohol,
illicit drugs, or prescription medications becatisey could have alleviated tensions, achieved or
maintained euphoria, increased energy, and marggpegdtoms of depression.

Women, in particular, have used self-medicatioa &&'m of coping. For many women,
co-occurring disorders could have been traumaae)athich included having experienced a
high prevalence of violence, and physical, emotiamasexual abuse (Covington,

2008). Ouimette, Kimerling, Shaw, and Moos (20@ported that many of the substance-using
women had experienced sexual or physical abuskistary of serious traumatic experiences
could play a role in a woman'’s physical and mehé&allth problems (Messina & Grella, 1998).

As consumers, female peer support specialists daud completed more intensive treatment
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programs to overcome trauma, in addition to theantal health and substance use treatment
regimes. This experience could have been a doulgeeesword. Female PSS could be better
suited to engage a consumer who also had expedé¢raagma and abuse. However, hearing
someone else’s traumatic experience could havgetrggl intense emotional pain for the peer
support specialist herself (Covington, 2008). Efame, female peer support specialists could
have additional self-care needs, such as havitigagsunderstanding of their reactions and
emotions, and the ability to use techniques, ssdajraeunding and self-soothing (i.e. breathing)
to help themselves cope with their traumatic exgmaes (Covington, 2008).

Over the past two decades researchers and chsic@ancluded that traditional and
separate services for individuals with co-occurmmgntal health and substance use disorders
were inadequate compared to multidisciplinary tetmasincluded both mental health and
substance use specialists (Drake & Noordsy, 1998atment success has been dependent upon
timely screening, comprehensive assessment arngtateel, client-centered approach (Minkoff,
2000; SAMHSA Report to Congress, 2002). Integratias occurred in both inpatient and
outpatient programs. However, inpatient care washaeserved for crisis stabilization,
assessment, and linkage with outpatient programeké& Noordsy, 1995). Many programs for
co-occurring disorders have existed in outpatieata health programs and have had a variety
of community support services (Horsfall, Cleary,nj& Walter, 2010). Program components
have included assessment, case management, ingiciounseling, group counseling, family
education, medication management, money managehmarging, vocational services, and peer

support services (Drake & Mueser, 2000).
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Self-Care

Self-care has consisted of the day-to-day healiiaviers that have promoted wellness
and could include the integration of the followielgments: physical, cognitive, emotional, play,
and spiritual (Carroll, Girly, and Murray, 2008;&iwro, Brown, & Biegal, 2007). Daily
behaviors that could promote wellness included@sierg, eating healthily, getting a good
night’s rest, spending time with family and frierfds social and leisure activities, scheduling
time for vacations, attending church or meetindwaitspiritual advisor. Similar elements of
self-care could be helpful for individuals with ogeurring disorders; however, they also could
require some additional practices, such as takiaggoiption medications; attending support
meetings; contacting a sponsor; meeting with a selan; writing a daily schedule; or practicing
grounding or breathing techniques as they relatxtly to symptoms of their mental illness
(Shapiro, Brown, & Biegal, 2007). Although selfregractices could be individualized, a
persons’ wellness, as well as her ability to helgeos could be dependent on first caring for
herself (Lee & Miller, 2013).

In the helping profession, self-care has been riotra of self-indulgence or a personal
luxury, but a professional responsibility to thedgeo have been dependent on their care.
Researchers have acknowledged that some ment# pealessionals have been concerned
about not being able to care for themselves prggbtanning & Suire, 1996; Nikkel, Smith &
Edwards, 2002). Manning and Suire (1996) confirttieed consumers employed as case
management aides often feared relapsing into awatgal illness because of job- related stress,
and Nikkel, Smith, and Edwards (2002) concluded &imancreased level of support was desired
by case managers to prevent relapse. Considemngatential risks to recovery and importance

of self-care, little information has been availatdeexplore the self-care needs of mental health
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professionals, or more specifically, peer supppecsglists. Some information, although much
of it has been outdated, has been written to desdthie self-care practices of other mental health
professionals, such as counselors. In the nekbsete focus was on contemporary, empirical
studies of the self-care practices of mental headtinselors.
Self-Care Practices of Counselors

Self-care practices of mental health counselorg, mgans of burnout prevention, has
been the focus of the most recent and most cloetdied literature to self-care practices of peer
support specialists. A review of literature abdé self-care practices of counselors has been
conducted to provide a framework for understandmegself-care practices of peer support
specialistsThe first search was completed using the keywoadmselorsandself-careat the
Arizona Health Science Library website.
Literature Search Procedures

A search for published studies on the self-caretfmes of counselors was conducted
using a four-step selection process.

Step 1: The following databases were consulted: PUB MEEycR INFO,

Journal of Counseling and Development, and thenzwf Mental Health

Counseling. The literature review was limiteddamals written in English and

empirical studies published between 2005 and 2@tddies that included

participants, such as psychiatrists, psychothetgms specialty counselors, such

as school counselors, bereavement counselorsuosetmrs who work

specifically with victims of trauma were eliminatédm this review. Education

and training has been required for these careey®na the scope of a general

mental health counselor and well beyond the reqerds for a peer support
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specialist. Additionally, the job duties of thesesppions were not similar to the

duties of peer support specialist or general mémalth counselor.

Step 2 Results from Step 1 were eight abstracts from RHED, five from

PsychINFO, two from the Journal of Counseling amy&opment, and one from

the Journal of Mental Health Counseling.

Step 3 1,910 articles were found using Google Scholarthedsame selection

criteria as in Step 1. Most articles contained amgcdotal evidence or did not

meet search criteria. Only five abstracts fulflltée article inclusion criteria.

Step 4:The final group of five articles reviewed for tipaper consisted of three

guantitative studies and two qualitative studi€be participants in all five

studies were adults who were currently employechastal health counselors in

the United States and the United Kingdom in a waé counseling settings. The

researcher conducted a narrative comparison @f/alhrticles multiple times to

identify the main themes of current self-care pcast of mental health counselors

to prevent occupational burnout.

Analysis of Studies

To enhance analysis of the studies, informatios @rided into four themes: support,
mindfulness, self-compassion, and self-time. A samynof participants, purpose, research
methods, and results of the studies of the se#-peaactices of counselors has been presented in
Table 1. Job burnout was addressed in each stdyatential consequence of not having an
effective, established self-care regime. A sugintilevel of well-being and the avoidance of

burnout was presumed to be the result of effec@lecare practices
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Author Sample Purpose Methods Results
Patsiopoulos & 15 counselors To explore -Narrative Inquiry Theme 1:Counselors’ stance in session
Buchanan, 2011 counselors’ -Cross-narrative Counselors identified using the following self-caractices: (a) taking a

Puig, et al., 2012

129 mental
health
professional

experiences of self- thematic analysis
directed

compassion.

To explore the -Intercorrelation
relationship and multivariate
between the regression analyses

dimensions of job
burnout and the
dimensions of
personal wellness.

stance of acceptance, (b) taking a stance of mowiy, (c)
compassionately attending to inner dialogue, (deindful of present
experience, (e) making time for self, and (f) bejlegmuine about one’s
fallibility.

Theme 2: Workplace relational ways of being

Counselors identified the importance of the follogvivays of being: (a)
participating on a compassionate and caring wakitgb) speaking the
truth about self and others.

Theme 3: Finding Balance Through Self-Care Strategis

Counselors reported they found balance througlfiolf@ving strategies:
(a) leisure time, (b) solitary time, (c) family t@&n(d) getting enough
sleep, (e) eating nutritionally, (f) exercisingda(g) setting time for
creativity.

When counselors were not afforded opportunitiesttisnd to basic health
needs, such as rest, exercise, and nutrition thelg @xperience a
decrease in their ability to appropriately managess. A safe, pleasant
work environment, supervision, and professional geeups that
promoted self-care could led to a decrease in yhdut and an increase
in overall wellness.
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Self-care practices of mental health counselors
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Author Sample Purpose Methods Results
Oser, Biebel, 28 Rural and To qualitatively analyze -Focus Groups The following themes and subthemes emerged frorarhg/ses:
Pullen, & Harp, Urban and examine the -Content Analysis Causes:
2013 Counselors differences between the Challenging clients (B), large case load (B), papek (B), office politics
causes, consequences, (R), and low prestige (R);
and prevention of Consequences:
counselor burnout Poor client care (B), reversing roles (U), clieimggng to choose counselor
among rural and urban (U), changing jobs (U); and
counselors. Prevention:
Coworker support (B), clinical supervision (B), aself-care (B).
Richards, 148 Mental To explore the link -Demographics Self-care practices had significant effects on aweihg, and when self-
Campenni, & Health between self-care by -7 point Likert Scale awareness increased, so did mindfulness, whichaveastegy for self-care,
Muse, 2010 Professionals mental health used to evaluate self- and promoted improved wellness.

Savic-Jabrow,
2010

31 Counselors

working in

private practice

professionals and their
general well-being and
self-awareness on well-

being

To explore whether or
how counselors receive Questionnaire
support, and if so from

where

care

-Self-reflection and
Insight Scale
-Mindfulness
Attention Awareness
Scale

-Schwartz Outcomes
Scale-10

-Survey Support options identified by the participants intdd massage, personal
therapy, monthly support meetings with colleagveading, social

activities, exercise, and spiritual activities.

U=Urban; R=Rural; B=Both
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Theme 1: Support

The following four subthemes were identified asc@bmeans of support for counselors:
(a) supervision, (b) co-workers, (c) support grorsl (d) supportive personal relationships.

Subtheme A: SupervisionSupport in the form of supervision on the job hasrb
identified as Subtheme A. Across all studies celors viewed supervision as a crucial form of
self-care and that accessing such support frommietyaf sources was an ethical requirement of
the job (Oser, Biebel, Pullen, & Harp, 2013; Pagisios & Buchanan, 2011; Puig, et al., 2012;
Savic Jabrow, 2010). Savic-Jabrow (2010) explti@s and whether counselors received
support, and if so from where. Participants bedthat the majority of their support should
have been received through ongoing supervisioninggeprovided by their direct clinical
supervisor; however supervision was not occurriitgnoas the counselors preferred. Participants
in a study conducted by Patsiopoulos and Buchaz@hl] responded similarly to the
participants in Savic-Jabrow’s study confirmingeaammendation that all counselors, regardless
of their experiences, should receive supervision.

The most important self-care practice identifieddser, Biebel, Pullen, and Harp (2013)
was clinical supervision. The researchers tooKfargint approach and explored the three themes
of burnout to include the causes, consequencegravention of burnout by rural and urban
communities. For the purpose of this review butiweas defined as physical or emotional
exhaustion experienced as a result of the chaltebgveen mental health counselor and client
Oser, Biebel, Pullen, and Harp, 2013 & Puig, ee@l,2). All three themes -- causes,
consequences, and prevention of burnout -- werdifae and were similar among both rural

and urban mental health counselors. No signifidéfegrences were identified between rural and
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urban mental health counselors in that both granghisved that burnout could be prevented with
proper self-care and that clinical supervision &asotective factor for burnout.

Unlike other researchers, Oser, Biebel, Pullen,taigh (2013), explored the challenges
with dissatisfaction of supervision. One participastated “counselors need counseling, but
supervisors also need supervision because theydutimoo” (p. 22). Oser et al. (2013)
recommended that supervisors also receive supeniscause the overall report from both rural
and urban counselors was that burnout and poecasdfwas psychologically contagious and
could be passed easily from supervisor to workdrtatween coworkers. Urban counselors
recognized the importance of supervision, but regabthat many supervisors no longer
understood the system of care and were not astetvesemployee self-care. In cases, in which
counselors received minimal supervision, they delieavily on the support of their peers.
Mental health counselors reported that they wereertikely to be held accountable for their
actions or confronted about needing to care famdedves by another coworker rather than their
supervisors.

To maintain wellness, counselors need to be aftbtde opportunity to take care of
themselves in a way that is unique to their owrdseeéverall, the need for organizations to
nurture opportunities for self-care through supgon was considered an imperative to combat
personal and professional strain. Clinical supergi€ould serve as a key supports for those
struggling to balance self-care with personal ammdgssional demands. At a minimum, group
supervision that includes topics for supervisoraddress self-care was has been needed.
Counselors also valued a safe, comfortable workmgronment where they could rely on their

peers, as well as their supervisors, for suppatttarnold them accountable for their behaviors.
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Subtheme B: Co-workers.Oser, Biebel, Pullen and Harp (2013) identifiednoarker
support as the second most important self-cardipeaor both rural and urban counselors.
Mutual support between coworkers was one of thet mgsortant self-care practices identified
across all studies. Mental health counselors teddyenefiting from a “sympathetic ear,” and
another person who has been in the trenches talheh accountable (p.22). Although
adequate supervision was rated as most importanttupational satisfaction and longevity,
coworker support was considered the most reabsiifiecare practice and that a pleasant work
environment and social relationship with coworkedsild lead to improved wellness.

Oser et al. (2013) stressed the importance of rhea#dth counselors caring for
themselves and each other as a pathway to provigliality client care. Compassion for one’s
self and coworkers created trust within the workpland included the following: being
empowered to be accountable for one’s actions aathkes, asking others to be accountable for
their mistakes, and communicating concerns andsaeBdtsiopoulos and Buchanan (2011)
interviewed 11 participants who all reported thatking on a supportive team contributed to the
ways they practiced their own self-care. Participaaported that they received support from one
another to “let go” when they had reached theirtBrwith a challenging client, during
supervision with leadership, or while participatingagency politics (Patsiopoulos & Buchanan,
2011).

Many of the participants in the Savic-Jabrow (20dt0yply indicated that support from
colleagues was important; however, many counsglorked independently in their own
practice so they did not have access to this typemport. Nonetheless, participants highly
valued support from peers in their field, statihgthe information and day-to-day support that

can be obtained from peers is not to be understgie@31). Participants were able to
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compensate for their lack of access to daily supmpforming local networks or support groups
of counselors or other individuals who also spess ltime working in a team environment.

Subtheme C: Support Groups. Counselors valued the opportunity to access thad loc
networks of other practitioners on a regular baspgecially for those who were not working in a
team setting (Savic-Jabrow, 2010). Many participaateived support by attending a monthly
group meeting with colleagues as well as by condgc¢heir own supervision and study sessions
with one another.

Puig, et al. (2012) recommended that group supgmotaken into careful consideration
within the work setting as a means of preventingnbut as well as to make up for incidents in
which a supervisor could not be available. Peeugsalso can provide counselors with
opportunities to practice wellness strategies, siscmeditation, relaxation, or guided imagery
techniques during group sessions

Subtheme D: Personal RelationshipsPatsiopolous and Buchanan (2011) and Richards,
Campenni, and Muse-Burke (2010) identified the intgoace of establishing relationships
outside of work with people such as a spouse, famémbers, friends, and community
members as it has helped create a healthy balartkeob the job and outside of work. A
healthy balance might alleviate symptoms of burrmwyirevent a person from becoming a
workaholic.

Theme 2: Mindfulness

Counselors who valued self-care also may have ablento elicit a more mindful state.
Richards, Campenni, and Muse-Burke (2011) descrifiedfulness as “a state of being, rather
than doing” (p. 259). The practice of “mindfulnesay facilitate insight, which can be

understood as awareness of oneself and one’s rebd{Re&hards, Campenni, & Muse-Burke



43

(2011), citing Rosenzweig, Reibel, Greeson, & Baail) 2003; Schmidt, 2004). Without the
ability to be mindful one would not recognize theed for self-care. “So, you have to be mindful
of when you are tired or burned out or need a vaica{Oser, Biebel, Pullen & Harp, 2013,
p.22).

Mindfulness could provide a sense of grounding perdpective. Being aware of oneself
and achieving a state of mindfulness were relabestitly to experiencing overall growth and
wellness.

Mental health counselors discussed various appesaio achieve a state of mindfulness
(Patsiopoulus & Buchanan, 2011). The researcle¢esred to the use of mindfulness as a way
of being in counseling and in life in the momeApproaches to achieve a mindful state included
using cognitive-behavioral strategies to managetakd, using breath affirmations, imagery,
bracketing, perspective talking, and the savoringuccesses. Participants explained that
mindfulness was necessary when feeling triggerea dificult client, because it “helped me
step back and track my thoughts non-judgmentalthéxmoment” (p.304).

