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Abstract

OBJECTIVE—Research on peer specialists (individuals with serious mental illness supporting
others with serious mental illness in clinical and other settings), has not yet included the
measurement of fidelity. Without measuring fidelity, it’s unclear if the absence of impact in some
studies is attributable to ineffective peer specialist services or because the services were not true to
the intended role. This paper describes the initial development of a peer specialist fidelity measure
for two content areas: services provided by peer specialists and factors that either support or
hamper the performance of those services.

METHODS—A literature search identified 40 domains; an expert panel narrowed the number of
domains and helped generate and then review survey items to operationalize those domains.
Twelve peer specialists, individuals with whom they work, and their supervisors participated in a
pilot test and cognitive interviews regarding item content.

RESULTS—Peer specialists tended to rate themselves as having engaged in various peer service
activities more than supervisors and individuals with whom they work. A subset of items tapping
peer specialist services “core” to the role regardless of setting had higher ratings. Participants
stated the measure was clear, appropriate, and could be useful in performance improvement.

CONCLUSIONS AND IMPLICATIONS FOR PRACTICE—AIthough preliminary, findings
were consistent with organizational research on performance ratings of supervisors and employees
made in the workplace. Several changes in survey content and administration were identified. With
continued work, the measure could crystalize the role of peer specialists and aid in research and
clinical administration.

The role of peer specialists has evolved over the last four decades. Peer support began with
groups providing informal support, opportunities for greater independence, and concrete
assistance that filled in the gaps of the traditional mental health system (Davidson et al.,
1999). The current role of peer specialist is a variant that came from those informal peer
support groups, which some studies showed were not always well attended (Chinman,
Kloos, O’Connel, & Davidson, 2002; Kaufmann, Schulberg, & Schooler, 1994; Luke,
Roberts, & Rappaport, 1993). The peer specialist role was a way to address low group
attendance by proactively delivering peer support to clients in need. Although peer
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specialists tend to engage in more hierarchical relationships than found in peer support
groups, they still “draw upon their lived experiences to share ‘been there’ empathy, insights,
and skills, serve as role models, inculcate hope, engage patients in treatment, and help
patients access supports [in the] community” (pgs. 1315-1316, Chinman et al., 2008). More
recently, peer specialists have become more professionalized. A majority of states’ Medicaid
reimburse for peer specialist services, and several organizations offer training and
certification that qualify peer specialists to deliver reimbursable services. The Veterans
Health Administration (VHA) has developed specific competencies for their nationwide
workforce of approximately 1100 peer specialists; the Substance Abuse and Mental Health
Services Administration has developed competencies for peer specialists (SAMHSA, 2015);
and initial work has been done to delineate the job role of peer specialists in the VHA (Gill,
Murphy, Burns-Lynch, & Swarbrick, 2009).

Despite the evolution and professionalization of peer specialists, there is not a strong
consensus on the core components of the role (Rebeiro Gruhl, LaCarte, & Calixte, 2015).
The literature describes a wide range of services and activities provided by peer specialists,
including: promoting hope, socialization, recovery, self-advocacy and developing natural
supports and community living skills. Other typical services include sharing personal
experiences, serving as a role model, encouraging self-determination and personal
responsibility; promoting wellness, addressing hopelessness; assisting in communications
with clinical providers, educating clients about their illnesses, facilitating illness
management, and combating stigma in the community (Chinman et al., 2014; Landers &
Zhou, 2011; Salzer, Schwenk, & Brusilovskiy, 2010).

While the effectiveness of peer specialists has been evaluated in nearly two dozen outcome
studies, little has been done to empirically evaluate the quality of the services delivered by
peer specialists. Several reviews (e.g., Chinman et al., 2014; Davidson, Chinman, Sells, &
Rowe, 2006) have concluded there is evidence that peer specialists added to a clinical team
or delivering a specific recovery curriculum like Wellness Recovery Action Planning can
improve outcomes such as decreased hospitalization, increased client activation, greater
treatment engagement, more satisfaction with life situation and finances, better quality of
life, less depression and fewer anxiety symptoms. More narrowly defined meta-analyses that
only include randomized trials have found less impact (Fuhr et al., 2014; Lloyd-Evans et al.,
2014; Pitt et al., 2013). However, none of the outcome studies included in any of the reviews
measured the degree to which the peer specialist services were delivered with fidelity—that
is, delivering peer services as intended. Health services research paradigms suggest that it is
critical to simultaneously assess both the quality of the service (i.e., fidelity) and its
outcomes to truly understand the impact of a service (Donabedian, 1966).

