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DAY 1 THE DREAMCATCHER (ASABIKESHIINH) 
 

An Ojibwe legend says the dreamcatcher originates with Spider Woman, known as 

Asibikaashi; she took care of the children and the people on the land. As the Ojibwe 

Nation spread to the corners of North America, Asibikaashi could not care for all the 

children. The mothers and grandmothers would weave magical webs for the children, 

using willow hoops and sinew, or cordage made from plants. Even infants were 

provided with protective charms. Examples of these are the "spider webs" hung on the 

hoop of a cradle board. These articles consisted of wooden hoops about 3½ inches in 

diameter filled with an imitation of a spider's web made of fine yarn, usually dyed red. In 

old times this netting was made of nettle fiber. Two spider webs were usually hung on 

the hoop, and it was said that they "caught any harm that might be in the air as a 

spider's web catches and holds whatever comes in contact with it."  

This manual and our work in Peer Recovery Support can be compared to the 

dreamcatcher. We know it is not possible to care for all of our people that need support 

in their recovery—but through this training we will weave our knowledge and your 

knowledge together to form a barrier that protects our people from harm and helps 

them in their healing journey.  
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Day One Agenda 

Chapter 1: The Dreamcatcher (asabikeshiinh) 

Overview of Training and Day One 

Homework #1-6 Submitted. 

Guidelines for the Sacred Circle 

Fires: Each day has a series of Fires that cover required topics.  

Fire 1: Exercise on Reflection of recovery, culture, and self vs. others. 

Fire 2: Expectations and Grading 

Fire 3: Recovery Movement History 

Fire 4: Peer Support Defined 

Fire 5: Guiding Principles of Recovery 

Fire 6: Technology Based Recovery Supports 

 

Day One Learning Objectives: 

 Summarize the roots of recovery in Indian Country and the recovery movement 

history in the United States. 

 Define Peer Support 

 List the guiding principles of recovery. 

 Identify and utilize technology based recovery supports 
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OUR HISTORY 

We welcome you to the TRAC Peer Support 101 Training. We have planned for 

this day for many years. We know that you are here because you are meant to 

be here. This week we will spend 40 hours together. After our time together 

comes to an end, you will receive a certificate of completion from the Rocky 

Mountain Tribal Leaders Council TRAC Program and our Partner, the Montana 

Peer Network. This training meets the level two peer supporter matrix that was 

created by the Montana Peer Support Task Force. 

The dreamcatcher (asabikeshiinh) symbolizes our work at the Transitional 

Recovery and Culture Project (TRAC).  TRAC is a community-driven peer 

recovery support (PRS) approach conceptualized in August 2012 after tribal 

leaders voiced concerns about substance abuse and the need for more 

effective recovery supports. The Rocky Mountain Tribal Leaders Council is a tribal 

consortium located in Billings Montana that received funding in October 2013 

from the Substance Abuse and Mental Health Services Administration Center for 

Substance Abuse and Treatment (SAMHSA- CSAT) to design and implement the 

TRAC program.  

The goals of the TRAC program are to improve sobriety rates in each 

community, increase community awareness of substance abuse problems and 

the need for supporting recovery, and increase community support for efforts to 

create sober communities.  The consortium partnered with tribal Chemical 

Dependency Program Directors and tribal leaders to identify communities that 

would be willing to pilot the TRAC program.  This resulted in a culturally-tailored, 

tribal-specific PRS program that was preferred over a Pan-Native American 

recovery approach that fails to recognize the unique traditions, language, and 

history of a given tribe (Owen, 2014). The first phase of TRAC (2013-2016) 

included six peer mentors (coaches) located in three communities, one 

reservation recovery program and two urban settings. Peer mentors also served 

as cultural leaders, elders, healers, advisors, and spiritual teachers. A community 

advisory board supported the program and included community 

representatives from substance abuse/recovery supporting organizations, 

cultural programs, traditional knowledge keepers and elders, public and tribal 

schools, social service organizations, law enforcement, juvenile justice, 

community-based organizations, and others.  