Puig, et al., (2013) reported the potential cotinas between mindfulness, a counselor’s
well-being, burnout, and treatment efficacy. Puigle(2013) expressed the importance of these
connections by referring to the ACA Code of EtHIBEA, 2005, C.2.g, Impairment):

Counselors must be aware of their own physicalcipepgical, and/ or emotional

problems. . . Counselors must refrain from offetingrapeutic services when problems

are likely to affect treatment; and counselorstargeek help in dealing with their own
problems as they arise.

Richards, Campenni, and Muse-Burke (2010) alsacloded that self-care practices had

a significant effect on well-being. Self-awareness defined as knowledge of one’s thoughts,
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emotions, and behaviors, whereas mindfulness wastod of maintaining awareness of and
attention to oneself. For example, when an indialcengaged in self-care activities such as
doing yoga, she also could be better able to mmaatindfulness (Richards, Campenni, & Muse-
Burke, 2010). Therefore, when self-awareness isexdaso did mindfulness, which promoted
improved wellness.
Theme 3: Self-Compassion

Patsiopoulos and Buchanan (2011) described selpassion as a self-care construct that
could enhance well-being by reducing the effect®birelated stress. One participant in their
study described the difference between self-cadesali-compassion by stating: “Self-care has
been something you can do all the time; self-comsipasvas almost like an attitude or a
perspective that you shift within yourself, whiabudd translate into self-care actions. It's how
we treat ourselves” (p. 305).

Patsiopoulos and Buchanan (2011) further descsb#ecompassion by quoting Neff
(2003, p. 224):

Being open to and moved by one’s own suffering geeigmcing feelings of caring and

kindness toward oneself, taking an understandiogjutlgmental attitude toward one’s

inadequacies and failures, and recognizing thasawen experience is part of the

common human experience...

When working with clients, Patsiopoulos and BuclmafZ011) recommended that
counselors accept the “humanness” in themselvesis by recognizing the limits of helping
and letting go of high expectations of themselhsea aneans to address self-careddih’t have

to have all the answers. | just need to help lieatcto become aware, to see that they already
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know within themselves” (p.305), which takes sorhthe pressure off the self-concept of
having to be everything to everyone all of the time

Interestingly, as noted previously under the “supfrom coworkers,” theme,
participants in the Patsiopoulos and Buchanan (Pstiily reported a similar type of validation
needed from supervisors and coworkers to help tietngo,” when they reached their limits.
Despite efforts to achieve self-acceptance andog@nee of one another among peers,
participants continued to describe a sense of dessress and frustration from being a part of a
“failing system,” or working with clients who wefgist not ready for change” (p. 304).

Although, Oser, Biebel, Pullen, and Harp (2013) mhd inquire directly about self-
compassion in their study, themes emerged that reéated to emotional exhaustion,
depersonalization, and lack of personal accomplsitimCounselors reported feelings of
incompetence when working with challenging cliesntsl when they evaluated themselves
critically. For example, a rural counselor artitath “Sometimes you wonder - are my efforts
doing anything?” (p. 23). Feeling ineffectiveexperiencing a lack of personal
accomplishments could lead to subsequent burnoid, Bt al. (2012) confirmed this by
concluding that when mental health professiondtsrfeompetent or unsupported in their job
they experienced difficulty in coping with streggeopriately. Puig, et al, (2012) also reported
that low self-esteem could lead to complaints almutself-worth, and part of the counselors’
responsibilities included feeling competent, sg/tbeuld help other individuals recognize their
self-worth.
Theme 4: Self-Time

Through supervision and leadership, participarpented having an understanding of the

importance of finding balance to practice othef-sate strategies that were important to overall



46

wellness. Strategies included having leisure tisoéitary time, and family time; getting enough
sleep; eating nutritionally; exercising; and haviimge for creativity (Patsiopoulos & Buchanan,
2011; Puig, et al., 2012). Strategies also indusieditation, taking a vacation, and engaging in
leisure activities outside of the workday as kesnednts of self-care (Oser, Biebel, Pullen, &
Harp, 2013), especially when job demands were haadycounselors had an increased need to
manage stressSavic-Jabrow (2010) also recommended self-reflacpersonal therapy, social
activities, personal activities, massage, walknegding, Internet engagement, audio and video
activities, creative or stimulating activities, spiritually or culturally replenishing activitie®n-
the-job activities that could be put in place teue self-time included scheduling breaks,
ending appointments punctually, allowing oneselfeitect between sessions, allowing oneself
to cry when needed, and finding things that wemadnous (Buchanan & Patsiopoulos, 2011).
Limitations

Each study included participants who were abletiowate if they were practicing self-
care, what practices they were using, and whatipescwere important for overall wellness.
Despite efforts to strengthen each study, suclyasing member checks, several limitations to
the literature still existed. One concern, in patar, was the potential lack of generalizability o
the findings across all studies. Findings may aymot have been representative of other
counselors’ self-care practices, especially inisgily Patsiopoulos and Buchanan (2011), Puig,
et al., (2012), and Savic-Jabrow (2010). The samgid not represent ethnic or racially diverse
participants, or an equal balance between gendensexample, in the study by Puig, et al.
(2012) 88% of the participants were white femades] demographics of the study by Richards,
Campenni, and Muse-Burke (2010) were indicativthefprevious study in which 77% of the

participants were women and 94% were white. Thepgapopulation among all studies was
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very similar and possibly not a reflection of thengral public. However, the sample could have
been reflection of the overall counseling professiad was a reflection of the demographics of
the participants in this study. In 2004, researsifrom the Substance Abuse and Mental Health
Association (SAMHSA) reported that a majority (apgamately 90%) of mental health
professionals were non-Hispanic White, and 60%efwworkforce was female. A better
understanding of the current demographics of imldials working in the mental health field
could be helpful to further determine if the reswdt this review have been generalizable.

Richards, Campenni, and Muse-Burke (2010) survéay&dparticipants from the
northeastern United States. However, the resp@tsavas poor and could be a significant
limitation to the study. Surveys were mailed t& 4btential participants with a return rate of
only 35.7%; therefore those who returned the sweweight have been overly self-selected and
the differences between individuals who returnagesgs and those who did not could not be
examined. A similar concern existed for the Salabrow (2010) study in which support needs
of mental health counselors who owned independevedte practices was explored in the
context of a very low (6%) response rate — (3144325 of which (81%) were returned by
females. Savic-Jabrow attributed the low respomseethodological challenges, or the nature of
independent practice. The surveys were sent agail attachment, which could have required
a level of technological competency, and thus deszeé the number of surveys returned. In
addition to a low response rate, social desirghifitty also have limited the studies because
counselors who help clients increase their geveeitbeing could have been compelled to
report participation in self-care activities. Eaphg social desirability and expanding the

sample to a more diverse group could improve futesearch.
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Focus group participants in the study by Oser, &8idbullen and Harp (2013) were
counselors attending a general educational workshepefore limits to the generalizability of
the study could also exist. Questions were putgasgue and open-ended and focused mostly
on burnout. Questions more specific to self-candathave had a greater impact for this
research project. Additionally, more rich datalddee collected from an individual working
within the urban and rural communities, rather thraa one-time focus group held at a workshop.
Moving through the community using an ethnographéthod could have produced more
fruitful data and been an opportunity for the reskar to have critically observed the
counselor's working environment and potential o@atigmal stressors (Carspecken, 2006).

Counselors reported the importance of support botand off the job as necessary in
providing effective client services and to previeatnout. Counselors also stressed the
importance of mindfulness, self-compassion, andimely dedicating time for self for ensuring
overall wellness. Information has been needecettebunderstand the self-care needs of
counselors. Self-care practices of counselors baea available only through literature that was
anecdotal, outdated, or specific to counselors spicialty training, such as those working with
victims of trauma or bereavement. Additionallyuks reported from studies in this review
contained only self-reported data, from small s&splvith low participant response rates, which
may not reflect the perspectives of the generaulation.

Peer support specialists have had similar job d#geemental health counselors and have
worked with similar populations of clients. Howeyveery limited information has been
available to explore the self-care practices of &#npared to counselors. The benefits of PSS
services for clients have been described in detdiie literature; however, a significant gap

exists for understanding the benefits and risk83&s who have been employed in the mental
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health field. More importantly, research has regrbavailable to describe if and how PSS have
been practicing self-care and how employment higeteor interfered with the wellness.

Critical Theory
A critical researcher has been one who has attehtptese her work to form a social or cultural
criticism and believed that thought has been furetdaily guided by social and historical power
relationships (Carspecken, 1996). Critically otéehresearch has aligned with the philosophy of
peer support, to make public the barriers that matezfered with an individual’s ability to make
decisions about her life (Quantz, 1992). Carspe¢k806) stated “Criticalists find
contemporary society to be unfair, unequal, andtbeppressive. We do not like it, and we
want to change it” (p.4). Kinchloe and McLaren949made critical assumptions that certain
groups of people in society have been more prietletnan others, and oppression has been
reduced between societies when the subordinatesdwepted their social status as inevitable. |
have believed that PSSs, as well as others whowarked in the mental health field, have not
been provided with the proper training and supparthe job to practice self-care. PSSs could
have been vulnerable to the pressures of the jawmrked by agency directors, taken
advantage of clients and coworkers, overexposé@tmna, and have put their mental health at
risk for relapse without having been provided with opportunities to care for oneself. As a
counselor and peer support trainer, | have takaitiaal look into the practices peer supports
have been using to care for themselves and anieolyak they have been faced with on the job
to ensure their own wellness. | also have expltiiedsimilarities and differences between self-
care needs and practices of the counselor compated peer support specialist. My intention
has been to take the knowledge gained from thaéysdad improve peer training curricula

around topics of wellness, as well as provide imi@tion to supervisors and agencies that could
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reduce barriers to practicing self-care and achgpeverall wellness for individuals who have
worked in the field of mental health. Critical @@schers, just like mental health advocates, and
even peer support specialists themselves, seektvayggh research to promote changes in
power, resources, and policy (LeCompte & ScherZil]). | believe the results of this study
could be used and implemented in training progralag;to-day practices of peer supports and
supervisors, and agency policy is to ensure aaalanore healthy working environment for
mental health professionals.
Summary

This chapter has included a review of literat@lated to Peer Support Specialists, along
with a brief description of co-occurring disordarsld their prevalence among this population.
Peer support has been an evidence-based practiceeamiefits to both the consumer and PSS.
Many individuals could choose to become a PSS Isecaiia positive experience they have had
in their own recovery working with a peer, espdgifdr individuals with co-occurring mood
and substance use disorders. Despite the posiite®mes for both consumers and PSSs, a
closer look needs to be taken at the possible ivegatpacts employment could have on the
ability of PSSs to practice self-care. Self-caacpces, such as participating in a social support
network or taking time out to decompress from sfitdperiods have been not only pathways to
recovery for individuals with co-occurring disordebut also an ethical obligation for peer
support specialists and counselors alike. Beciaufiganation about the self-care practices of
PSSs has been limited, a closer look at the sedfqmaactices of counselors was taken to provide
a framework for understanding self-care in thedfigl mental health. This researcher has worked
in the mental health field for almost 15 yearsjeaxed research on peer support specialists, peer

support services, counselors, and self-care; asdi$ed this information as a guide to take a
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critical look at what self-care practices PSSs Hsen using, what practices were the most
important, and how work has interfered with or imy@d recovery. More specifically, the
researcher has believed that the self-care praadickemale PSSs with co-occurring mood and
substance use disorders should be investigatedisgsopulation could reflect a significant
number of PSS working in the field. The self-caeeds, just as the treatment needs of women
with co-occurring disorders, could be unique coraddp others in the field. This researcher has
used face-to-face, semi-structured open-endedvieterguestions to gain in-depth information

about the self-care practices of female PSS witbamurring mood and substance use disorders.
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CHAPTER THREE: METHOD

This was an exploratory study of the self-careficas of female peer support specialists
(PSS) with co-occurring mood and substance usedéism This chapter has included a
description of the grounded theory approach, teearch methods that were used in this study,
participant inclusion criteria, and the data cdllmt methods that were followed.

Qualitative Research Design: A Grounded Theory Appoach

The primary value of qualitative studies has heemelp others understand broad
perspective situations that were ambiguous (Eisk8#91). Unlike the purposes of quantitative
studies whose principal value has been to estafalidh based on measurement reliability,
validation methods typically used in quantitatitedses could be a misleading way of evaluating
gualitative studies (Stenback, 2001). Well-respeécesearchers have cited trustworthiness as an
accurate criterion to use as a substitute forliiig (Lincoln & Guba, 1985; Maxwell,
1996). This researcher explored individual queditihat were discovered through extended in-
person, face-to-face dialogue; thus, qualitatiseaech methods were employed (Creswell,
2009; Pope & Mays, 2006; Yin, 2009). Open-endedyisstructured questions that were asked
within the context of face-to-face interviews betnehe researcher and each individual
participant allowed for in-depth information to t@lected, which could not be obtained through
the use of quantitative techniques.

Qualitative research procedures used in thidysvere applied based on the writings of

Denzin and Lincoln (2000) who asserted:

Qualitative research is a situated activity thattes the observer in the world. It

consists of a set of interpretive, material pragithat make the world visible. These

practices transform the world. They turn the wanlkt a series of representations,
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including field notes, interviews, conversationpfggraphs, recordings, and memos to

the self. At this level, qualitative research ilwas an interpretative naturalistic approach

to the world. (p. 3)

A grounded theory approach (Strauss & Corbin, 19998) — one of several qualitative
research techniques typically employed — was us#us study for exploration of empirical
data. Grounded theory was chosen as the reseatbbarfer this study because it has been ideal
for exploring integral social relationships and b@haviors of groups in which little exploration
has been done (Crooks 2001). Glaser (1978) reptiteedjrounded theory is useful when a
researcher needs to get though and beyond corgeanidr preconception to the underlying
processes of what is going on, so that professsaraai intervene with confidence to help resolve
the participant's main concerns. The results frlmsistudy will come directly from interviews
and observations. To the knowledge of this re$eaythe self-care practices of PSSs have not
yet been explored. The researcher has condudtesttiuly with limited theoretical
preconceptions, and has designed the researchansetst provide exploration and an
understanding of the current self-care needs aactipes of female peer support specialists with
co-occurring mood disorders. The data that emeirgéte study were examined until categories
emerged for the purpose of constructing theory (@ba, 2006). The process involved deriving
general theory based on the perceptions of indalgin the study. Grounded Theory Methods
involved systematic and inductive guidelines fatexding and analyzing data (Charmaz, 2000)

and constant comparison of data to identify emergategories (Creswell, 2003).
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Participants
Recruitment Procedure

Connection with the gatekeepeilhe researcher began recruitment by contacting the
Chief Clinical Officers (CCOs) at local peer rurhbeioral health agencies and invited them to
participate in the study. The researcher neenledtablish rapport with the CCOs to gain
access to participants and information, gain pesimmsfrom the “gatekeeper” at each agency to
make contact with potential participants, and t@abeepted by the research population (Gulati,
Paterson, Medves, & Luce-Kapler, 2011). All Agei@$Os referred the researcher to an
administrative assistant, human resources, or pudliations officer to serve as the gatekeeper
for reaching participants.

Administration of the invitations. After speaking with the agency gatekeepers, the
researcher requested to share hard copies, aasulfough email, informational flyers (see
Appendix C) with potential participants. All agengstekeepers requested that the flyers be sent
only through email and agreed to forward the flyterall agency employees. Thus, participants
were first recruited by an email distribution ofdts to all staff from the agency gatekeeper. The
flyer contained information about the purpose @ftsearch, inclusion criteria, potential risks of
participation, and telephone and email contactrmédion for the researcher.

A second sampling technique was useiteveimngaging potential participants. The
researcher distributed additional hard copies efitifiormational flyers to five individuals who
were also willing to share the flyers with othetgudial candidates (Germain, 1993). This
referral technique also has been known as snowaalpling because the sample group appears
to grow like a rolling snowball. Snowball samplihgs been used as a mutual association

procedure in which existing study subjects haveuited future subjects from among their
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acquaintances. Snowball sampling has helped td more relationships using peer
recommendations to find new participants with ecgmerange of skills that have been
determined to have been useful (Goodman, 1961).