Recent studies of the peer specialist position offer guidance on conceptualizing fidelity. In
particular, researchers have attempted to delineate the peer specialist job role (Gill et al.,
2009) and to determine the key mechanisms of peer specialist effectiveness (Gidugu et al.,
2015). These studies use different methodologies: Gill and colleagues used role delineation
methodology and interviewed 7 Peers and their 2 supervisors about what their job entails.
Gidugu and colleagues interviewed clients of peer specialists, and did a comprehensive
qualitative evaluation of the experience of receiving peer specialist services. Both articles
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provide categorization of the tasks and activities of peer specialists. Our project was an
effort to develop a peer specialist fidelity measure, and these studies provided important
guidance in categorizing the peer specialist services that emerged as important.

Measuring the fidelity of peer specialist activity may lead to improvements in the peer
specialist role, based on a review of fidelity measures in psychiatric rehabilitation research
by Bond, Evans, Salyers, Williams, and Kim (2000a). First, Bond et al. (2000a) describe
multiple examples of how fidelity tools helped to increase the clarity of various treatment
models. For example, early fidelity measures for Assertive Community Treatment (McGrew,
Bond, Dietzen, & Salyers, 1994; Teague, Bond, & Drake, 1998) and Individual Placement
and Support (Bond, Becker, Drake, & Vogler, 1997) helped improve their conceptual clarity
in the research literature well after both treatments had been developed. Second, fidelity
scales have helped identify the critical components that have been associated with outcomes
for models like Assertive Community Treatment, and could do the same for peer specialists.
Finally, consistent inclusion of a peer specialist fidelity measure in future outcome studies
could help better characterize the relationship between fidelity and outcomes, improving the
conclusions of such research. Without any measurement of peer specialist service fidelity, it
is not clear if the absence of impact found in some studies is because the peer specialist
work is not effective or because the services delivered were not true to the peer specialist’s
intended role. Failure to measure peer specialist service fidelity in these studies may be in
large part because no instrument exists to measure it.

Fidelity can be measured in multiple ways: unobtrusively (e.g. reviewing notes or logs),
direct observation, indirect observation (such as video or audio recordings of interventions),
by interview, or self-report. We chose self-report because our very practical goal was to
develop a measure of peer specialist fidelity which could be administered and analyzed in a
relatively simple way, with the eventual aim of broad scale dissemination of the instrument
in the VHA, where the use of peer specialists is now widespread across nearly 150 medical
centers. Ultimately, we developed the measure to be applicable wherever peer specialists are
providing ongoing support to clients in various mental health settings. Previous work on the
development of fidelity instruments provided a methodological framework to guide our
process. Century, Rudnick, and Freeman (2010) describe three streams of work that
contribute to current thinking on measuring fidelity: focus on “program integrity” (Dane &
Schneider, 1998); measuring key program components (Bond, Evans, Salyers, Williams, &
Kim, 2000b); and determining critical elements for both the structure of the program and the
process by which it is implemented (Mowbray, Holter, Teague, & Bybee, 2003). Mowbray et
al. (2003) also provide three helpful steps in developing a fidelity measure; 1) Identify and
specify fidelity criteria, 2) Measure fidelity and 3) Assess the reliability and validity of
fidelity criteria. This paper describes the process used for the first two steps, and initial work
on assessing validity of the instruments by conducting a small pilot.