TRAC Phase 1 reached more than 12,000 people in recovery, trained 31 Peer 

Mentors in the TRAC approach, developed partnership with 120 community 

members and hosted 277 recovery-related activities. This momentum helped us 

develop TRAC II (October 2016- September 2019 SAMHSA-CSAT). The RM-TLC 
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also secured additional funding from the State of Montana Department of 

Health and Human Services to adapt the existing Montana Peer Support 101 

Training to be culturally-responsive to the needs and unique identities of tribes 

served by the RM-TLC. 

Our journey in the last four years mirrors that of Spider Woman’s (Asibikaashi).1 

We developed programming for peer recovery support to help our relatives in 

Billings, Eastern Shoshone, Crow, and Northern Arapaho. Today, we know more 

than ever, that peer to peer recovery support is effective. We know firsthand, 

the needs of our relatives and the limited recovery resources available in our 

communities. Through this training, we will share peer recovery support with you. 

Our sincere hope is that you will take these teachings and help others find 

healing.  Like Spider Woman, we feel that peer recovery support is medicine 

that protects our relatives, it can ensure that we will be protected from those 

things that we no longer want in our lives.  

To learn more about TRAC, please visit our website at www.rmtlc.org 

This workbook is our gift to you. It includes the 40-hour training, resources, sample 

worksheets, and stories from our ancestors that will give you inspiration in the 

days ahead.  

Please take a moment to create a name tag for yourself if you have not done 

so already. When the time comes, we will gather in a circle and get to know 

one another more. Handsome Lake writes the following message for us as we 

look toward the future and the challenges that may come. 

 

                                                 

1 Densmore, Frances (1929, 1979) Chippewa Customs. Minn. Hist. Soc. Press; pg. 113. 

It is time to bury the old culture, mourn those who died with it, mourn those who 

survived it. It is time we buried our many dead who have died in this long night of 

our suffering, then go forward, lost no more. We have been wandering in a daze 

for the last 100 years, rocked by a success of traumatic changes and inundations. 

Now we have to stop, look at ourselves, and ... press on… free of the past that 

haunted and disabled us, free of the ghosts that haunted our hearts, free to 

become what we were intended to be. (pp 27-28).   

http://www.rmtlc.org/
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Our Hopes 

We know that recovery is possible. We hope that you will join us in reaching 

these recovery goals: 

 Improve sobriety rates. 

 Increase community awareness of the substance abuse problems and the 

need for supporting recovery. 

 Increase community support efforts for substance abuse prevention. 

 Address importance of attitude change to combat substance abuse.  

During this training, we hope that you will feel safe. We hope that you will share 

your experiences, heal, and help us plan for future work.  

OUR VISION  

 Community healing to prevent substance abuse  

 Healthy traditions maintained 

 Holistic approach to wellness achieved 

 Every person feels loved and that they have value 

 

OUR MEDICINE 

Peer to Peer Recovery Support 

 A member of the community who is strong in their own recovery (Peer 

Mentor) serves as a mentor to a peer who is new to their own recovery 

journey (Peer). 

 Peer mentors provide general recovery support and draw upon the 

strength and values of Native culture to do so. 

 Peer mentors help peers via referrals to community resources (housing, 

education, wellness, employment, culture). 

 Peer mentors focus on the strengths of the individual and foster 

leadership. 

 Peer mentors help peers incorporate recovery values and strategies into 

their everyday lives. 

Recovery Support Includes 

 One on One Peer Mentorship 

 Group Sessions 

 Holistic Wellness Plans 
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 Culture Based Support 

 Any positive effort or activity to help a Peer in Recovery 

OUR VALUES2 

 Belonging- A place for all ages and all kinds of people. We must learn to 

live comfortably and to work effectively.  

 Empowerment- For individuals and community. Promotes understanding in 

American Indian communities that support recovery-informed 

partnerships, services, and training. 

 Interdependence- Action with community leadership. Adults are vital to 

our work and interdependent within their families and their communities. 