The researcher ensured a diversitpafacts by broadening the initial base of contacts
with agency gatekeepers. Rather than recruitingggaaints from only one agency, the
researcher was able to connect with at least sekgapers from peer-run agencies in Maricopa
County and recruit participants from five of the agencies.

Screening and selecting the sample podnce identifiedpotential candidates
contacted the researcher by telephone and emaillimate an interest in participating in the
study. The researcher confirmed the potentiai@pants’ preferred future contact method
(telephone or email); scheduled the date, time |acation for a face-to -face interview;
encouraged the participant to ask questions abeudttidy; and discussed the next steps in the
research process. The researcher informed paurtisigiairing the initial 10 minutes of the
interview that she would further orient the pagamt to the study and conduct a verbal screening
process to confirm demographic information andawoficm that participants met all inclusion
criteria.

During the face-to-face meeting, ti@isearcher held a 5-minute introduction period for
both the researcher and the participant and revdie purpose of the study and any potential
harm to participants. Individuals who continueddport having an interest in participating
completed an Informed Consent Form (see Appendiarid)a screening and demographics
guestionnaire (see Appendix E). The questionnvaa® used as a final confirmation that the

participants met the inclusion criteria.
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The sampling was directed by conéition that participants were experts in the afea o
peer support and co-occurring mood and substarecdisgrders combined with the researcher’s
increased understanding of the developing theolgsgs, 1978). The researcher recruited and
scheduled 12 adult participants to be intervievwedyever the researcher interviewed only ten
participants. One participant declined to paraégin the study at the initial face-to-face
orientation due to the stress of a recent lossfafraly member and after the researcher
reminded the participant that she could opt-oatrgttime, for any reason, as refusal to
participate was her right and privilege. Anothartigipant had indicated during the
prescreening process that she had been working?&Sdor over one year. However, during the
face-to-face interview, the researcher concludadttre participant had been serving in an
administrative capacity and did not work directlighaclients on a regular basis. The researcher
did not include any information from this particijan the final analysis.

Theoretical saturation startedd¢ous by the seventh interview as could be expetcted
occur (Glaser & Strauss, 1967; Strauss & Corbi®8)9However, to confirm the results, this
researcher conducted interviews and analyzed ddected with all ten participants.

Data Collection Site

Interviews were conducted in private sesin§the participants’ choosing in Maricopa
County, Arizona, which included coffee shops, nestats, a park, a community college campus,
a private room at the Phoenix Public Library, dmel ¢ourtyard of a participants’ apartment
complex. Before starting each interview, the redearinquired about the participants' comfort
level of sharing information within the intendeaddion. The researcher reminded the
participants that they could choose to discontiim@estudy or not answer a particular question if

they felt uncomfortable at any time during the imiew. The researcher ensured that the settings
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were sufficiently private to maintain the confid@tity of the participant. After the participant

agreed to be recorded, interviews were recordedyedigital voice recorder.

Sampling Approach
Inclusion criteria. Participants qualified as candidates for the sitithey were adult

females who were between the ages of 30-55 yedranal were able to speak and comprehend
the English Language. At the time of the interviepaxticipants also were employed as peer
support specialists for at least 12-months in a-p@&e program in Maricopa County, AZ.
Participants met all of the requirements to be eygd as a PSS in Arizona, which included
being in possession of a GED or high school diplognaduation from an approved peer support
training program, and successfully passing thafgeng examination for peer support specialists
in Arizona. All of the women in the study had afgeported history of a co-occurring mood and
substance use disorder (in full remission). Modlers could have included Depression,
Bipolar Disorder | and Il, and Mood Disorders Nah€rwise Specified (NOS), excluding those
experiencing intermittent periods of psychosis hsas Mood Disorder with Psychotic Features
or Schizoaffective Disorder. Even though the pgréints had been diagnosed with a substance
use disorder, they reported being in full alcohotliaug remission for at least 12- months at the
time of the interviews.

Exclusion Criteria. Participants would have been excluded if theyalestrated signs of
severe cognitive or psychiatric impairment or wemnable to be interviewed due to discomfort

with the interviewer, any of the interview proceesiror any of the interview questions.
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Human Subject Considerations

Approval was sought from the University aizZona Department of Education Institutional
Review Board Committee (IRB). The committee grdrites research project an "exempt"
status; thus a full human subjects review was equired. Written informed consent was
obtained from participants before commencementeinterviews (see Appendix
D). Participants were offered a $20.00 gift card arget upon completion of the
interview. Confidentiality and anonymity were m@imed as names were coded and withheld
from the final report. Study data, such as demdgcspquestionnaires and recordings, have been
kept in a secure password protected computer ahdewiain there for up to five years. The
researcher assured participant anonymity both duha study and in the reporting of research
findings.

Investigative Process
Semi-Structured Interview with Open-Ended Questions
The researcher took a semi-strudturgerview approach using open-ended questions

to allow for new ideas to be brought up duringititerview as a result of the participants’
responses. Open-ended questions were generailasetbtat the researcher asked for two
principal reasons. Reja, Manfreda, Hlebec and Vah@®003) described these reasons, noting
that, “one is to discover the responses that iddiais give spontaneously; the other is to avoid
the bias that may result from suggesting respatesieslividuals” (p. 159). In the semi-
structured approach, all participants were asked#ime open-ended questions to begin the
discussion. This has been distinguished from dagstion variations that required a
participant to make a forced choice among a limitechber of responses (Mclintyre,

1999). After the participants responded, the neses may have asked follow-up probing



59

guestions to clarify the researcher’s understandfrtpese responses. The semi-structured
approach has been distinguished from the strucintedsiew approach that typically included a
rigorous set of identical questions asked of eashigypant from which the interviewer did not
divert.

Pilot interviews were conducted witlo peer support specialists who had met the
inclusion and exclusion criteria to improve thetjgguant question guide. The original
guestionnaire contained 35 interview questionsvaasi reduced to 9 interview questions after
meeting with the pilot participants. The researdetermined that many of the original semi-
structured questions and probes were not direetfed to answering the research questions of
this study. Based on the results of the pilot witaw, this researcher updated the language of the
guestionnaire to reflect a clearer interview gultkt encouraged conversation and thus elicited
more rich data.

The researcher collected data byngsfjuestions and following hunches. Care was
taken not to lead or force participants into regog to preconceived notions or categories
through the imposition of forced choice questioni@tgser, 1992). Pre-written interview
guestions were used as a guide to help maintausfon the interview topics; however, a fluid
conversational approach was taken to open thevieterto the participant in the context of the
discussion topic (see Appendix G). Interviews tapkroximately 90 minutes, and did not
exceed two hours to complete.

Probes were used as part of thevi@erprocess to encourage elaboration on specific
topics, to obtain more detail, and for clarificatiof the participants’ responses. This researcher

encouraged two-way communication and built rappatt participants by using semi-structured
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interviews with probes. By being less intrusives tflesearcher created space for the individual
being interviewed to discuss sensitive issues reasdy.
Observation Set

Observation data were compiled freeorded interviews, documents, field notes, and
self-memos. Interview recordings were compareti wititten notes to ensure accuracy of
written results. Field notes, taken on locatiomiediately following interviews, contained
recorded ideas and reflections from the interviewgssed on Bogdan and Biklen’s (1998)
writing, field notes that included tables were deped to explore and understand similarities
and differences between the participant responses.

Maxwell (1996) suggested that if “ydloughts are recorded in memos, you can code
and file them, just as you do your field notes artdrview transcripts, and return to them to
develop the ideas further” (p. 12), and identifygmdial probes for consecutive interviews. Self-
memos were written soon after completing the fredtes through recorded descriptions,
summaries, and reflections about the interviewarsps. Connections between the
interviewer’s reflections and the research stra®gnd techniques were clarified by the use of
recorded memaos.

Method of Observational Analysis
Explanation Building
All study responses were evaluated usingnatytical pattern-matching technique called
“explanation building” (Yin, 2009). Interview traaripts, field notes, and self-memos were
reviewed and responses were categorized prelinynartil patterns emerged. The objective was
to build an explanation about what was being olekhy “pattern matching” (p. 141). Yin

noted, “To 'explain’ a phenomenon is to stipulatgresumed set of causal links about it, or ‘how’
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or ‘why’ something happened. The causal links t@ygomplex and difficult to measure in any
precise manner” (p. 141).
Interview Data Analysis

To assist in pattern identification, interviews @éranscribed and entered into a
gualitative analysis program by QSR Internatio28l1@) called NVivo (Version 10) [Computer
software]. This program was used to analyze, redaicd organize data efficiently into words,
frequencies, and high frequency participant resperalled nodes, as well as themes and
findings. Nodes were reflected recurrent phrasegstessions, and ideas that were common
among participant responses. Themes were refléatge patterns or clusters of
nodes. Findings were very large patterns andeassistf themes.

The major categories, referred to as Npded additional subcategories, referred to as
child nodes, were numerically coded and compareil @bservational notes to verify category
accuracy and observation position within the catiego In the second coding step, category
numbers were collapsed and integrated to createrfemore generalized categories. Core
analysis variables emerged through observation eosgn that continued until similarities and
differences became apparent and new relationshigpsategories were created. This
categorization process was repeated many timelssamdill patterns began to match other similar
patterns, at which point major themes emergederAftis organization and categorization
process was completed, the major themes were @xpiordetail, which led to findings.

Participant names, names of the agsithiey worked for or attended treatment, as well

as any identifying pronouns, were removed in thaxess to protect confidentiality.
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Methodological Considerations
Trustworthiness

To establish the trustworthiness efs$tudy’s findings, the challenge was to demorestrat
credibility and accuracy, or truth-value (Guba &¢toln, 1981; Lincoln & Guba, 1985). In
Grounded Theory Methodology, credibility has besadiscovery of social and psychological
processes as perceived by the persons who havaengezl them (Guba, 1981). Reflexivity --
the qualitative interviewing technique of examinthg research being conducted by the
researcher and the relationship between the rdsmagod the research participants (Creswell &
Miller, 2000; Strauss & Corbin, 1998), and membUdwezaking were the procedures that were
employed to ensure trustworthiness. The reseamctpdementedeflexivity by recording and
disclosing any biases, assumptions, and aspethssatsearcher's background that could
influence interview questions or interpretatiordata. The researcher maintained a journal to
specifically record “thoughts, feelings, uncertaast values, beliefs, and assumptions that
surfaced throughout the research process” (Curtitogsey, 2007, p. 89). Conclusions
regarding strengths or challenges that preconcéeddfs could have brought to the research
were included in the final report.

Member checking also provided an apyuoty for participants to review and approve
particular aspects of the interpretations of thea daoyle, 2007; Merriam, 1998). Member
checking has been a way of finding out if the redears’ theories were congruent with the
participants’ experiences” (Curtain & Fossey, 200792). Each participant assisted the
researcher by verbally reviewing the identifiedt@ats or categories of data identified by the
researcher from previous discussions between thieipant and the researcher. Specifically,

during each interview, the researcher summarizedntiormation already collected and then
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guestioned the participant to determine accurdoyvalg the participants to analyze the findings
critically and comment on them. The participanthei affirmed that the summaries reflected
their views, feelings, and experiences, or theyjifeta these summaries, views, feelings and
experiences. Ongoing feedback from the members thy@eesearcher the ability to correct
errors and challenge what were perceived as wittegaretations (Merriam, 1998). Member
checking began during the first interview and waggrmed with each additional interview.

Member checks were also completeéteatonclusion of the study by sharing all of the
findings with two of the participants involved. Eings were provided in a written report to all
participants, as well as peer support training @ in Maricopa County, Arizona. Findings
will provide direction and improvement for self-egoractices by peer support specialists, as well
as peer-support-training-curriculum in the future.

Internal Credibility.

The internal credibilities of the inteaw questions were dependent upon the extent to
which participant experiences were recorded antyaed apart from interviewer bias or
theoretical knowledge of the themes (Kvale, 199H)e interviewer conveyed a supportive, non-
judgmental demeanor throughout the interview pretedolster internal credibility and avoid
distorting participant responses. The researctiedaparticipants to clarify interviewer
interpretations and verify the accuracy of all msge documentation in a manner that did not
reveal interviewer expectations.

Participants validated the recorded ols®ns by demonstrating response context within
the larger conversations. According to Kvale (D)99@lidation becomes investigation: a
continual checking, questioning, and theoretictdrpretation of the findings” (p. 289); this

manner of continuous validation was performed tghmut the study.
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Internal reliability.

The researcher compared findings acrbss the different sources of documentation,
including recordings, notes, and categorizatiohdditionally, the researcher consistently asked
the participants further questions to elaboratéheroriginal information they furnished to
confirm codes developed from previous interviewbe researcher did this to create internally
reliable questions because such an approach cosildesexpressions of the participants’
experiences that could be retold with certaintygley 1996).

The researcher employed the procedurawahly a second review in addition to this
researchers’ review to increase the likelihoodchtéii-coder reliability. Inter-coder reliability
was used to ensure that reliable codes were bewgjaped. The use of a second reviewer was
an attempt to reduce the potential for error os it could be generated when only one coder
processes voluminous amounts of text-based datagifong, Gosling, Weinman, & Marteau,
1997). The second reviewer was a University prafiessa researcher with a diverse
methodological background and an expert in theld$ief mental health and substance use. Data
were not released to the second rater until treevi@ws were transcribed and any identifying
information, such as the name of participants onaaf their employers, had been removed
from the transcript. The second rater reviewedctides that were generated from the first
transcribed interview. A review was held after fingt interview to improve the initial coder
agreement and reduce the amount of coding rouret¥edeto reach an acceptable level of inter-
coder agreement. After the fifth interview was docted and transcribed the second rater
reviewed a random sample of the first raters’ cdd@s all five interviews and both raters met
to discuss any discrepancies or problematic co&aslly, both reviewers independently coded

the tenth interview and discussed any discrepancipsoblematic codes. Corresponding
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modifications were made to create a final datdAehstrong, Gosling, Weinman, & Marteau,
1997).
Summary

To better understand self-care jrastof female peer support specialists (PSS) with
co-occurring mood and substance use disordersesiearcher conducted in-depth semi-
structured interviews with ten prescreened prospsbb met all of the inclusion criteria. The
data from these interviews were transcribed, tmatyzed manually, as well as with NVivo 10.0
software to identify the key terms, nodes, catexgoand emergent themes of the participants’
experiences so that explanation building coulddapleted as part of the grounded theory

development process
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CHAPTER FOUR: RESULTS

The purpose of this study was threefold: (a) fol@ve the self-care practices of female
peer support specialists with co-occurring disasdéy) to identify and describe which self-care
practices, if any, have been most helpful for megaport specialists to achieve wellness; and (c)
to investigate how work has improved or interfength overall wellness of PSSs. Great care
was taken by the researcher to consistently usaures understandings as they surfaced to
improve the data gathering and interpretation @ees within this study.

To better understand self-care practices of ferpaér support specialists (PSS) with co-
occurring mood and substance use disorders, teanadser conducted ten interviews with
female peer support specialists. The data frorsetierviews were transcribed, then analyzed
manually, as well as with NVivo 10.0 software temtify the key terms, nodes, categories, and
emergent themes of the participants’ experience®rBure trustworthiness, the researcher
employed reflexivity and member checks, and emualaysecond reviewer to ensure inter-coder
reliability. Inter-coder agreement was employedtanfirst, fifth, and last interview. After all
corresponding modifications were completed, theagent rate was 100% on the final data set,
with no coding discrepancies.

Participants’ Demographic Profile

Ten female peer support specialists were interstefor this study. Most of the
participants reported their ethnic background asgoehite or Caucasian, except for two of the
women. One reported being Hispanic or Latina, thedother woman recorded “other” on her
demographic questionnaire. The age of the womémeirstudy ranged from 30 to 55 years old.
Four of the women reported that they were singtereever married. Three women were

married, one was divorced, one was separated, r@mdeported that she was cohabitating with
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another person. Only two of the women did not hahiglren and one had two children, two had
three children, two had four children, one had sestgldren, and one had nine children.