METHODS

We used a three step method to develop a fidelity measure for peer specialists. First, because
no definitive research exists to identify the critical components of peer specialist work, we
did an extensive literature review, looking for any aspects of peer specialist services that
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were associated with program success. Second, we coded appropriate articles from the
literature review to develop a set of domains, or areas that emerged as critical to the peer
specialist role. Finally, we used an iterative process with an expert panel to review and rate
the domains, and the items developed from them, for their inclusion in the measure. This
created a “multi-method, multi-informant approach” for identifying the critical elements, as
recommended by Mowbray et al. (2003 p. 318). Also, organizational researchers suggest
that obtaining data from multiple sources is best (Donaldson & Grant-Vallone, 2002).
Therefore, we developed three parallel versions of the measure designed to be answered
separately by 1) peer specialists, 2) their supervisors, and 3) clients with whom they
provided services. Following the development of the instruments, we pilot tested them with
a convenience sample of peer specialists, supervisors and Veterans (total n=12). We
conducted a cognitive interview with each of these participants to assess their understanding
of the measure. The study was reviewed by the local IRB and deemed to be a quality
improvement project, which means formal consent was not required. However, all
participation in the study was voluntary and the data was kept confidential. We scored and
analyzed the data from this small sample as an initial look at validity. After the instruments
were finalized, we organized the domains into categories guided by the work of Gill et al.
(2009). Each of these steps is described in the following paragraphs.

Literature review

Search terms were developed for two areas: 1) peer specialist services helpful to those with
serious mental illness (these are service factors, including “the ways in which services were
delivered” (Century et al., 2010, p. 201) and 2) facilitators and barriers associated with
successful implementation of peer specialists (implementation factors). These two areas are
consistent with the call by Mowbray et al. (2003) to focus on critical elements for both the
structure of a program and the process by which it is implemented. For the literature review,
a peer specialist was defined as an individual with serious mental illness who was trained
and hired to provide services in a traditional clinical mental health setting. This definition
encompasses most of the peer specialists working in the VHA.

We searched Ovid(R) Medline, PsychINFO, Books@Ovid(R) Medline in Process & Other
Non-Indexed Citations, Ovid(R) Daily Update for references in English between January
1985 and October 2014. This date range covers the majority of time that peer specialists
have been employed in clinical mental health settings, as well as a key period of literature
development. Given there is lack of specificity about which peer specialist services and
implementation factors are critical for successful outcomes, we used several variations of the
term “peer specialist” and other terms that would identify a wide range of domains from the
peer specialist field. We also manually reviewed the reference lists of several published
reviews of peer specialist outcome studies to ensure all the appropriate studies were located
(Chinman et al., 2014; Doughty & Tse, 2005; Pitt et al., 2013; Repper & Carter, 2011;
Rogers, Farkas, Anthony, Kash, & Maru, 2009; Simpson & House, 2002; Wright-Berryman,
McGuire, & Salyers, 2011). This search yielded 1495 articles.

We used the following criteria to exclude articles: was outside the above date range, was not
peer reviewed, peer specialist did not engage in one on one interactions at all (only ran
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groups such as Vet-to-Vet), peer specialist did not work in a clinical setting (e.g., clubhouse,
drop-in, online warm line), and focus was not on serious mental illness. Using these
exclusion criteria, two researchers first reviewed the articles by the titles and abstracts for
appropriateness and excluded 1388 articles, with 91.4% agreement. The remaining 107
articles were reviewed in detail, and an additional 15 articles were excluded, primarily
because the peer specialists were not working directly with clients in a clinical setting. The
two reviewers had 100% agreement on this second step. The remaining 92 articles were
abstracted and coded to identify any text that mentioned services the peer specialist provided
that improved program success or any implementation factor that emerged. No pre-existing
codes were used, but as new codes were created, the coder then repeated that code with
subsequent text on the same factor. Example codes for a helpful peer specialist service were
“role modeling”, “help clients access community supports”, and “promote knowledge of
illness”. Example codes of implementation factors that were helpful were “leadership
oversight”, “program champions seeded at each site”, and “training (40 hours)”. This
process was iterative, involving several meetings in which the project team members
discussed the best way to conceptualize each code so that it captured unique information.
The result of these meetings was a list of 20 codes for peer specialist services and 20 for
implementation factors (see Table 1). These codes became the domains that were presented
to the expert panel for further evaluation and later used to generate specific survey items.

Expert panel

The expert panel was made up of 19 individuals from the United States; 13 (68%) were
associated with the VHA, including three peer specialists, five peer specialist supervisors,
two researchers, and three national VHA peer specialist administrators. Of those outside
VHA, two were researchers and four were national experts in employing and managing peer
specialists.