 Generosity- Teachers, elders, recovery resources, traditions. Honoring our 

elders who give their knowledge and teachings to our generations. 

Knowing what we can give to others and share graciously.  

 

OUR UNDERSTANDING 

We do not know why some people become addicted to drugs and alcohol, 

and others do not. You probably know someone in your family or community 

who can safely enjoy a drink or two while you cannot.  

 

OUR FUTURE 

These teachings honor what many of our ancestors and teachings have told us.  

 

GUIDELINES FOR THE SACRED CIRCLE 

 Everyone’s contribution is equally important. 

 State what you feel or believe starting with ‘I-statements,’ e.g., ‘I feel …’ 

 All comments are addressed directly to the question or the issue, not to 

comments another person has made. Both negative and positive 

comments about what anyone else has to say should be avoided. 

 A sacred object such as a feather, rock, beadwork may be used as a 

talking object.  

 When the talking object is placed in someone’s hands; it is that person’s 

turn to share his or her thoughts, without interruption. The object is then 

passed to the next person in a clockwise direction. 

                                                 

2 Native American Center for Excellence (2014). Gathering of Nations Overview. Retrieved from: 

https://www.justice.gov/sites/default/files/tribal/legacy/2014/02/06/gona.pdf 
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 Whoever is holding the object has the right to speak and others have the 

responsibility to listen. 

 Everyone else is listening in a non-judgmental way to what the speaker is 

saying. 

 Silence is an acceptable response. There must be no negative reactions 

to the phrase, “I pass.” 

 Speakers should feel free to express themselves in any way that is 

comfortable; by sharing a story, a personal experience, by using examples 

or metaphors.  

 

  

Talking circles are based on the sacred tradition of sharing circles. In a Talking 

Circle, each one is equal and each one belongs. Participants in a Talking Circle 

learn to listen and respect the views of others. The intention is to open hearts to 

understand and connect with one another. Participants sit in a circle. The circle 

symbolizes completeness. 
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ORIENTATION 

As Preparation. Native American Peer Support 101 Training is an interactive and 

comprehensive training designed to provide education and skill building for 

peer mentors.  In this training we will have group discussions, homework, and role 

playing. Our wish for you is that you build an understanding of your own hopeful 

recovery story, use your strengths, and the people around you to understand 

your sacred role in peer recovery support for our people. This course meets the 

National Practice Standards for Peer Supporters.  

 

As Ceremony. Each day will begin with setting up an altar. The altar can be 

used throughout the day and week to offer prayers for others, give thanks, and 

connection with sacred and spiritual aspects of recovery and healing. We will 

begin and end each day with an opening prayer. Our hope that your 

experience is ceremony. Ceremony is vital for healing connecting the physical 

and spiritual aspects of our lives. Through the use of prayer, songs, and stories we 

will be in ceremony with one another. Join us and don’t hold back- you are here 

because you were meant to be here.  

 

As Creativity. During our time together, you will have the opportunity to make 

crafts and art (supplies will be provided by the trainers). In closing participants 

will be able to gift their creation to each other which is an affirmation of the 

strength of the individuals present and an enduring culture.  

 

Throughout this training we will use this fire image as a que to 

answer a question or write down your thoughts that may be 

used later in the training. Consider these questions. What did 

you hear? What did you see? How did you feel? 
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The teepee image means that additional information about a topic 

can be found in the Native Peer Supporter Toolbox or in the 

appendix.3 

 

 

 

We have nine homework assignments. This notebook image 

will alert you to information about homework and 

submissions.   

 

To become certified as a Peer Mentor you will need to pass a final exam at the 

end of the training. In this manual we will insert a dashed text box around exam 

questions and answers. When you are preparing for the final exam, focus on 

these areas.  

 

Storytelling is traditional for Native people. Oral histories and legends were used 

to transmit knowledge, teachings, and values from one 

generation to the next.  We can use storytelling today in 

our lives to convey the same teachings in recovery. In this 

training we will use the power of stories, from our ancestors 

and from our own lived experiences to learn about PRS. 