All participants self-reported as having had acourring mood and substance use
disorder. Six of the women in the study reportadiing had a diagnosis of Depression and four
of the women reported having been diagnosed wiplol&r Disorder. Multiple drugs of choice
were identified by the women to include Alcohol, thi@mphetaime (Meth), Cannabis, Cocaine,
Valium, and other narcotic medications, such aoién. Six of the women reported that they
had been admitted, at least once, to a psychlatgpital for treatment of their mood disorders
and six of the women reported patrticipating in rarfal alcohol or drug treatment program. Six
of the women were currently taking medicationstfair psychiatric diagnoses. Eight of the
women have patrticipated in a 12-step program, agohA or Celebrate Recovery, and seven
have met with a mental health counselor withinghst year.

All participants had currently been working in psapport positions at peer run agencies
in Maricopa County, Arizona, and self-reported tiinety had not used drugs or alcohol for at
least one year at the time of the interviews. oAllhe women received benefits through their
employers such as, paid time off and health insigaihe salary range for the PSSs was
between $15,000 per year and $49,999 per year dfdlne women reported their annual salary
to range from $15,000 to $24,999, four of the womegorted earning from $25,000 to $34,999,
and two of the women reported earning from $35100849,000 per year. All of the participants
had completed a peer support-training program ahdidncurrent certificate from the State of
Arizona to be employed as a peer support speciAlspart of the state certification
requirements, all of the participants had earn&E® or high school diploma. Two of the

women also had a certificate from a trade school; had taken classes at a community college,
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one had an associate’s degree, two had a bachdtgiee, and one participant had a master’s
degree. See Table 2 for additional participantatmaphic details.
Findings

This section includes the reported self-care prestof female peer support specialists
with co-occurring mood and substance-use disordésscodes were identified and combined,
themes emerged in the data. The themes idenkiigd been described below and were
organized according to the original research gomesti
Question One: What self-care practices have femafeeer support specialists with co-
occurring mood and substance use disorders been eflaping to maintain wellness?

Overall, two themes were identified for questiom o he first theme identified was
support both on and off the job and the second ¢hwwas maintaining a daily routine as self-care
practices for female PSSs. Data reflected thasR&Sved practicing self-care as a necessary
part of their own recovery. “Living Recoveryas a way of life learned when they chose
recovery and it spread somewhat naturally intortiwerk lives. See Table 3 for a list of self-
care practices reported by the participants

Theme 1: support. The main theme related to self-care practicelveaing a support
person or group of people.

Whenever | have issues, | call my sponsor, | cglbest friend. | have a lot of
support. (Participant G)
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Table 2

Participant Demographics

Age Race Children I\S/ltzrtllﬁl Diagnosis  Drugs of Choice 'Il?r(;:tment z?r/}:irs]sions Medications cv%lirks of églr;ursl
39 " White 2 Single Depression Meth 6 No Yes 40 + week 24:999
22 White 0 Cohabiting Bipolar | Narcotics, Alcohol 0 oN Yes 35 + week 32888
2(5) White 0 Single Bipolar | Cannabis 0 Yes Yes 40+ kvee giggg
32 White 4 Divorced Bipolar | AM\lithOCl:ocaine, 3 No Yes 40+ week 4313888
32 White 7 Single Depression Meth 1 No Yes 40+ week 22888
gg White 3 Single Bipolar II élgggf,lé Meth, 3 Yes No 35+ week 32888
jg- Hispanic 3 Married Depression  Meth 0 Yes No 40+hee 32:888-
22 Other 9 Married Depression Cocaine 0 Yes No 40+kwee giggg
jg White 2 Married Depression Vicoden, Valium 1 Yes sYe 35+ week igggg
32 White 4 Separated Depression Alcohol, Meth 1 Yes esY 40+ week giggg

DOA Treatment= times admitted for substance usdrtrent; Psych Admissions= psychiatric hospital@atMedications= currently taking medications for a
psychiatric diagnoses
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The theme of support has been divided into fobtleemes. Subthemes identified were

(a) family members or close friends outside of wdbl a supervisor or coworker; (c) support

from a group of individuals who promote recovenyls as, a church fellowship, 12-step group

members, or residents within a supportive livinghawunity; and (d) counselors.

Part of my wellness is checking in with people vidnow my warning

signs. (Participant H)
Table 3

Participants Self-Care Practices

Self-care practices

Number of women using
self-care practicegn)

Support person
Subthemed-amily or friend
Supervisors or cowosker
Recovery groups
Counselors

Maintained a daily routine
SubthemeJ:ook prescribed medications

Cleaned and organizedltjvwork space
Received ample sleep
Balanced tasks of beirgjigle mom

Spiritual practices

Participated in service work

Exercised

Nutrition

Separated work and home life

10
10
10

Subtheme A: family members or close friends. Many of the women had a particular

family member, most often a mother or a sister, @xjerienced the challenges of their mental
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illness and addiction with them, as well as theceases of their recovery, and who continued to
be of support in their lives.

| stay in contact with my mom twice a day. If sheer thought | was going that

way againrelapsé she would probably put me somewhere. 1told Imeeo

“please do that.” (Participant D)

The person identified by the women was not onimasone they enjoyed talking
to, but also was “someone who holds me accounfablay actions.”

Subtheme B: supervisors and coworkers. All of the women reported that they relied
heavily on the support they received at work fréweirt supervisors and coworkers as a means of
practicing self-care.

| really enjoy working on a team. My boss and mayworkers we are there for

one another--mostly at work, but when things artegaing well outside of work |

definitely look to them for support for personalfétoo. | mean, really, we spend

most of our day together. | see them more thawykids. (Participant A)

Subtheme C: recovery groups. Eight of the women attended 12-step meetings anghgo
support from other members that they identifiethas “recovery friends” or “church family.”

If PSSs could not find people to talk with, theeythvould go to the nearest AA meeting and
take advantage of the fellowship in attendancet all@f the women were comfortable doing so,
unless they could attend a particular group whigy thad already been established with. Two
of the women acknowledged that “going to a meetings the “right” self-care practice to report,
but since they have been employed as PSSs thegtaéttend meetings that often anymore.

Meetings were important in early recovery. | wewery single day for over a

year. Now, | just don’t want to listen to anyorigeetalk after work, except my

kids. | would rather stay home with my kids and worst is when you actually

do go to a meeting and feel like you can’t shaahsee a client is there.”

(Participant E)

Six of the women attended Christian--based megtioglled Celebrate Recovery (CR),

and reported they felt most comfortable at CR mestirather than a traditional AA meeting.
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Yeah, | was like this is not going to work. Butevhl went into a church

recovery group, there were people more intentlykimgron recovery. | didn’t

get approached by anybody wanting--or using. (Eipeint G)

A few of the women who attended celebrate recowane also part of leadership teams
at their churches. They held additional dutieshsas chairing meetings or facilitating groups.
A requirement of the leadership team was to pa«iei in a monthly leadership meeting and
have bi-yearly sessions with the pastor to delamef discuss personal wellness.

| think the most valuable thing that has been tatgime was by my pastor. He

said, “We love you and we love what you do. Youehto remember that when

you are running groups and listening to everyortesarctking all this down, and

teaching lessons, and caring for this person aaidpérson, each time you are

collecting pebbles. And you are setting all ofséhéttle pebbles on your

shoulders. If you don’t get rid of those pebbigs) are going to break. It is

going to get too heavy. You can't keep everythivgu must let stuff out.”

(Participant G)

Prior to becoming PSSs, four of the women hadugteti from the same substance use
treatment program. A requirement of the progrars t@ebe a part of an assigned “church team.”
The women met with their teams several times a wdegle they were in treatment. The PSSs
and church team members held spiritual meetinghwatch and dinners at each other's homes at
least one evening per week. Members of the teara pagt of their early support systems and
continued to be considered a part of their families

They have not only been my cheering squad, butamyly. They have been in

our lives since [child] was only three months ¢dhild] is eight now. We

celebrate Christmas together, they come for bisthodaties, [child] calls her

grandma. (Participant E)

At the time of the interview, five of the womenngdiving in a supportive housing
program for women in recovery from drugs and altofitne women had their own homes, but

they shared a courtyard with other women in recpaed their children. The women were

referred to live in this program upon graduatiamira drug or alcohol treatment program. The
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women chose to reside in this type of supportivamainity after treatment, because their rent
was subsidized according to their incomes, and toeyd continue to receive support from other
single mothers in recovery. According to the pgvants, almost half of the residents of this
community worked in the mental health field in caifas such as peer support specialists,
community outreach specialists, transportationigfists, and halfway house managers. A
requirement to be admitted and remain in the contywas that each woman maintained
employment, paid 30% of her income each monthdnt,rand continued to stay clean and sober.

When | left treatment, | knew | had to go somewhehere | was going to have
that continuous support of other women that wese aingle parents, and
working a recovery program. | needed to have ocowotis support and | still find
the women here today a big support. If someoneiisgdsomething they were not
supposed to, another women would be like, “So.what’s going on? What are
you up to? Everything alright?” and then they wbptobably report them for the
safety of everyone’s recovery in the community. Né&l each other accountable.
Our kid’s fight like brothers and sisters, us wonger on each other’s nerves, but
we often sit outside and talk about how gratefulaneto be here and have this
type of support, to have jobs, to have our kid«khaith us, and to have our
sobriety. Every time | think of moving from heregeét nervous and say, “Nah,
I’'m not ready yet.” (Participant J)

Subtheme D: counselors. Seven of the women acknowledged seeing a counselo
within the past year either for support or medmatnanagement.

| do see a counselor once every three months. iSlia¢ only way | can get

medication. | don't really use her regularly fopgort, but | know she is there if

| needed her or if | was feeling depressed or aridso | would certainly say
seeing a counselor is a self-care practice, buvisits are much lower on the list

of importance. (Participant C)

Seven of the women referenced accessing counsainges available through
their employer by employee assistance programsr ¢idhe women reported using
counseling services through their employers withepast year.

Right now | am going through counseling. | bagdicatarted going through the

EAP at work, and decided, yup there is still stufeed to work on. | need to
continue to learn and feel comfortable with bouretgrand | am having a rough
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time deciding if | should let my mom be in my libe not. That is why the EAP is
there, so | don’t bring this stuff to work with m@articipant B)

Theme 2: routine.The second theme that emerged related to selfeséablishing and
maintaining a daily routine or schedule.

Being able to have a schedule to me is so impgtt@arining how to stick to it is
even more important. (Participant B)

Eight of the women reported having a daily routil@ne of the women who noted she
valued the importance of a daily routine also vwesentful because the program staff where she
was living required her to turn in her scheduléhi staff on a daily basis. She believed that she
was independent and did not have challenges kedépengchedule, she should not have to report
what she was doing all of the time.

| would like to be in charge of my own scheduldasically know--like | don’t

need a piece of paper to tell me what to do. Mkitlmat my things are the same

everyday. | go to work; | leave my house at 7:00 d get to work by 8:00 am; |

come home at 5:00pm. | get my kids and | feed thégo to bed. | know what

days | have appointments, and things like thatb&cally | have everything in

my head. (Participant F)

This interviewer explored with the participanthitconsequences for forgetting or not
following her schedule.

Oh, that would be bad. Things like taking my matans might be forgotten, or

at the very worst | would not go to bed on timeedlly need my sleep.

(Participant F)

Several of the women used tools to assist theimthvéir daily schedules, such as Day-
Timers, wall calendars, dry erase boards, phonenalaand applications on their Smartphones
(Apps). Apps that were mentioned were schedulipgsfand Apps with special alarms that
would remind them to take their medications or dghwar children their medications.

Keeping a daily schedule was reported to assistevowith remembering to take

medications, keeping their home and work spacesel and organized, getting ample sleep,
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and balancing the tasks of being a single parBetzen of the women reported taking psychiatric
medications for their mood disorders. These woregorted previously that they relied heavily
on their daily routines and cues throughout thetdayelp them remember if they have or have
not taken their medications.

.. .the minute I am off my morning routine is whewill most likely forget to
take my pills. (Participant C)

Maintaining a weekly schedule and maintainingeacland organized home and work
environment was reported by seven of the women.

When my house or workspace is not clean and orgdnlZeel nervous and out
of control. When | was using, everything was dismiged. | didn’t care enough
to clean my house, I could never find paperworingh were everywhere. To
feel healthy and right, things need to be cleaatrt{€pant C)

Interestingly, the women spoke at length aboustretegy of having a clean home and
work environment. The women’s weekly schedule noftetn included regularly scheduled time
for house cleaning as a self-care practice.

| don’t let my schedule slip. | clean my housergu@aturday. That is kind of my
thing, its important to me and it is a releaserawdrgy. | don’t spend the whole
day cleaning, but | spend about three to four holeaning and focus on a
different area to deep clean each Saturday. | taliave a clean environment.
(Participant D)

Another woman stated,

For some reason when | am organizing my house, mg faels better. You
know when you have just cleaned everything, Spelegning, and everything is
clean, and you are just sitting there like, abst jyant to enjoy this for an hour
before anybody touches anything. And | enjoy clegnit’'s not like | am down
because | have to clean that day. It's a physelehse and then when it’'s done,
everything, including me, just feels good. (Papiit I)

Two of the women reported using cleaning as a sieanonwind.

It's that everything is in its place, is in ordand you have got a clear vision for
just that little window of time. And usually, blge time | am done, | have worked
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through whatever was bad; or | have taken it otit Wie trash, because | don’t
need to deal with it anymore. (Participant F)

| even have a part-time job where | clean my chuiatho janitorial stuff there,

and it's funny how god put this job in my life, lzerse it soothes me to clean

things. So, | get a lot of time, and feel likeaMle an extra layer of protection by

cleaning the church. | will just go down there aadocus. | pray and | clean,

and then | leave it all at the alter when | have aaeally bad day. (Participant G)

Six of the women reported that sleep was impoff@ntheir overall wellness and that
ensuring that they and their children were ablgeibenough sleep each night was an important
self-care practice.

Good sleep is very important to me, and | won'tigbecause of symptoms of

past trauma if | don’t take my medications. Sogsisleep is important,

medications are important, and a schedule to remi@do do all these things is

extra important. (Participant J)

Five of the women reported that they used a dahedule or routine
to balance the tasks required of a single mom.

We keep a pretty strict schedule. We come homenandre consistent, | have

chores, the kids have chores. We do homework andlMhave a few quiet

minutes for reading and relaxation. We are supgaozed, in order to get a lot

accomplished in a little bit of time each nightafiipant E)

In addition to the primary themes of building sagmand maintaining a daily routine,
there were other self-care practices reported [§sPSeven of the women reported participating
in spiritual practices such as going to churchyeraand meditation. Responses related to the
theme of spiritual practices have been describedadre detail in the answer to question 2. In
addition, four other self-care practices were idiat by less than half of the participants, which
included participating in service work, exercisatrition, and being able to separate work and
home life.

Four of the women reported that they participateskervice work through their churches

or in the community whenever possible.
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It feels good to give back and help others, notibse it is my job to help that day,
because it's my day off and | want to help. | spea&ther women in recovery, |
work in the nursery at my church, so the other fasican have their time with
god, and we also pass out water to the homeldsg isummer. (Participant D)
Exercise also was reported by four of the womere @oman reported how
exercise was important for her and her children.
We are so busy, and | don’t have a car so we dmt’'to “go” places to exercise.
| do try to fit it in, especially on the weekendsor example, there is this large
empty parking lot on our way to the bus. The baxyd | will start at one end and
race to the other end, as a way for us all to getaesse and burn off some energy.
(Participant F)
Proper nutrition was mentioned by three of the worduring the interviews.
| know some people think this is crazy, but | dé eat a lot of processed foods. |
don’t feel good about myself when | eat too muatkjand | feel depressed and
anxious. Working out at the gym and doing yogieas$t 3 times a week also help
me feel good about myself. (Participant I)
Setting boundaries between life at home and tifeak was also reported by
three of the women.
| try to leave work at work and not bring the prtls from the office to my
house. When | spend time with my coworkers or hegt on the phone, we have a
rule to not talk about work after hours. (ParticipA)
In summary, the women in this study used a widetyaof self-care practices, which
seemed to have helped them complete the emotimealtal, spiritual, and physical dimensions
of their lives. Many of them recognized that agirig balance in all of the dimensions of their

lives was important, however they articulated 8@he practices were much more essential to

overall wellness than others.
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Question Two: What, if any, self-care practices do PSS’s beliewe be most important for
overall wellness?