The expert panelists attended three 90 minute teleconference meetings. Prior to the first
meeting, they were asked to rate the importance and face validity of the 40 domains in Table
1. Ratings were made using a 9-point Likert scale ranging from 9 = high validity/importance
to 1 = low validity/importance. Numerical criteria were established to determine which
domains would be retained, dropped, or forwarded to the panel for discussion. As a result of
their rating, 11 domains with a high standard deviation (indicating high discrepancy) were
chosen for discussion in the first panel meeting. Panelists were then asked to rate the 11
discussed domains again, and those ratings were used to judge which were retained or
dropped.

Between the first and second meeting, panelists were asked to help develop survey items for
the domains that were retained, and submit the items to the study team for inclusion. All
items had the answer options of “1=Not at all”, “2=A little bit”, “3=Somewhat”, “4=Quite a
bit”, and “5=Very much”. For the Peer Services questions, higher scores mean the service is
performed to a greater extent. For the implementation factors questions, higher scores means
that the factor in question was more favorable to implementation. These items, and some
created by study staff, were rated by the panelists on importance on a 7-point Likert scale
(ranging from 7 = high importance to 1 = low importance). Using specific criteria, any item
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that had a low mean importance rating and a high standard deviation was dropped. Twelve
items that had high standard deviations for importance (indicating high discrepancy) were
brought to the second panel meeting for discussion. Following the meeting, panelists rated
these items again, including item revisions suggested at the meeting. The final items were
used to create survey measures for peer specialists, supervisors, and Veterans. The expert
panel met for a third time after the measure had been pilot tested, and provided feedback on
the administration of the measures and initial outcome data.

Pilot study and cognitive interviews

In the Fall 2015, we administered the survey measures to three peer specialists, six Veterans
who had received services from those peer specialists (two from each) and three supervisors
at a single large VHA medical center. After the survey administration, we then conducted
cognitive interviews with the participants to assess their understanding of the measures. The
study team chose peer specialists available at the medical center who represented a wide
range in experience levels (12, 7.5, and 1.5 years). The peer specialists were asked to choose
two Veterans who knew them well and had at least 6 months of time spent together. The
supervisors (who were not persons with lived experience of mental illness recovery) varied
in their level of involvement with the peer specialists. Two provide only program supervision
(focusing on day to day work with clients) and one provides only administrative supervision
(focusing on issues of general job performance). As the peer specialist and supervisor
surveys were longer (52 survey items for both), we asked these respondents to complete the
surveys in advance, no more than 24 hours in advance of their cognitive interview. The
Veteran survey has only 21 questions, and Veterans were given unlimited time to complete
the survey immediately preceding their cognitive interview.

All cognitive interviews were done in person at the medical center, except one which was
done by phone due to disability considerations. Prior to the interview, respondents were
asked to complete demographic questions (gender, race, age, education, income source). All
respondents were asked to circle any survey items that seemed unclear or concerning, write
comments in the margins, and identify any concept they believed was missing.

A researcher (SM) and doctoral student (CMM) together interviewed each individual and
audio recorded their responses. Direct probing questions were used to elicit information
about the clarity of questions, the formatting of the survey, and the response scales. The
probes were scripted; however the two interviewers had expert content knowledge, and often
explored a response beyond the scripted probe. Beaty and Willis (2007) suggest this
emergent probing is valuable when using investigators to conduct the interviews. After each
respondent presented their questions and comments, we asked each about their
understanding of up to five additional items that the research team had identified as possibly
challenging. Finally, ten more items were chosen at random for discussion. Following this
process, we were able to get feedback on nearly all the questions on each survey. At the
conclusion, Veterans were given a $25 gift certificate (VHA employees are not permitted to
be compensated).
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Data analysis

RESULTS

The twelve surveys were coded and descriptive statistics (means and standard deviations)
were calculated for the peer specialists, Veterans, and supervisors. A subset of 10 items in
the peer specialist services area were identified as “Core peer specialist services”—defined
as services that every peer specialist should provide regardless of placement, time on job, or
the type of Veteran they are helping. Implementation factors were combined across the peer
specialist and supervisor respondent types because those items measured organizational
level issues.

After transcription of the cognitive interviews, the text was reviewed and organized by item
by a doctoral level researcher (KD) naive to the project. Suggested revisions for the final
measure were reviewed by two members of the research team, and then the entire team
finalized the changes. Changes suggested by respondents that seemed contradictory or
idiosyncratic were either discussed and dismissed by the research team or identified for
discussion during the final expert panel meeting.