Participants were asked to narrow their list of ®ealfe practices to the most important
practice for them to maintain wellness. See Tdlier the list of practices that were identified
as most important.

During the interviews, the women were prompteaiémtify which self-care practice was
the most important for their overall wellness. Oahe woman reported that having a support
person was her most important self-care practiea df the women reported that maintaining a
daily routine was most important. Previously, thenven had reported that if they had
maintained a daily routine, then remembering te tddeir medications and getting enough sleep
were less challenging. One woman continued to thatetaking her medications as prescribed
was her most important self-care practice. The saoman also reported that she had
experienced several inpatient psychiatric hospiiahissions.

Table 4

Most Important Self-Care Practices

Most important self-care practice Number of women
reporting practice as most
important (n)

Maintained a daily routine or schedule 2
Take medications as prescribed 1
Received ample sleep 1

Support person 1
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Interestingly, seven women reported taking meatina for their mood disorders, yet
only one woman reported taking medications as tbst important self-care practice. Only one
of the six women reported getting ample sleep asitbst important practice of self-care. This
woman also acknowledged that having enough slespstilathe most important practice for her.
Five of the women interviewed reported that thpirigiality was the most important self-care
practice to maintain their overall wellness.

What | need to practice the most is my spiritualiyst taking time out to refocus
on something different, something much bigger timgself (Participant D)

The ways women were practicing spirituality variafthen prompted, three of the
women referred to prayer as their most importalfitcege practice.

| think prayer and meditation and being in constamttact with my higher power
are the most importanfParticipant H)

Another women spoke of prayer as a means to pigajually connected with her higher
power.

My relationship with god. | do not go to churchragch as | used to because it is
all the way across town, but my faith in god; saymy prayer before | get up in
the morning and saying it when | go to bed at nigtdt is the most important.
Being an addict was all about what | wanted, b&ingcovery is all about being
grateful for what | have been blessed w{tParticipant J)

Participant G noted “church is definitely the mimsportant.”

The interviewer inquired further about which patshurch were more important and
she alluded to the idea that being spiritual wagust about going to church, but taking on a
new healthy way of living compared to a life of gruse.

There is no real part. There are a lot of pass tiiake up church. Church

provides structure, because you are living a kablite and you have a set of

guidelines to follow. Church gives me somethinfrdeve to stick to. Also,

when you have a Christ-centered recovery, you takihe structure of that

program and you meet healthy supportive people.it'Sall of that. It is god, it
is structure and to know where to turn to when griconfused about what is
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right or what is wrong, and it is having people aondthething greater than you to
support you through the hard times, no matter wRatrticipant G)

Question Three: How do peer support specialists helve employment has improved or
interfered with their ability to practice self-care?
Employment improves self-care.
All of the women reported that they felt stablgheir recovery, as well as in their
current PSS positions. They described how employimas helped to improve their overall
wellness.

| really do love my job and sometimes | walk dowe hall at work and think,
I’'m so happy to be here. (Participant A)

Five themes were identified were ways employmeaprroved the self-care practices of
PSSs. The themes and number of responses fotheamle have been listed in Table 5.
Table 5

Ways Employment Improved Self-Care

Ways employment improved self-care Number of responses
(n)

Support from supervisors 10

SubthemeComfort with disclosing to supervisors 6

Subtheme©Ongoing supervision about self-care 4

SubthemeSaufficient time off 4

Supportive coworkers 10

Reminded of consequences of not practicing self-car 10

Knowledge gained from teaching others 10

Received support from others by sharing own story 8

Working and helping others improves self-esteem 5
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Theme One: support from supervisors. All of the women reported feeling stable in their
recovery and stable with their employment as a B8&use they felt supported to practice self-
care both on and off the job. The women highlighited they have been supported by their
supervisors to appropriately care for themselves.

Subtheme A: comfort with disclosing to supervisArsequirement of the job as a PSS
has been to disclose that one has a substance osntal health diagnosis. The possibility
exists that because of their disclosures PSSsha/enore opportunities to discuss personal
wellness than other mental health workers who maxelisclosed having a mental illness or
substance use history. Six of the participantgatdd that they could have reached out to their
supervisors for support when they felt triggereslidved they were experiencing symptoms, or
were had been experiencing rough times.

Its strange, she [supervisor] is only a year otdan me, but | feel like she is this

wise old woman. It feels good to tell your bosspsh, I'm feeling really bad

today,” and she closes the door, and sits theretaawe for almost an hour and

just listens. (Participant I)

Another woman reported that she looked forwardeioboss checking on
her regularly.

She is really big on checking in on us. She coamesnd about once a week,

asking us what [we] have done in the last few dayake care of ourselves. She

asks how our week was, or if we have anything welrie discuss. She even

asks if there was anything that triggered us arwhes upsettingParticipant H)

Three of the women reported that their supervisae the first people they would turn
to if they were feeling as if their wellness weteisk.

| went to [supervisor] and | said, “This is whatrh going through. And I think |

need some help from this. | am not bouncing béekllusually do. The

meetings are not helping. My sponsor is not hglpiRraying for it to go away is

not helping. | hurt, and | am not coming backfieSvas very supportive and

even reminded me of the counseling services we aeaidable to us, called an
EAP? [Employee Assistance Program] (Participant J)
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In fact, two of the women had identified times wtkeir supervisors had recognized
they were getting sick before they had any awaretiest they were experiencing symptoms.

It took my boss, who is absolutely amazing, tornad things like, “I am needed,
when you show up you do amazing work. You havenlmadling out sick a lot
and going home early. Your energy is low, but wiiea are having a good day,
things are really good. We need you and if youhangng any trouble, | want to
help you. | want to continue to work with you.”tAf she said these things | was
able to tell her that | was feeling very anxiougllaand not sleeping. | knew
these were signs of me getting sick, but it wasumdi | was forced to say them
out loud that I really realized how dangerous tkimgere getting. (Participant B)

Subtheme B: ongoing supervision about self-cAramther participant reported that self-
care is discussed during her individual supervisiessions and that her supervisor makes a point
to continue to address self-care throughout thekweth the staff. Four participants from three
different agencies shared that they held monthbestision meetings for PSSs so they could
share challenges they have had at work and themsgbr self-care.

So we have these peer support meetings once a moMrednesday. During the
meeting we remind each other why we are all hededanthis type of work,
because it can be really, really draining. It reminder about self-care and like if
we are having a hard time saying no or settingumbtary with a client, we share
our experiences and it's almost like we supportameather and give each other
permission and encouragement to do the tough dikdfsetting boundaries.
Addicts usually have never been too good with timet. It is a meeting to talk
about different ways we can help ourselves andf lsemport to one another. We
also filled out these sheets once about who coeillchlied if we were in a crisis at
work, who could take care of us, and who would @& pp our kids. It reminded
me of the importance of having these types of csat®ns with those who
support me. We can also vent a bit about “thaintlithat kind of gets under our
skin sometimes. (Participant A)

Subtheme C: sufficient time dfour of the women reported feeling a sense of
safety that time off was available to them to darehemselves without losing pay

This would have never happened at any of my ottes.j People usually get

angry with you when you are sick. | used to warlkaihospital and they tell us to

not come to work when we are sick out of one sidé@r mouths, but then you
call out sick because you have the flu and theyarsing at you for not coming
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in out of the other side of their mouth. | coulal/b never just called out and said,
“I am feeling really depressed today.” (Participgnt

In many circumstances, the women reported that shipervisors regularly
encouraged them to take time off for self-care.

A benefit about being a peer is the paid timeoiffig and the idea that we can
just be open with our boss. If | need to go todbetor or | need some time to get
an authorization to fill a prescription, | just pota time-off request. Sometimes |
am told to take the entire day or a half of the.dBgcause we are peers, it is just
assumed we will need to see a psychiatrist or adansr doctor. We are

allowed to make time for these things. We donitehto keep it a secret about
why we need to leave early that day. The paid tffi¢hing, yeah, its pretty
important. (Participant G)

Theme Two: coworkers All of the women reported having coworkers thewuld trust,
staff cases with, and turn to if they were havirizpd day.

| feel lucky to work on a team. It feels safe &odble to check in with each other
sometimes. | have a coworker who sits near menankinow each other’s

warning signs and are not afraid to call one anabhéif we see something that
just doesn’t seem right. | ask her how to workhwvétcertain client and we cover
each other’s cases if one of us is having a baddageds a break. She has even
meditated with me in the office one time when myiaty was really high and |
have prayed with her. (Participant H)

Theme Three: reminded of consequences of not pracing self-care. Overall the
women did not see themselves as much different trenindividuals whom they provided
services.

| could be right there with them in the same spog drink or drug away. The

people that | serve are my peers. | am just liegrtin a lot of ways.

(Participant E)

The women were able to describe ways that wonkiitig their peers has reminded them
of the consequences of not practicing self-care.

And I've learned a lot working at [agency]. | alygashare with members in my

group that just because | am here wearing a badge not better than you. In

fact, | continue to learn from you all each dayhafis what group is about. We
learn and grow from one another. (Participant H)
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One participant reported that early in recoveny still had cravings to drink and use
drugs, but after working with people who were stging drugs the cravings had stopped.

But honestly, because | see so many people relamkeesn’t look desirable to
me. | think how could | ever look like that? Wheds | thinking? | just don’t
think the same anymore. (Participant D)

Theme Four: knowledge gained from teaching othersAnother participant described
how working as a peer support has helped her ta leare about her own mental iliness and

past drug use.

When | work with other people with bipolar disor@ad | learn about their
symptoms and their struggles, I think, “Hey | wédmbugh that too.” | am
reminded about symptoms | have experienced, witbeeih realizing they were
related to my mental illness. | kind of fell intioetjob of peer support and was
really uncomfortable talking about my mental illaestil after | completed peer
training. My family believes it is something a pen, should just “get over.”
Hearing about others’ struggles validates whatvehaeen through and | learn
more about my own recovery from helping them. 8albt, | get paid to learn
things that help me every day. (Participant F)

Theme Five: received support from others by sharingwn story. Eight of the women
held value in telling their stories. One womanamgd that learning to tell her story in a way
that was meaningful and offered hope to othershveading for her and she believed she gained
support by sharing her story with others whom sie domething in common.

| remember what it felt like to sit there and wamjust run out. So, if | can tell

my story and share my experience, just long endlogithey will consider giving

the program a chance, then | feel good. Maybe Wiktay long enough to get

the skills they need to be sober and self-sufficigmives me the motivation to

go on. Because let’s face it, sometimes life islhaspecially as a single mom.

Every time | spit out just how awful things wereckdhen, | get a little stronger

and every time | share my story with another perséind | have gained another

friend who understands me. (Participant J)

Theme Six: working and helping others improves selésteem. Five of the woman

acknowledged that having a job, more specificallygb that they could “give back what they
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once received,helped improve their self-esteem. They reportetl $klf-esteem and self-
confidence were vital to their willingness to preetself-care. One woman referred simply to
the idea that having a job and feeling productias Wwelpful for her wellness.

For a long time | didn’t believe | could work. las collecting disability for

several years. | even have a masters degreeidmit see myself staying healthy

long enough to hold down a job. | believed thebuild possibly volunteer a few

hours a week. So the idea that | get paid eveyytdebe myself and to help

others, is amazing. Each paycheck is like a stiokemy self-esteem chart. So,

for a bunch of reasons, going to work each dayeaf my self-care practices.

(Participant C)

All of the women reported how employment has ioved their self-care practices. None
of the participants reported feeling triggered @oserwhelmed on the job that they relapsed on
drugs or alcohol. In fact, three of the women derueing able to identify any reasons why
employment could interfere with their ability toggtice self-care.

| have definitely had frustrating clients. Cliethst have cursed me out in front

of an entire group. | was frustrated, but nothiag ever been so bad that | felt

triggered, or relapsed, or needed to change my nféddicipant F)

Employment interfered with self-care

Seven out of ten participants highlighted ways #mployment has interfered with their
ability to practice self-care or how they have wieed employment interfere with a coworker’s
ability to practice self-care. Participants’ respes to the ways employment, if any, has
interfered with their ability to practice self-cdrave been listed in Table 6.

Despite reports of current well-being, four of themen were able to report how
when working for a different agency or under aetét supervisor as a PSS, they had
moments when self-care was not a priority, duegb ktaff turnover.

Before new management took over | was really unoaotalble, the environment

had a lot of staff turnover, there was not any t®ark- no back up, and | would

have to fill more than one persons case load iate@ because | had to make up
for all the other people calling out sick. No am@nted to come there, not the
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staff, not the clients for a little while. | did heven have the opportunity to think
about self-care. | was just trying to make it tigb the day. (Participant H)

Table 6

Ways Employment Interfered With Self-Care

Ways employment interfered with self-care Number of
responsegn)

Peer support work does not interfere with abilitytactice self-care 3

High Staff turnover does not allow for time to ptree self-care 3

Limited access to supervisor and coworker support 3

Not ready for PSS-type work 2

Three of the women shared times they felt overwbedlimecause they did not have access
to supervision. One of the women reported a tirhemseveral staff members had quit
including her supervisor. She indicated she wahsdiseveral staff roles without any
supervision. The woman reported she had to takedical leave of absence, but was able to
return to the job after taking a break for threekse

| had even thought about quitting, because it wasverwhelming. | mean panic

attack after panic attack. | was asking myselidhilike, is this something |

really want to do? Am | capable of doing this? Yaww? Then | had to step

back and realize that it was not really me; it wdgers. When | returned they

transferred me to a new site. The site was smatidrthe supervisor has been

very invested in self-care practices and takingeak when we need one... .

(Participant C)

Two of the women were able to report times whay thbserved their coworkers’ health
being at risk because they were not stable enouthhtheir dual diagnoses to be able to work

and practice self-care.

[Coworker] was just not sober or stable long enoagter own recovery to take
on the pain of others. Nowadays some places rethateyou have been clean for



87

a year before they will hire you. | am not so dinis is a bad idea. On the other

hand, | am glad [company] did not have that rulemwhstarted. | am not sure

where | would have ended up working. (Participapt H

One of the women observed several of her coworledapse when she first started her
career.

They were pushed too early in their recovery t@ ¢ar others. Maybe they just

needed a job and thought this is easy and this\pal)s There was just too much

going on--too much trauma still in their lives thia¢y had not worked through.

This was also before there was training and afwation requirement. You just

got put on the job to fend for yourself. One biald an attempt [suicide]. She

was hospitalized for a very long time. Requirirgjrimg for Peer Supports is

good. Maybe people who are not ready will realize training, or maybe they

can start the job with more tools, so this doeshapipen. (Participant G)

Another theme was identified from the data thdtribt directly relate to the research
guestions, however could be important to mentioemtliscussing the long-term self-care
practices of peer support specialists. The topwaoéer plans was discussed with several of the
PSSs. Many of the PSSs did not have any long-tareec goals. Some considered going back
to school, “some day-maybe,” but others reportadgoeontent in their current positions. All of
the peer support specialists interviewed had bemking as a PSS for at least one year. The
average time on the job for all 10 interviewees @&d@syears. One woman had been working as
a PSS for over 4 years, but did not believe caadeancement was in her best interest.

It's not because professionally | don’t want towgrol have already been in

management. It stressed me out. Understandiagstipiart of my awareness. |

am good where | am at. | don’t need to be a casgager, | do not want to be a

counselor. | don’t need more money, | will jusymheaper stuff. (Participant G)

Summary
Although PSSs recognized the importance of haliogndaries with clients and “leaving

work at work,”PSSs did not have much separation between thea@fpractices used in their

personal lives and the self-care practices emplayéakeir professional lives. The combination
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of self-care practices learned from recovery amdstif-care practices used on the job helped to
enhance their wellness rather than interfering withr ability to practice self-care. All ten ofeth
women reported having a supportive person, botanahoff the job. Eight women recognized
the importance of having a schedule or daily rautmaccomplish necessary daily tasks,
especially those required of single mothers. Aydaiutine also ensured opportunities to
practice self-care: taking medications and getéingugh rest. Overall, the female peer support
specialists in this study reported that spirityaias the most important self-care practice,

despite themes related to building a support nétasra vital practice of self-care.
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CHAPTER FIVE: CONCLUSION
Discussion

The purpose of this study was to explore the caié practices of female peer support
specialists with co-occurring mood and substaneedisorders. In this chapter, overarching
conclusions for each question, relationships offitidings to the literature, and
recommendations for future research studies hage ineluded.

Question One: What self-care practices have femafeeer support specialists with co-
occurring mood and substance use disorders been elaping to maintain wellness?

Peer support specialists in this study are uswarigty of self-care practices. Frequently
used practices include accessing personal andsgsiofeal support and establishing and
maintaining a daily routine.

Women value using both personal and professiangi@ts as one of their self-care
practices. Personal support could come from alyamémber, friend, or people in recovery,
such as 12-step members, church fellowships, del2sponsor, or a mental health counselor.
Access to a healthy support network is a strategywbmen in recovery, as researchers have
attributed causes of drug abuse and failed atteatsbstance use treatment to the inability to
establish a healthy support system (Abott & Ke®&93; Covington, 1999).

As part of their substance use treatment regithef the women have participated in a
12-step program to build a personal support netwatkide their treatment setting. Many of the
women report that they have not been currentlyigpating in a traditional 12-step program, yet
they still believe 12-step support is importantrtention as a self-care practice. Peers have
identified 12-step meetings as no longer beingfoklgecause they have been too difficult to fit

into their schedules as single, working mothersy tho longer feel like “listening to people’s
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problems” after they leave work; or they do notided meetings are a safe place to share
information if their clients also are in attendandéany of the women do attend Celebrate
Recovery, because they value a more spiritual @gprto 12-step programing and their children
also can attend the program with them. Intereltjrige women report not wanting to go to 12-
step meetings any more because they might rurcimiots outside of work. While at work, they
report that being around people in early recoverginds them of the importance of practicing
self-care. Perhaps the lack of attendance by BBi&zditional 12-step meetings, but the need to
continue to report 12-step meetings as a self{maetice, alludes to the idea that closed 12-step
meetings, specifically for PSSs could be of vallie.take the idea a step further, meeting
attendance could improve if closed 12-step meetamgkreliable childcare were simultaneously
available for female PSSs.

The use of professional support among peer sugpedialists is consistent with reports
from mental health counselors from the literat@sdr, Biebel, Pullen, & Harp, 2013;
Patsiopoulos & Buchanan, 2011; Puig, et al, 20B2j&Jabrow, 2010). A differences between
the support received by PSSs and counselors a@retrgy counselors reported not having
enough supports on the job, especially from thgpnesvisors (Oser, Biebel, Pullen, & Harp,
2013), and that they needed to rely on supporta treir coworkers (Savic-Jabrow, 2010).
Whereas most PSSs report feeling supported orotheyj their supervisors as well as their
coworkers. In fact, in some circumstances, theolation and confrontation by a supervisor
that afforded the PSS insight into increased mdrgalth symptoms or relapse-prone behaviors
they had been displaying. PSSs also reportedibgthad a close coworker who they believed
would confront them if they noticed any changebehavior. In several circumstances, the PSSs

had shared their warning signs with coworkers aamtldaimutual agreement to observe one
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another for potential mental health or relapse eame The importance of support for women
with co-occurring disorders has been well docunee(@urtis-Boles & Jenkins-Monroe, 2000;
Davis &DeNitto, 1998; Kissin, Svikis, Morgan, &Hugn2001; Majer, Jason, Ferrari, Venable,
& Olsen, 2002), and PSSs are hired because theydaw-occurring disorder, rather than in
spite of it. Therefore, the ability to openly shaymptoms experienced from co-occurring
disorders to supervisors and coworkers, as weh@support received on the job to practice
self-care, could improve the mental health of gegport specialists and the longevity of their
careers.

Peer Support Specialists benefit by having an kskedal daily routine both personally
and professionally to accomplish activities of @diving required as people in recovery, single
mothers, and professionals. PSSs reported tHatiolg a daily routine led to an improved
sense of accomplishment, an improved sense ofhvggth, and decreased stress. Routine ensures
time for other important recovery activities, sashtaking medications, time for prayer or
meditation, and getting ample sleep. For singlensiaoutine is necessary to ensure children get
to school on time, complete homework, participatextra-curricular activities, are well
nourished, and get ample sle@ufuaine-Watson, 2007pimilar results were found by Arevela,
Prado, and Amaro (2007) who have reported that vaameecovery from substance use are
more likely to cope positively with daily stressarsd maintain good physical and psychological
health if they have a stromgnse of coheren¢€0C). SOC has a positive influence on health
and occurs when an individual is self-assuredwaeds her environment as manageable and
meaningful. In short, women with SOC feel greater self-conficeewhen operating within a
structured and predictable environment (Antonsi®g7).

SOC is considered to be an emotional or cogniteéthat helps individuals bring order
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into their lives by increasing capacity to beligweheir competence to accomplish goals,
structure their lives, and face challenges regasdté how difficult they seem (Bothmer &
Fridlund, 2003). For individuals with mental headihd substance use disorders, improved SOC
has been associated with better ability to coph stitessful life situations (Langland, Wabhl,
Kristofferson, Nortvedt, and Hanestad, 2007), invpublife satisfaction, fewer psychosocial
consequences of substance use, and improved chafrioeg-term recovery (Bandura,
Gorczyca, Tomalczyk & Matysiakiewics, 2000).

Although the terms used in the literature havenlitferent, the importance of SOC as a
self-care practice is similar to counselors’ repatftthe importance of self-compassion (Oser,
Biebel, Pullen, & Harp, 2013; Patsiopolous & Buc&aian2000; Puig, et al, 2012). People with
co-occurring disorders have used SOC as a constrmehintain structure and use positive self-
talk, to work through stressful situations (Band@®arczyca, Tomalczyk & Matysiakiewics,
2000; Mowbray, Moxley, & Collins, 1998). Counseaefer to self-compassion as a construct
to reduce job-related stress by using self-disoglvalidation, and self-acceptance to improve
feelings of self-worth and thus continue to be @blkelp others recognize their own self-worth.

Researchers have confirmed that one of the bsrafivorking as a PSS is that by
effectively helping others, PSS are afforded araenkd sense of coherence (Davidson,
Chinman, Sells, and Rowe,1999; Mowbray, Moxley, &ll@s, 1998; Powell, Yeaton, Hill, &
Silk, 2001; Salazar & Shear, 2002; Sherman & Ppit@91; Solomon, 2004). Experiencing
meaning in ones’ life, caring for oneself, thinkipgsitively, and following a daily routine to
reduce stress and improve quality of life are intgoarself-care practices for PSSs, as well as
counselors, which lead to a strong sense of coberen

SOC is critical to the long-term success of P®8sause understanding self-care
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practices and having the confidence to access tootelf-care have been identified as

significant methods to reduce stress. Stress regtucbuld be a practice in the overall wellness

of female peer support specialists with co-occgrmmod and substance use disorders. Stress
has been associated with the worsening of chraseades such as depression and substance use
(Astin, 1997; Bandura, Gorczyca, tomalczyk & Matjsewics, 2000; Schure, Christopher, &
Christopher, 2008) as well as absenteeism, poopgoformance, decreased job satisfaction
(Burnard, Edwards, Fothergill, Hannigan & CoyleP@}) and occupational burnout (Sowa, May,

& Niles, 1994).

Question Two: What, if any, self-care practices d&SSs believe to be most important for

their overall wellness?

Peer Support Specialists report spirituality &srttost important self-care practice to
ensure overall wellness. Results have been censisith those of Arevelo, Prado, & Amaro
(2007) who report that spirituality, especiallywwomen, has been associated with improved
substance use treatment outcomes. Furthermoreygawmmen spirituality can be a source of
support and inner strength by helping to find megmn situations of extreme stress (Gall, 2006;
Tsevat, 2006). Higher levels of spirituality assaciated with more adaptive coping responses,
higher resilience to stress, a more optimisticdifientation, lower levels of anxiety among
recovering women, and greater perceived social@ipfEllision, 1991; Galanter, 1997; Pardini,
et al., 2000). Spirituality was not discussed asl&care practice among counselors. Therefore,
the possibility exists that spirituality is a tradn carried over from treatment received for
mental illness (Lukoff, 2007), or more likely sutmste use (Drake & Noordsy, 2005). Spiritual
practices are not unique to PSSs who are in regdk@n substance use, especially if 12-step

programming was part of their treatment regimee #rms'spiritual experience” and “spiritual
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awakening,” are used numerous times within theBigk of Alcoholics Anonymous. Four of
the 12-steps include the word God, and many mendfeké have referred to “unsuspected
inner resources” as a power greater than themsdlmes569-570). A recent explorative study
about the transition of female PSSs from clientsradessionals and spiritual awakenings within
their recovery journeys was conducted (Mendoza3201

Interestingly, all ten of the women from this stuthve reported support in both their
personal and professional lives as one of thelrcggk practices, yet only one person reported
having a support person as the most importantcsed-practice. Many of the women, when
prompted to choose the most important self-caretioeg relied heavily on the support they
received through spiritual connections rather thaoport received from a family member, friend,
counselor, supervisor, or coworker.

The second most important self-care practice ifledtivas maintaining a daily routine
or schedule. Researchers have concluded thawvialipa daily routine is crucial to the long-
term recovery of individuals with both mood disaislanore specifically bipolar disorder (Frank,
Gonzalez, Fagioline, 2006; Frank, et al, 2005), sutastance use disorders (Drake & Noordsy,
2005). A daily routine is important because theststency provides familiarity and comfort
(Covington, 1999) by breaking up large tasks sugctha ones required to balance recovery,
motherhood, and work into well ordered patterns #pgear more manageable (Frank, et al,
2005). Adhering to a schedule limits emotions sasboredom and loneliness, which are
common relapse triggers (Drake & Noordsy, 2005nkr&onzalez, & Fagioline, 2006; Frank,
et al, 2005). More specifically, having daily rimés helps women recognize “slips” such as
“forgetting to take my meds,” (Frank, et al, 20@54 creates normal sleep patterns to prevent

insomnia (Frank, Gonzalez, & Fagioline, 2006).
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Question Three: How do PSSs believe that employmehas improved or interfered with
their ability to practice self-care?

Peer support specialists have identified seveagkvin which employment as a PSS
could improve or interfere with their abilities poactice self-care. The primary ways, reported
by PSSs, that work improved self-care were dubecstipport both on and off the job by
supervisors and coworkers, the daily remindersivedeabout the consequences of not
practicing self-care, and the knowledge gained fteaching others about recovery (Mowbray,
Moxley, & Collins, 1998; Solomon, 2004).

Results were consistent with those of Mowbray, Mgx& Collins’s (1998) findings that
PSSs experienced more benefits to their recovery fworking than risks to their recovery.
Participants in this study have been employed &sP& at least one year, and consistently
reported that working, as a PSS has been helpfukintaining recovery and practicing
professional self-care. Additionally, PSSs repibtteat employment at peer-run agencies was
“safe” because the staff members at all level®iefarganization identify as being persons in
recovery. Many PSSs reported that working at a-pgeagency allowed them access to
supervisor and coworker support directly relatedhallenges surrounding mental illness and
substance use. The ability to access support frgrarsisors and coworkers also contributed
positively to their skill development and persogiadwth (Mowbray, Moxley, & Collins, 1998).

Working with others in recovery reminded PSSthefimportance of following a routine,
taking medications, and using recovery tools, agh support person or prayer, which increase
the likelihood of maintaining sobriety (Solomon,02). Working with clients is a regular
reminder to the PSSs of how fragile recovery idwiit consistent self-care and that the

difference between providing services and receitivagn is “really just one drink or drug away.”
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These reminders, along with the responsibilitiebahg seen as a role model, are motivation for
the PSS to practice self-care and maintain well{Mssvbray, Moxley, & Collins, 1998; Powell,
Yeaton, Hill, & Silk, 2001; Salazar & Shear, 20@&herman & Porter, 1991; Solomon, 2004).

The role of PSS is one of great responsibilit$sSB provide a variety of services such as
teaching activities for daily living, group facdtion, emotional support and feedback, and job-
skills training. However, this researcher, as \aslbther¢Mowbray, Moxley, & Collins, 1998;
Solomon, 2004), has concluded that the relatiosshgiween peer support specialists and
consumers are relationships of mutual support ithvhoth PSSs and consumers experience
improved health outcomeBeer supports identified that they learned moraiath@ir own
symptoms of mental illness and relapse triggersehghing others. PSSs reported that by
discussing self-care practices during group fatibn or individual sessions with clients, they
also learned new ways to care for themselves.

Some PSSs reported circumstances such as pwandgranigh staff turnover, and being
employed prior to being stable with their own ménbaess and sobriety, that could have
interfered with their ability to practice self-cgidowbray, Moxley, & Collins, 1998; Solomon,
2004). Counselors also reported that practicingcsgk was difficult when the agency had high
staff turnover and supervisors and coworkers witherunprepared to do their jobs or were
practicing impaired@ser, Biebel, Pullen and Harp, 20E8)wever, at the time of this study,
none of the PSSs acknowledged facing any of theskeages. Peers identified that they have
witnessed similar challenges among coworkers irpst, and while working under previous
supervisors. Peers reported that due to a recshtip PSS and peer supervisor training, they

were currently feeling supported to practice salfecon the job.
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Recommendations and Implications
Recommendations for Peer Support Specialists

Several recommendations are suggested as aoéshil study, such as understanding
and using effective self-care practices, buildiegspnal and professional support networks, and
establishing a daily schedule to balance recovdity personal and professional demands.

The peer supports in this study demonstrated d salierstanding of their self-care
needs and were able to articulate ways in which pinacticed self-care as well as the
importance of self-care. Personal awareness aidimidual’'s symptoms, triggers, and stressors
could be associated with the ability to achieve t@enellness, maintain sobriety, and maintain
employment. Many of the women in this study repbfiaving a mental health and sobriety
maintenance plan that they, as well as their sugg@sons, could refer when they were feeling
at risk for relapse. Being mindful of how oneegling, what she is experiencing, and how to
access support both on and off the job is impezdtv an individual with co-occurring disorders,
especially if she is working in jobs that coulddyaotionally draining, such as any position
within the mental health field.

Building and maintaining a support system is Vitalpeer support specialists. PSSs need
individuals to turn when feeling triggered, as wadlhave individuals who might hold them
accountable when displaying symptoms of co-occgrdiiagnoses or not properly caring for
themselves. Peer support specialists could impeavaloyment outcomes by forming local
personal and professional support networks. Psafeal support networks can help PSSs gain
new perspectives on challenging clients, develgmdiships, normalize fears and anxiety, and
support wellness. Many of the participants expreésisat once they became employed as a PSS,

they felt that AA meetings were no longer safe ptaio share, especially if their frustrations
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were work-related. PSSs might be able to form clgs& meetings, other types of 12-step
meetings, or even a job club exclusive to thoseleyed as PSSs. Opportunities for professional
dialogue around work-related stress and self-cameconnect PSSs so they can normalize and
address work with compassion. Professional dialaguebe helpful to promote the long-term
well-being for peer support specialists.

Last, daily routine and organization are neagstea PSS to be able to balance both
personal and professional obligations, as welbdedl safe, and to ensure opportunities to
practice self-care. Using tools such as daily tes$&, day planners, Outlook calendars, or Smart
Phone applications are helpful to keep up withdéeands of recovery, home, and work life.
Recommendations for Supervisors of Peer Support Sprlists

The supervisor is in a unique position as an aaleofor the agency, the PSS, and the
client. Many PSSs identified that the differencen@®n maintaining employment and wellness
and discontinuing employment and being at riskétapse was a result of the quality of
supervision and supervisor interventions recei@aghervisors should provide consistent
supervision; regular staff training, especiallytopics surrounding time and stress management;
foster a sense of coherence; encourage careertgramd supervisors, themselves, must
understand that they also are role-models for R88sonsumers of self-care.