Fidelity domains identification

A total of 40 fidelity domains were identified in our literature review, 20 each for peer
specialist services and implementation factors (Table 1). Figure 1 shows a flow chart of
which domains were dropped and added throughout the meetings of the expert panel. The
domains from the literature proved to be robust. Based on the pre-meeting ratings made
before the first expert panel discussion, only one of the original domains was dropped. This
domain, “peer specialists are a friend” had very low ratings on face validity (M=3.94) and
importance (M=4.06) and thus met our criteria for elimination. In addition, three domains
were added by expert panel members. Eleven domains showed significant disagreement
among panelists (a standard deviation >= 1 indicating high discrepancy), and were discussed
at the first expert panel meeting. After the meeting discussion and re-rating process, four
domains were dropped. Based on discussion in the second expert panel, an additional six
domains (and their corresponding items) were dropped.

Using Gill et al. (2009) as a guide, we categorized the final set of domains (see Table 3). The
first set (peer specialist activities), overlapping with Gill et al. (2009) Peer support activities,
involves various key activities that peer specialists engage in including reducing isolation,
focusing on strengths, being a role model and sharing their recovery story, and assisting with
illness management. The second set (peer specialist process) generally involves how peer
specialists go about their work (e.g., promoting empathy, empowerment, hope, trusting
relationships), which is consistent with the Counseling skills and Role of shared experience
areas of Gill et al. (2009). The third set, Skill building, overlaps with Skill development from
Gill et al. (2009). Two other areas, Documentation and resources had close parallels to
similar domains of Gill et al. (2009). Regarding the implementation factors, Gill et al. (2009)
overlapped with domains from our measure on professional development issues such as
Managing dual roles. The implementation factor domains in our measure also addressed
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several other areas not found in Gill et al. (2009). including collaboration with non-peer co-
workers, having leadership support, and integrating into clinical teams.

Cognitive interviews results

Demographically, the participants included 6 women and 6 men, 9 Caucasian and 3 other
races, with an average age of 47. The peer specialist supervisors were all female, Master’s
level Caucasians who had worked with peer specialists for 2—4 years. The peer specialists
had an average of 7 years work experience as a peer specialist.

Overall, respondents stated that the measure was well formatted and easy to complete and
understand. They stated that the response scale was clear, fitting and appropriate. No one
described the measures as burdensome. Many instances of wording were discussed, and
some word choices were critiqued. For example, some Veterans were unclear about the word
“foster” in a question asking whether peer specialists “foster” individual strengths of the
Veteran. In some cases, it was easy to address these concerns, in others the question was
referred to the third expert panel meeting for discussion.

Some Veterans expressed concern that items described activities that they did not work on
with their peer specialist, perhaps because the Veteran had other support for those activities
or did not need the particular activity. For example, not all Veterans felt they needed their
peer specialist to provide them with information about community resources, but at the same
time, they felt uneasy rating their peer specialist low on this item. For this reason, several
Veterans recommended that a “does not apply” response option be included.

Several other issues were uncovered in the cognitive interviews. It became clear that
Veterans rated their own unique experience with their peer specialist, while peer specialists
and their supervisors rated peer specialist activity done with all \eterans with whom they
served. Another theme identified was that the process by which Veterans were chosen—by
the peer specialists—may have influenced the Veteran’s responses. Several Veterans asked
their interviewer whether their peer specialist would be informed of their ratings and stated
that they may have inflated their ratings so as to not hurt their peer specialist.

Another important finding from the interviews concerned the role of supervisors. At the VA,
it is quite common for peer specialists to have an administrative supervisor and a program
level supervisor. The survey asked a number of questions that some supervisors simply did
not know how to answer. Sometimes the supervisor gave a rating by simply assuming
knowledge (e.g., “I know the other supervisor handles this, and | assume it’s done well””) and
sometimes they simply skipped the question or marked it for comment.

Survey results

Table 2 shows the descriptive statistics for each of the sub groups. Descriptively, peer
specialists had higher means than their respective supervisors or Veterans on the peer
specialist services items. This suggests that peer specialists rated themselves with a higher
level of engagement in various services than their supervisors or Veterans rated them. In
particular, the range of the Veterans’ ratings (1.3 to 4.3) was much wider than the
supervisors or peer specialists. The means for the Core peer specialist services tended to be
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higher than means for peer specialist services. For the implementation factor questions, the
means of the peer specialists tended to be higher than the supervisors. This suggests peer
specialists saw fewer or less challenging implementation problems than their supervisors.

DISCUSSION

This paper describes the initial development of a peer specialist fidelity measure for two
content areas: services provided by peer specialists and implementation factors that impact
their employment. Our initial literature search identified 40 domains, and an expert panel
narrowed the number of domains and helped generate and then review survey items. Overall,
while more research is needed, the comments from the expert panel and those who
completed the measure suggest it helped capture what services peer specialists are expected
to deliver and what factors influence their successful implementation. The fact that peer
specialists rated themselves quite high on the Peer Services items, markedly higher than
their supervisors or the Veterans with whom they worked was consistent with organizational
research that shows employees often give themselves better appraisals than their supervisors
give them (Jaramillo, Carrillat, & Locander, 2005). These results suggest why more than one
source of data is needed to make the best assessments of performance (Donaldson & Grant-
Vallone, 2002). The Veterans’ results could be related to our finding in the cognitive
interviews that peer specialists were rating their own work more globally, while Veterans
were specifically rating their individual interactions with the peer specialists. The higher
ratings on the Core peer specialist services could be because these are services that are
performed regularly (like the core conditions of therapy put forth by Carl Rogers (1957)),
which the other services could be more tied to a particular client or setting. Although no
formal validity analyses were conducted, these findings do conform with what is expected,
suggesting that the measure may be assessing what it purports to measure.

This discussion section will address the following important issues: specific changes to the
measure and its administration, comparisons to recent work defining the peer specialist role,
philosophical issues to consider when measuring of peer fidelity, and limitations and future
research.

Specific changes to the measure

Although the pilot study participants expressed great enthusiasm for the measure, these
results suggest several changes are needed. First, many peer specialists have more than one
supervisor who may be familiar with different aspects of a peer specialists’ role. Thus, the
final version of the measure for supervisors will need to include a careful skip pattern, so
that supervisors can identify items they are not responsible for (e.g. continuing education)
and items that do not apply to the work of the peer specialist they are rating (e.g. team
questions when the peer specialist is not part of a team).

Second, while the Veterans’ responses provided unique and important contributions to our
understanding of the peer specialist’s work, it created several measurement challenges. First,
it seems important to randomly select \eterans who have worked with the peer specialist,
and specifically ask Veterans to answer the questions without regard to how much they
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“like” their peer specialist overall. Offering them a chance to give a global rating of the peer
specialist and to add comments may help with this issue.

Finally, as opposed to having a single measure used in all settings, items in the measure may
need to be tailored to the specific service setting. While the Core peer specialist service
items may be useful in all settings, the results here suggest that tailoring the items to better
reflect the services actually performed (or expected to be performed) would not only make
the ratings more accurate, but also more useful.

Comparisons to recent research on peer specialist work

Table 3 compares our domains and categories with that of another study that used job
delineation methodology (Gill et al., 2009). Although wording differs, generally, there is
strong overlap between the two efforts, which provides evidence that researchers are
beginning to coalesce around the key elements of the role, especially given that these three
studies had different vantage points. Because of differences in methodology, each study
focused on slightly different aspects of the role; and only our measure specifically identifies
broader implementation challenges for peer specialists. Gill et al. (2009) also focus on peer
specialists in the VHA, and identify both structural and process elements. That research, as
well as our results, shows that working within the structure of a professional health care
setting clearly influences the work that VHA peer specialists are able and required to
accomplish. Both Gill et al. (2009) and this pilot show that understanding VHA policies and
procedures, participating in supervision and providing feedback to coworkers are all
elements key to the job role in the VHA.