PSSs benefit from having ongoing supervision, el & supervisor and coworker
support. PSSs must understand who their directrgispes are, who they should contact if a
supervisor is not available, and that open relatips between PSSs and supervisors fosters
safety, openness, and personal and professionalapewent. Individual as well as group
supervision is crucial to meet the needs of indisldPSSs while simultaneously building a

collaborative learning environment among all staémbers. Clinical supervisors enhance the
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quality of client care, improve efficiency of seres, and increase workforce satisfaction and
retention (Roche, Todd, & O’Connor, 2007).

Supervisors should incorporate time managemeaessianagement, and spirituality
into trainings that are comprehensive and teaclkipalyand psychological coping skills. Healthy
time and stress management practices may serveedscée for development of resources for
occupational stress, burnout, or relapse of PS8pport in understanding, as well as
participating in, spiritual practices could be nes®@s for combatting stress, burnout, and relapse
that are unique to PSSs. By teaching positive vimaitkits, such as organization and time
management, PSSs might be more likely to set ahdrado parameters of their work, such as
using scheduled time off, taking breaks, settiragomable deadlines for work completion, and
keeping work away from personal time. Professigmattices learned on the job could carry
over to personal life and reinforce the importaoteéme management to take medications,
ensure enough rest, and to make “time for selpeemlly during periods of high stress. The
development of these skills could help reduce igleaf relapse, as well as the daily wear on
well-being that often is experienced in the helpietd.

By understanding the concepts of sense of coheysnpervisors also should recognize
the importance of staff recognition. Although resit, many PSSs have come from a
background full of unsuccessful work attempts abifity to maintain employment. PSS are
now role models of assertive and well-functioninglés who are also having recovery
conversations with one another, as well as conssim&lithough PSSs themselves have reported
the benefits of serving as role models it is likB§Ss, as well as other professionals, might
perform at an optimal level if they feel valuedyba high self-esteem, and have a strong sense

of coherence. Positive feedback in and out of thpesrision setting is important. Regular
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recognition for hard work and role specific accostpinents through staff appreciation events
could boost self-esteem and nurture movement towatider professional growth. Additionally,
assisting PSSs to set career goals and continreethecation and promotion also could
safeguard against long-term career burnout anbdurnmprove the PSSs sense of coherence
(Galandter, 2000; Trainor, Shepaherd, Boydell, L&fCrawford, 1997)

When prompted, the women in the study denied lggamy long-term career goals.
Data related to long-term career goals were omgnfthe last four interviews. Information was
collected in the later interviews, because the thefmot having any career plans other than
working as PSSs did not emerge in the first sigrinews. One participant admitted to being
afraid to take on too much stress, while anothdrtfe®en in a management position previously
and did not wish to return to that type of worknother woman did not like the “carved out,”
career path at the agency to move to a PSS supeorisase manager. The participant did not
see case management or even becoming a counseldpm@snotion.”Researchers have agreed
that career success is achieved through extrimsigrdarinsic motivators (Kirchmeyer, 1998;
Seibert, Crant, & Kraimer, 1999; Turban & Doughe994). Extrinsic career outcomes are
observable achievements such as salary and pramofibree of the four PSSs interviewed
about this topic denied having an interest in b@ramoted from their position as PSS, and did
not acknowledge any extrinsic motivators. Intrinsaceer success is the individual’s subjective
feelings of accomplishment and satisfaction, oseef coherence, with her career (Seibert,
Crant, & Kraimer, 1999). Although PSSs were confida their work, they did not state that
they were confident to move forward in their caseédditional information on the career paths
of PSSs, which includes success based on an indigdgoals, expectations, and strengths, is

needed.
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Last, just as PSSs are role models to consum8& sBpervisors also serve as role
models to PSSs as well as consumers. With thisrstahding, modeling is crucial and
supervisors must “walk the talk,” by seeking supson for themselves, participating in
continued education, and practicing their own salle. As role-models, supervisors could
unintentionally promote or discourage well-beingdxhon their own professional practices.
Understanding what needs to be done to achievaesgslis important, however, actually
practicing self-care and balancing personal anéepsional identities is much more valuable
(Wester, Trepal, & Myers, 2009).

Implications for Counseling Practice

Contributions from the research (Oser, BiebelldPul& Harp, 2013; Patsiopoulos &
Buchanan, 2011; Puig, et al., 2012; Savic Jabr&d0Qp along with the results from this study,
could have several important implications for tieédf of mental health, and more specifically
the counseling profession. What researchers (Bsglogl, Pullen, & Harp, 2013; Patsiopoulos &
Buchanan, 2011; Puig, et al., 2012; and Savic 3g#010) was confirmed in this study:
professional support through close supervisionpdraest among coworkers, and extensive peer
group interaction were key practices for ensurimijivess of individuals working in the mental
health field as well as improved client servic&lf-care practices may be so critical to
preventing burnout that they could never be overamzed nor taught too prematurely.
Additionally, mental health counselor educatorsld@id in the prevention of professional and
personal decline by teaching counselors how tosads@rnout potential and negative changes in
wellness. Counselor educators also could offersgsuabout supervision and how to provide

support to coworkers who have been approachingasding emotional and physical



102

exhaustion, incompetence, overly negative workemvnents, devaluation of their clients, and
deterioration in their personal lives as detailgadsearchers Puig et al. (2012).

Mental health counselor supervisors should beligtientive to the vulnerabilities of
those they supervise, emphasizing the importanpeadéssional and personal wellness.
Supervision meetings could include discussionsosunding prevention and career retention.
Counselors could be encouraged to complete ané pleasonal wellness plans, such as the
Wellness Recovery Action Plan (WRAP) created by ywHEien Copeland (1997), as it has been
a prerequisite for many PSS training programs.ikdgri?SSs who are hired to disclose they have
had a mental illness or addiction, counselors cbeldnore likely to keep their past histories or
current health needs a secret, thus limiting thetess to support. The possibility exists that a
counselor will not obtain help until she has algebden practicing impaired in fear of being
thought of as “less than” or unable to performdhbées of her job. Agencies could have open
policies, such as peer run programs to eliminagenst of counselors needing treatment for
themselves, and a plan for intervention and supgfarhpaired counselors.

Recommendations for Future Research

More information is needed to understand the ltamg: risks and benefits to wellness
when employing individuals with co-occurring moattlasubstance use disorders. Longitudinal
studies among peer support specialists, beyongearepost-employment, are necessary to
understand the long-term benefits and risks ofdemployed as a PSS; to understand the
experiences of PSSs across a variety of setting$ram diverse backgrounds; and to understand
and encourage career growth of PSSs.

To better understand the long-term benefits asiérior PSSs on the job as well as

practices that have been ineffective in promotirdjivess a study should be conducted to
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compare those who have maintained employment aadhlbwellness, with those who have not
been able to do so. By exploring the work-relatedgers” for relapse or increased mental
health symptoms, especially of those who are ngdoable to maintain employment as PSSs,
better long-term job support could be providedR&Ss.

The peer support specialists in this study arel@yegd at peer-run agencies where they
can openly share their experiences with mentasknand substance use. However, this may or
may not be the case for PSSs employed at othec&gesuch as agencies that focus on
employment services, or where PSSs are membelsichtteams to include case managers,
counselors, psychiatrists, and individuals who miagnay not be in recovery. To be able to meet
the needs of a wider array of individuals workisgRESs, an exploration of the experiences of
PSSs employed across all settings is needed. Addlty, researchers also should explore the
self-care practices of male PSSs, as well as femafel the self-care practices of individuals
from different ethnic backgrounds, as well as indlinals with varying diagnoses. For example,
studies should include PSSs who have only one dgagnor who have other mental health
disorders, such as anxiety disorders, psychotmrdess, or post-traumatic stress disorder.

An additional theme emerged related to the lomgrteareer plans, or lack thereof, from
the women in the study. The women in the studyesged limited plans for career advancement.
The lack of career goals for PSSs has resulted axpansion of the researchers’ thinking about
this topic. Only one person was able to articutatesiderations for long-term career
advancement, and she had concluded that she dedlhot have any career goals beyond being
employed as a PSS. She reported disinterest anogicofor her recovery when she considered
the options that were available to her, such as gaager, counselor, or supervisor. More

information is needed to understand the careersgathilable to PSSs. A career progression that
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is inclusive of the strengths, gifts, and assetplgewith shared experiences bring to the mental
health role could be created from this researclso,Ahe potential fear of or barriers to career
advancement also should be studied.

Last, very few studies have been published thigt toeunderstand the self-care practices
of PSSs. This study was a small qualitative stuelyture researchers should consider expanding
upon this study by using quantitative measurestalie to reach a much larger audience and
determine how prevalent the self-care practices fitws study are in the general population of
peer support specialists.

Limitations

The results should be considered in light of sgvenportant limitations. The first
limitation to this study is the reliance on selpoeted data. Self-reported data may be vulnerable
to social desirability effects. Self-reported dalso could have problems because of over-
reporting of self-care practices being used by PBSSs may have felt pressure to provide
answers that reflected that they have been pragtgelf-care regularly and that employment has
improved their wellness because they have beemna® that the results of this study would be
shared with their employer as well as the goverbioard of the Arizona Department of
Behavioral Health. Self-reported data collectitsoanay be a limitation to this study due to
underreporting of symptoms of mental illness angydrse. All participants report being
psychiatrically stable and not using drugs or atddbr at least one year. If this information is
inaccurate, the self-care practices in this studghtmot be effective self-care practices because
they have not prevented an increase in psychisyrnigptoms or drug or alcohol relapse.

A second limitation to the study is that the saamnpight not be representative of PSSs

working in mental health in other areas of theestatthe country. The study includes a very
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specific population of females who have been engamt peer-run agencies within Maricopa
County and who have self-reported histories of codaring mood and substance use disorders.
The sample did not include any male participantanen with mental health diagnoses besides
mood disorders, PSSs who work on clinical team®38s who have recently started working in
the field. While the use of semi-structured iniewss may provide a more in-depth contextual
examination of female peer support specialists wiHoccurring mood and substance-use
disorders, it may also limit generalizability.

A third limitation to this study could be reflextyi Although this researcher attempted
to increase reflexivity throughout the researchcpss by documenting any assumptions, values,
sampling decisions, interview questions, or analigchniques used that could have shaped the
research, grounded theorists have been criticizeddt satisfactorily addressing questions of
reflexivity. Charmaz (2006) reported that obsaorag made from a particular perspective are
standpoint-specific, depend on whatever emerges fhe field observation, and depend on the
observer’s position within the research field. \téver emerges from analysis of a set of data is
theoretically informed because all of the analyxsis been guided by the questions asked by the
researcher.

Last, this researcher has made every effort t@nstand, record, and reflect potential
biases that could have influenced the resultsisfsfudy. However, researcher bias and
subjectivity, especially from a critical orientaticare commonly understood as inevitable when
conducting research.

Summary
Mental health workers, such as counselors andqugmgort specialists, enter the field to

make a difference in human lives. More specificédSSs hope to make a difference in the lives
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of people seeking recovery from mental illness sugstance use by sharing their own personal
struggles and accomplishments. Feeling effectieésfpersonal and professional vitality.
However, system changes, limited supervision, st@affover, and the emotional demands of the
job also could put PSSs at risk for increased niég@th symptoms and substance use relapse.
Risks associated with the job can be drasticatiyced by consistent and healthy self-care
practices by PSSs, as well as support and reinfaeneto practice self-care by PSS supervisors.
To better understand the self-care practicesroffe peer support specialists with co-
occurring mood and substance use disorders, thesreher conducted in-depth semi structured
interviews with 10 female peer support specialgte have been employed at peer-run agencies
in Maricopa County, Arizona, for at least one yeBE6Ss, more specifically women with co-
occurring disorders, report employing a varietgelf-care practices. Self-care practices include
establishing personal and professional supportarésy maintaining a daily routine, and having
an improved sense of coherence. Spirituality has lidentified as the most important self-care
practice. Self-care practices among peer suppedialists and counselors were similar,
although the identified practices were articuladéterently. For example, PSSs identified the
importance of recognizing triggers and having aarawess of risks for relapse. Similarly,
counselors refer to identifying stressors as achgea state of mindfulness. Also, PSSs
recognize the importance of having a sense of eolte; and counselors describe a similar need,
but label it as a having a “sense of self.” Pesh#ye differences in descriptions of self-care
practices has evolved from language learned by R8s participating in treatment or
recovery programs, or the differences in the dpsors by counselors is more evolved due to

advanced education required for their positions.
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Unlike PSSs, counselors did not identify spirittyahs an important self-care practice.
PSSs report that spirituality has been most impofta overall wellness. Also, PSSs have not
reported feeling at risk for burnout, while coumsddurnout has been reported extensively in the
literature. In fact, PSSs report that being emg@tbsind serving as role models to those who
share similar mental health and substance useierpes enhances their recovery and overall
wellness. The differences between concerns fardutramong counselors and peer support
specialists should be an important consideratiorfutre research.

Both PSSs and counselors care for individuals arecemotionally stressed, have
experienced trauma or abuse, or have personaditydirs. Both occupations are stressful and
are at risk of increased stress, which could leathpairment of overall wellness if a self-care
regime is not established. However, the self-paaetices of counselors have been well-studied.
Limited information has been available to expldre $elf-care practices of PSSs, or even the
long-term recovery or career benefits and consempgeexperienced by PSSs. This study is a
small beginning for filling the gaps in the litene¢ about peer support specialists. A broader
range of research and longitudinal informationasded to enable other professionals and PSSs
thmselves to effectively support the long-term xexxyg and career goals of peer support

specialists.
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APPENDIX A
DEFINITION OF TERMS

Bipolar Disorders (Bipolar | Disorder, Bipolar IDisorder, Cyclothymic Disorder, and
Bipolar Disorder, Not Otherwise Specifiedjpolar Disorders have included a history of Manic
Episodes, Mixed Episodes, or Hypomanic Episodexyrapanied by the presence of a Major
Depressive Episode (DSM-IV-TR, 2000; p. 345).

ConsumerA consumer is a person who has been receivinggulilinded treatment for
a mental illness.

Co-occurring Disorder or dual diagnosesidividuals diagnosed with co-occurring
disorders or dual diagnoses have experienced synspdd both mental illness and alcohol or
drug addiction.

Depressive Disorders (Major Depressive Disordeystbymic Disorder, and Depressive
Disorder, Not Otherwise Specified)isorders characterized by one or more Major Bsgive
Episode(} lasting at least 2 weeks with a depressed modakserof interest accompanied by at
least four additional symptoms of depression (DSMFR, 2000).

Mood Disorder: Individuals who have had mood disorders have hdidtarbance in
mood as the predominant feature as written in t8&BV, (2000). For the purpose of this
study, mood disorders have been divided into 2goates: 1) Depressive Disorders and 2)
Bipolar Disorders.

Peer-Run Programseer-run programs have been programs that havelpma safe
environment for individuals diagnosed with a mehihlth and or a substance use disorder to
participate in psychosocial rehabilitation. Selémtified peers have offered peer social support

and recreational activities in an exclusively opetlacenter.
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Peer Support Specialist (PS®)PSS has been a self-identified person who hes e
recovery from mental illness, substance use, dr disiorders, and who has currently been
employed to provide services to other individuaithwnental health and substance use
disorders. For the purpose of this study, paricip will have had co-occurring diagnoses to
include mood disorders, and substance use disotdere specifically, participants will have
been employed by a peer-run program and have madadrvices to mental health consumers.

Self-care:Self-care has been defined as the actions anddas that have contributed to
the maintenance of well-being and personal healthreve promoted human development (Lee
& Miller, 2013).

Sense of coherence (SOSPC has been considered to have been an emotional o
cognitive tool that has helped individuals bringarin to their lives by increasing capacity to
believe in their competence to accomplish goatsgcsire their lives, and face challenges
regardless of how difficult they have seemed (Bah#&a Fridlund, 2003).

Substance-Related Disordeiccording to the DSM-IV TR (2000) substance-redate
disorderancluded disorders related to the taking of drugalcohol, side effects of medications,
and toxin exposure. For the purpose of this stpdsticipants were individuals who have self-
reported being diagnosed as Substance Dependednytemwere in remission. This diagnosis
will be referred to as Substance Dependence, itatbesl Full Remission meaning the individual
has reported that she has not used any drugsaralifor a period of 12 months or longer at the
time of interview (DSM-IV-TR, 2000; p. 191-196).