Philosophical issues regarding the measurement of peer specialist fidelity

Besides the practical challenges of measurement, some in the field question whether the role
should be measured at all for fear of what such measurement might do to the nature of the
peer support being provided. This pilot yielded no remarks by Veterans, supervisors, or the
peer specialists themselves that suggested the measurement would undermine the role. In
contrast, all were enthusiastic about use of such a measure. All types of services— including
those provided by peer specialists—have aspects that make them helpful. This measure is an
attempt to ensure that the helpful aspects of peer specialists are better used. Of course, like
any tool, a peer specialist fidelity measure could be misused, for example as a way to
punitively monitor performance. However, the tool has great potential to help sort out thorny
issues with peer specialists such as their potential overlap in duties with other mental health
providers and the use of non-peer staff as supervisors. Using this peer specialist fidelity tool
—which includes tasks performed by other mental health providers—could help determine
the degree to which peer specialists and other providers overlap and assess the utility of
having peer specialists deliver services also delivered by others. Fidelity data from peer
specialists supervised by fellow peers and non-peers could be compared to assess the utility
of non-peer supervision, another concern stemming from the potential lack of understanding
of what it is like to be in recovery. In sum, the availability of a peer specialist fidelity
measure, if used appropriately, would make it possible to better understand and address
issues related to role definition and performance.
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Limitations and future directions

Conclusion

These results are from the early stages of testing the peer specialist fidelity measure and
should be interpreted with caution. The results reported here are on a small sample and
much more psychometric testing needs to be conducted. Another potential limitation is that
all the measures are self-report, which could invite biased responses. Although recording
sessions between peer specialists and their clients is a gold standard method of assessing
service fidelity, we constructed the measures self-report so they would be easily
administered across a large system like the VHA. The fact that three different individuals
(peer specialist, supervisor, and client) provide ratings on the same peer specialist guards
against self-report bias somewhat. However, to truly understand whether self-report yields
unbiased ratings, a larger scale study correlating ratings made from both self-report and
audiotaped sessions is needed. Doing so may provide evidence that the accuracy of self-
report surveys is adequate.

Peer specialist services have been demonstrated to be a helpful component of services for
those with serious mental illnesses. Studies have documented positive outcomes but not
tracked service delivery quality, a gap that has made it more difficult to reach consensus on
the exact role for peer specialists. After further refinement, this measure of peer specialist
fidelity could further crystalize the role as well as aid in research and clinical administration.
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Domains identified in the literature (N =40)
PeerServices=20
Implementation Factors=20

Domains Dropped (n=1):

Peer Specialists are a Friend

Domains Dropped (n=4):

Peer Special ibleti meeting places
Peer iali ygroups
Self-awareness and insight

Peer }

Domains Added (n=3):

+Trauma Informed Mindset
rSelf-awareness and insight
rEthical decision making

Survey Question Development: Domains (N =38)
PeerServices= 19
Implementationfactors=19

Domains Dropped (n=6):

Peer Specialits i Accessto existi

/
/ Panel \\

Discussion
(n=12 items)

rTrauma Informed Mindset

~Ethical Decision Making

Veteran Client Involvement {IF}

-Peer i ini ion {IF}

rPeer

Veterans™{IF}

with

IF = Implementation Factor

Figure 1.

Final Domain Selection (N = 32):
PeerServices=16;
Implementations Factors= 16

Flowchart of the fidelity domains for peer specialist services and implementation factors. IF
= implementation factor. see the online article for the color version of this figure.
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Selected domains

Table 1

Page 15

Peer specialist services

Implementation factors

0 N o o~ W N

10
11
12
13
14
15
16
17
18
19
20

Peer specialists promote hope

Peer specialists serve as role model

Peer specialists share recovery story

Peer specialists help reduce isolation

Peer specialists do recovery planning

Peer specialists have flexible time and meeting places
Peer specialists engage clients in treatment

Peer specialists increase client’s participation in own illness
management

Peer specialists help link clients to community resources
Peer specialists serve as a liaison between staff and clients
Peer specialists increase access to services

Peer specialists run recovery groups

Peer specialists focus on strengths

Peer specialists provide empathy

Peer specialists promote empowerment

Peer specialists develop a trusting relationship

Peer specialists are a friend

Peer specialists teach coping skills

Peer specialists teach problem solving

Peer specialists help their team focus on recovery

Non-peer staff receive education about peer role
Peers receive education and training

local training of peers

Relationship between peer and non-peer co-workers
Support for peer role at higher organizational level
Peer specialist role clarity

Dual role as client and staff

Peer specialists receive clinical supervision

Peer to peer support

Equitable work environment

Peer performance standards

Regular performance feedback

Peer specialist has input in treatment of clients
Ongoing collaboration between peer specialists and non-peer staff
Peer specialists have a flexible work schedule
Caseload limits

Documentation

Peers adopting an exclusively non-peer role
Difficulties transitioning into a professional role

Client involvement
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Table 2

Mean responses for survey question items — all and core? peer specialist services and implementation factors

Peer specialist services®

Peer specialist services  core peer specialist services%(Number of items = 10)

Respondent Type Mean (SD) Mean (SD)
PS1 4.68 (0.55) 5.00 (0.0)

Supervisorl 3.65(0.84) 3.90 (0.74)

PS1 Supervisor3 3.64 (0.91) 3.60 (0.84)
Veteranl 4.28 (1.16) 5.00 (0.0)

Veteran2 4.34(0.72) 4.50 (0.53)

PS2 4.81 (0.56) 5.00 (0.0)

Supervisorl 3.71 (0.90) 4.30 (0.48)

PS2 Supervisor2 4.32(0.70) 4.70 (0.67)
Veteran3 4.10 (0.77) 4.60 (0.52)

Veteran4d 2.97 (0.78) 3.10 (0.57)

PS3 4.21 (0.99) 4.30 (0.67)

Supervisorl 4.16 (0.64) 4.50 (0.53)

Pss Veteran5 1.31 (0.60) 1.70 (0.82)
Veteran6 3.38(1.24) 3.50 (1.08)

Implementation factors

Mean (SD)
Peer specialists (1, 2, & 3) 4.43 (0.53)
Supervisors (1, 2, & 3) 3.87 (0.69)

JAII items had the answer options of 1=Not at all, 2=A little bit, 3=Somewhat, 4=Quite a bit, and 5=Very much

ﬁéCore peer specialist services are a subset of the peer specialist questions that address services that all peer specialists deliver irrespective to
placement
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Table 3

Categorization of peer specialist services and implementation factor domains

Page 17

Gill et al.

Peer Fidelity Measure

Job delineation

Peer fidelity

Peer Support activities:

. Make a commitment to change

. Focus on wellness and recovery
. Link to self-help

. Share personal experience

. Show genuine concern

. Identify stressors and roadblocks
. One-to-one support of recovery

Peer specialist Activities

. Help reduce isolation

. Focus on strengths

. Increase access to services

. Serve as a role model

. Increase client’s participation in own illness management
. Share recovery story

Counseling skills

peer specialist Process

. Share “we” experiences to create . Provide empathy
comfort, honesty and trust

. Promote empowerment

. Use reflective listening . i .
. Develop a trusting relationship

. Minimal interruptions . .
. Engage clients in treatment

. Open ended questions
. Promote hope

. Use reflective listening

Skill Development Skill Building

. Teach coping skills
. Teach problem solving skills
. Do recovery planning

Professional documentation and Communication

Documentation

. Document services . Have access to medical record system
. Enter encounter data . Provide documentation
. Participate in briefing meetings . Serve as liaison between staff and clients
. Enter services in spreadsheet . Reviewing electronic record is part of supervision
. Enter notes in computer
Knowledge of Resources Resources
. Help link clients to community resources

Continued Professional role/Competency
Development

. Prioritize tasks

. Familiar with VA policy and
procedures

. Focus on personal wellness

. Manage time frame with Veterans

. Provide co-workers feedback

Professional development

. Peers receive VA education and training

. Peers receive training on specific programs

. Peers manage their dual role as client and staff

. Peers provide feedback about work in treatment team meetings

peer specialists/co-worker collaboration
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Gill et al. Peer Fidelity Measure
Job delineation Peer fidelity
. Peers have good relationships with non-peer co workers
. Peer specialists help team focus on recovery
. Non-peer staff collaborates with Peer specialist

Leadership support of peer specialists

. The Peer’s direct supervisor is supportive of peer specialist work
. Higher level leadership supports peer specialists
. Expectations for peer specialist work are well understood

peer specialist integration into treatment teams

. Peers are viewed as a an equal member of the team

. Peers are welcome to participate in all meetings

. Peers have equal access to resources such as phones, cars, space

. the peer specialist’s role is clear to non-peer staff

. Peers are placed in roles which match their grade level, experience level

and the needs of the unit
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