WellnessWellness has been the ability of a person to fanct their highest physical,

mental, emotional, social, and spiritual levels (idershceid, 2009).
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APPENDIX B
ARIZONA PEER TRAINING CURRICULUM

Minimum Core Elements Required for Peer Supporinimg Curricula in the State of Arizona

Themes of Required Topics

Required Lessons

Concepts of Hope ¢ Instilling the belief that recovery is real and pitxe
and Recovery e History of recovery and the varied ways that betati

health issues have been viewed and treated overand
in the present

e Knowing and sharing one’s story of a recovery j@ytn
how one’s story can assist others in many ways

e Mind-body-spirit connection and holistic approaoh t
recovery

e Overview of the individual service plan and its pase

Advocacy and e Brief overview of behavioral health system infrasture

Systems Perspectivg  Stigma and effective stigma reduction strategies

e Organizational change —how to utilize person first
language and energize one’s agency around recovery
hope, and the value of peer support

e Creating a sense of community

e Brief overview of advocacy and effective strategies

e Familiarization of the Americans with Disabilitiést

1”4

Psychiatric e Strengths based approach; identifying one’s owengfhs

Rehabilitation Skills and helping others identify theirs;

e Distinguishing between sympathy and empathy

e Learned helplessness; what it is and how to as#ists in
overcoming its effects

e Overview of motivational interviewing; communicatio
skills and active listening

e Healing relationships and creating mutual respalityib

e Combating negative self-talk; noticing patterns and
replacing negative statements about one’s seligusne’s
mind to boost self-esteem and relive stress
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Group facilitation
Creating a safe and supportive environment, bugldinst

Professional
Responsibilities of
Peer Support

Employees and Selft

care in the
workplace

Ethics and Boundaries

Confidentiality

Mandatory reporting requirements

Understanding common symptoms of mental iliness a
substance use and orientation to commonly used
medications

Documentation and billing and using recovery lamgua
throughout documentation

Self-care and use of ongoing supports; dealing siitbss
in the workplace

Supervision: what should | expect?

nd

Note: Adapted from the Arizona Department of Bebeali Health Provider Manual, Section, 9.2: Peerpdutp
Recovery Support Training, Certification and Supgon Requirements (AZDBHS, 2012).



128

APPENDIX C
RECRUITMENT FLYER
Peer Support Study

The University of Arizona Department of Disabilayd Psychoeducational Studies is
conducting a study about peer support. We hopearo more about how women who have
been diagnosed with a mood disorder and who amecwovery from drugs and alcohol practice
self-care once they are employed as a peer supgudessional.

If you are interested in participating in this study, or have any questions please call
(602)451-6444

Study Procedures:Women who are employed as a peer support professaoe invited to
participate. You will be asked to take part in 2 fheur-long interview about your employment
experience and how you practice self-care. Youbeélbffered a $20.00 gift card to Target for
your time.

Study Benefits and Risks Peer support staff may gain self-awareness dimutand why they
chose to seek employment in the helping field. é/gpecifically, participants may gain
awareness of self-care practices they are or dreraoticing as a professional. They may find
satisfaction that their input will be used in trevdlopment of training materials. These data will
be used to develop training materials for peer stpwomen with co-occurring mood and
substance use diagnoses. The possibility existstalidng about personal issues like mental
iliness, alcohol and drug addiction, and wellnessc@dures may put participants at risk of
emotional distress.

Confidentiality: All information provided during the study will bept private.

Participation is voluntary. You have the right to refuse to answer particglagstions. You also
have the right to withdraw your data from the study

For Questions about the Research, ContacBeverly Wohlert, Principal Investigator, at (602)
451-6444.
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APPENDIX D
INFORMED CONSENT

INFORMATION LETTER (SOCIAL BEHAVIORAL) MINIMAL RISK
UNIVERSITY OF ARIZONA

SELF-CARE PRACTICES OF FEMALE PEER SUPPORT SPECIALI STS WITH CO-
OCCURRING MOOD AND SUBSTANCE USE DIAGNOSES

This is a consent form for research participation. It contains important information about this
study and what to expect if you decide to parti@palease consider the information carefully.
Feel free to discuss the study with your friends &amily and to ask questions before making
your decision whether or not to participate.

You may or may not benefit as a result of participéing in this study. Also, as explained
below, your participation may result in unintenaecarmful effects for you that may be minor
or may be serious, depending on the nature ofabearch.

RESEARCHERS
Ms. Beverly Wohlert, Principal Investigator: 608346444 (4201 N. 18St. Ste.140 Phoenix,
AZ 85016).

1. Why is this study being done?

This is a study about the self-care practices wiale peer support specialists. We hope to
learn more about how women in recovery care fomgeves once employed as a peer
support specialist.

2. How many people will take part in this study?
The researcher will interview 10 female peer supgpecialists for this study.

3. What will happen if | take part in this study?
You are being asked to participate because yoa &male peer support specialist currently
employed in the field, and have reported that yavehbeen diagnosed as having a co-
occurring mood disorder and substance use disoNau. will be asked a series of questions
that will help us understand your experience witlolaol and drug use, your experience
working as a peer support specialists, and howpyadatice self-care.

We are asking for you to allow us to [audiotape (Moe record) your responses. The
recording(s) will be used foranalysis by the research team only.

4. How long will | be in the study?

If you decide to volunteer, you will be screeneddligibility for the study. You will be
asked to meet with an interviewer for approximately hours in a private room at a pre-
arranged time. These interviews will be recorded the interviewer may take additional
notes while you are being interviewed.
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5. Can | stop being in the study?

Your participation is voluntary. You may refuse to participate in this study. Itiyaecide
to take part in the study, you may leave the satdny time. No matter what decision you
make, there will be no penalty to you and you wdt lose any of your usual benefits. Your
decision will not affect your future relationshiptivThe University of Arizona. If you are a
student or employee at the University of Arizonayydecision will not affect your grades or
employment status.

6. What risks, side effects or discomforts can | expéérom being in the study?
It is possible that talking about personal issilesrental health experiences and alcohol
and drug addiction may put participants at riskmitional distress.

A risk of taking part in this study is the posgilyilof a loss of confidentiality or privacy.
Loss of privacy means having your personal inforomashared with someone who is not on
the study team and was not supposed to see or &hout your information.

7. What benefits can | expect from being in the study?
You may not benefit from participating. Howevergpsupport staff may gain self-awareness
about how and why they chose to seek employmethieimelping field. More specifically,
participants may gain awareness of self-care mpestihey are or are not practicing as a
professional. They may find satisfaction thatthmgput will be used in the development of
training materials. This data will be used to depdraining materials for peer support
women with co-occurring mood and substance usendses.

8. What other choices do | have if | do not take partn the study?
You may choose not to participate without penaitioss of benefits to which you are
otherwise entitled.

9. Will my study-related information be kept confidential?
All information obtained in this study is privafgo identifying information will be kept (e.g.,
name, address, phone number). The results ofabéarch study may be used in reports,
presentations, and publications, but the reseaschiéirnot identify you. In order to
maintain privacy of your records, Beverly Wohleithassign an alias (different name) to
your information.

All data will be stored on a computer, encryptet aecured with a username and password.
Data will be kept secure for 7 years and then litlve destroyed. Electronic files will be
inoperable and transcripts will be shredded.

Efforts will be made to keep your study-relatecbmfiation confidential. However, there
may be circumstances where this information museleased. For example, personal
information regarding your participation in thisidy may be disclosed if required by state
law.
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Also, your records may be reviewed by the followgrgups (as applicable to the research):
e Office for Human Research Protections or otherr&dstate, or international
regulatory agencies
e The University of Arizona Institutional Review Baobor Office of Responsible
Research Practices
e The sponsor supporting the study, their agentsuotlysnonitors

What are the costs of taking part in this study

There are no costs of participating other than time

11.

12.

13.

14.

Will I be paid for taking part in this study?
The incentive to participate is a $20.00 giftd to Target. By law, payments to subjects may
be considered taxable income.

What happens if | am injured because | took pdrin this study?

If you suffer an injury from participating in thetudy, you should seek treatment. The
University of Arizona has no funds set aside fa playment of treatment expenses for this
study.

What are my rights if | take part in this study?

If you choose to participate in the study, you rdesgontinue participation at any time
without penalty or loss of benefits. By signingstform, you do not give up any personal
legal rights you may have as a participant in shisly.

You will be provided with any new information thadgvelops during the course of the
research that may affect your decision whethemobtacontinue participation in the study.

You may refuse to participate in this study withpahalty or loss of benefits to which you
are otherwise entitled.

An Institutional Review Board responsible for hunsaibjects research at The University of
Arizona reviewed this research project and fountd e acceptable, according to applicable
state and federal regulations and University pedicesigned to protect the rights and
welfare of participants in research.

Who can answer my questions about the study?

Any questions you have concerning the researcly stuglour participation in the study will
be answered as soon as possible. If you have astigas regarding this study, please
contact Beverly Wohlert, principal Investigator(@02) 451-6444.
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For questions about your rights as a participatihismstudy or to discuss other study-related
concerns or complaints with someone who is notgfatte research team, you may contact
the Human Subjects Protection Program at 520-628-67 online at

http://orcr.arizona.edu/hspp.

Signing the consent form

| have read (or someone has read to me) this fanch] am aware that | am being asked to

participate in a research study. | have had tip@pnity to ask questions and have had them
answered to my satisfaction. | am also awarerthatesponses will be recorded. | voluntarily
agree to participate in this study. | am not giviqany legal rights by signing this form. 1 will

be given a copy of this form

Printed name of subject

Signature of subject

AM/PM

Date and time

Printed name of person authorized to consent
for subject (when applicable)

Signature of person authorized to consent for
subject
(when applicable)

AM/PM

Relationship to the subject

Investigator/Research Staff

Date and time

| have explained the research to the participatit@iparticipant’s representative before
requesting the signature(s) above. There arearkblin this document. A copy of this form
has been given to the participant or to the pgaici’'s representative.

Printed name of person obtaining consent

Signature of person obtaining consent

AM/PM
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APPENDIX E
SCREENING AND DEMOGRAPHICS QUESTIONNAIRE
1. Do you have a history of a co-occurring mood artisgance abuse disorder (in full
remission) including Depression, Bipolar Disordant I, and Mood Disorders Not
Otherwise Specified (NOS)? [yes__no__ ]
2. Have you been in full alcohol or drug remissiondbteast 12 months? [yes  _no___ ]
3. Are you currently employed as Peer Support Spetifr at least 12 months in a peer-
run program in Maricopa County, AZ? [yes___no___ ]
4. What is your gender? [male__ female_ ]

5. Were you born between the dates of August 1, 1898Qlaly 31, 1983; [ ]

6. Have you completed a Peer Support Training Progifges?  no__ ]

7. Are you in possession of a GED or high school di@8 [yes  no__ ]

8. Are you currently in possession of a certificatefyang successful passage of the state
peer support certification examination? [yes_ n¢_

9. Do you speak and comprehend the English languags? [ no_ ]

10.What is your 5-digit zip code? [ ]

11. Are you currently experiencing intermittent periadgsychosis, such as Mood Disorder
with Psychotic Features or Schizoaffective DisoPdges__no__ ]

12. Are you currently experiencing severe cognitivgsychiatric impairment?
[yes  no ]

13.Have you self-reported an alcohol or drug relapsgesgchosis within the last 12 months?

[yes  no ]
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14. On average, how many hours do you work doirey pepport each week (circle
one)?

Greater than 40 hours per week
Greater than 35 hours per week
Less than 35 hours per week

15. Do you have health insurance? [yes  no_ ]

16. For the past year, what wasir average gross income (before taxes), including
both reported and unreported income (do not irely@lr partner’s income)?

$0 - $4,999
$5,000 - $9,999
$10,000 - $14,999
$15,000 - $24,999
$25,000 - $34,999
$35,000 - $49,999
$50,000 - $74,999
$75,999 - $99,999
$100,000 or more

17. Which of the following best describes yourahor ethnic background?
(Circle all that apply)

White or Caucasian

Black or African American
Latina or Hispanic

Asian

Middle Eastern

Native American

Other

18. Do you have children? [yes  no_ ]
If yes, how many?
20. What is your current marital status?

Single, never married
Married

Cohabiting/living together
Separated

Divorced

Widowed
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21. How many times have you been in formal treatf@ alcohol and drug abuse?
22. Have you ever been admitted to an inpatieyapatric clinic? Yes or No
23.How many times have you been admitted to acelircare unit for detox?

24. Are you currently taking any medications tdr@ds psychiatric or behavioral health
problems? [yes no_ ]

25. Do you participate in 12-step programs? [yego |
26. On average, how many per week? Per month?

27. Do you currently participate in any type obgp or individualized counseling?

[yes  no_ ]

28. Please include your preferred method of coritactcheduling and follow-up:

Email: : Phone:
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APPENDIX F
INTERVIEW QUESTIONS (PILOT)
1. What is self-care?
2. How would you define wellness?

3. When you were growing up, how were you taught ke tzare of
yourself? Physically? Emotionally?

4. How has your cultural background influenced the wWeat you de-stress?
5. Reflecting on your past, what experiences led pdoeicome a peer support professional?
6. What training if any, do you have to be a peer supgpecialist?

7. Do you feel adequately trained? Why or why not?l&xp What was most helpful on the
job? Least helpful?

8. Describe how you do or do not have the freedorhitiktand solve problems
independently on the job?

9. How would you rate your overall stress level whienking about your job? (1 none at all
-10 high)

10.Describe? (use motivational interviewing)

11.In what ways is your work challenging or difficult?

12.1n what ways is your work rewarding?

13.Do you ever find your role as a peer support sgisti@onfusing? Describe.
14.How, would you explain self-care to another pegpsut specialist?

15.How, if at all, have your experiences in your remgvaffected your own self-care?

16.How, it at all, has your professional training ughced your ideas of self-care? Practice
of self-care?

17.How if at all, does working with others help orarfere with your own recovery?
18.How do your feelings about yourself influence yability to manage stress?

19.What do you do to “de-stress” or unwind?
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20.How is your method of unwinding different now, apeer support, from before when
you were in recovery?

21.What role do your emotions play in your job? Ddseri

22.What role do your emotions play in your overall lwets? Ability to care for yourself?
23.What role, if any, does spirituality play in sekre?

24.How are you supported personally and professioBally

25.In what ways, if any, does your support networkuence your self-care?

26.Do you have someone you could turn to if you wesgeeiencing mental health
symptoms? Could you turn to your employer?

27.Do you have someone you could turn to if you feltlanger of a relapse? Could you
turn to your employer?

28.How do you manage feelings of frustration relategidur work? Give examples

29.How do you feel when a client you are working wighapses? What effects does this
have on your own recovery?

30.How do you feel when a client is resistant to tmeait? What effects does this have on
your own recovery?

31.What do you do when you are bored now that yourarecovery?
32.What challenges, if any, do you have with practcself-care?
33.What, if anything is missing to help you take cafgourself?

34.Do you have a relapse prevention plast written or just by memory?
35.What is your relapse prevention plan currently?

36.What, if any support, does your employer providengeting the goals of your relapse
prevention plan?

37.Do you face any challenges with following througithwour relapse plan?

38.Do you currently participate in individual or grogpunseling now that you are a peer
support worker?
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39.Would you be willing to participate in individuaft group counseling if you could access
those services?

40.Where do you see yourself professionally in 5 y2&8ll working in the field?
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APPENDIX G
INTERVIEW QUESTION GUIDE (FINAL)

Section 1

What are current self-care practices?

1. What do you do to take care of yourself?

2. What do you do to “de-stress” or unwind?

3. How, if at all, have experiences from your recovaifected your own self-care?
Section 2

Most important self-care practice for overall wellress.

1. You reported that your self-care practices idetl Clarify and

summarize)What self-care practice do you believe is the MG@portant for your overall
wellness?

Section 3
How, if at all, does employment improve or interfee with overall wellness?
1. How, if at all, does working as a peer suppetplor interfere with your own recovery?
2. What challenges, if any, do you have in practjself-care?
3. How, if at all, has your professional trainimjluenced your ideas about self-care?

4. What support, if any, has your employer provittedncourage practices of self-care?