This storytelling will alert you to storytelling opportunities 

and assignments.  

Finally, we have collected a number of resources and recommended readings 

that might be useful to you and reinforce learning topics and skill building 

opportunities presented in this chapter. If you have additional resources for a 

particular section, please share them with our group.  

                                                 

3 Visit our shared DropBox File at: 

www.dropbox.com/sh/1a0emov96r19t7t/AACcVzEV4MD4L4cHlNF2A6hva?dl=0 

This is an example of a question and answer for the final exam. 

Throughout this manual we will use this text box to highlight sections 

that will be on the final exam.  
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FIRE 1: REFLECTING ON CULTURE AND RECOVERY 
 

Exercise  

READ THE EXCERPT BELOW:  

 

 

What parts of your culture and heritage have you lost? How have you suffered 

as a result of these losses? How does this elders view support or contradict your 

views about alcoholism and mental illness?  

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

 

Think about your Native heritage. Think about the pressures that you face being 

a Native living in your community/United States of America.  How do other 

Natives face similar circumstances? How do these circumstances and issues 

impact your life today?  

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

 

 

 

“Many of the people suffer from alcoholism and Mental Illness because 

they don’t know how to live with unemployment, loss of a culture, 

depression, poverty.  unemployment, loss of a culture, depression, 

poverty.  In this culture they can’t be a warrior and protect and provide 

for their people like they could in the old days.  Maybe these people are 

actually the last of the warriors, maybe this is their way of fighting back 

and not becoming like the Wasichus” RM Elder Rosebud Reservation 

South Dakota. 
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FIRE 2: EXPECTATIONS 
We expect greatness from you. This training is not difficult but it is designed to 

provide you with the tools that you need to be an effective peer supporter. This 

training is based on a point system and you need to accumulate more than 80% 

of the points to receive a certificate of completion for our training.  

 

This 40-hour training was developed using the Montana Peer Network manual, 

adapted for Native Peer Mentors to support the expansion of recovery support 

in communities throughout the Rocky Mountain Region. This training is a major 

component for the State of Montana Peer supporter certification. We feel that 

recovery support is effective because it is based on peers helping peers. As a 

Peer Mentor, you have a recovery story that can be used to help others in 

recovery. We feel that learning to share an effective recovery story is vital to our 

work. We dedicate considerable time to this during the workshop. Please come 

prepared to join us.  

 

Expectation Session Value Total Points 

Available 

Attendance 

morning and 

afternoon sessions  

1 point each 

session 

8 

Participation in 

group discussions  

1 point each 

session  

8 

Completion of 

homework 

assignments  

2 points each * 7 

Assignments 

14 

Role Play 2 points each * 4 8 

Recovery Story 7 points 7 

Final Exam 55 points 55 

Total Points for Training 100 
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Exercise 

What do you expect from this training?  

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

 

Please turn in your Pre-Homework Assignments now.  
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FIRE 3: RECOVERY MOVEMENT HISTORY  
It is important for peer supporters to understand the history of peer support in the 

context of Native American history.  William White is an expert and prolific writer 

of PRS. We reviewed his work and included some of it in this manual to explain 

the history of wounded healers and our place in this history in the present day. 4 

Please take a few minutes to read the excerpt below.  

 

In Native American terms, the concept of a wounded healer is often 

used. The wounded healer is based on the notion that people who have 

faced and overcome adversity might have special sensitivities and skills in 

helping others experiencing the same adversity. This concept has deep 

historical roots in religious and moral reformation movements and is the 

foundation of modern mutual aid movements (Nouwen, 1972). The 

advent of recovering and recovered alcoholics in America devoting 

themselves to carrying a message of experience, strength, and hope to 

those still addicted to alcohol can be traced to the late 18th and early 

19th centuries.  This practice was born within two separate cultural 

contexts: 1) the rise of alcohol-related problems among Native American 

tribes, and 2) the rise in alcohol-related problems in post-Revolutionary 

War America.  Within both contexts, there emerged a conscious process 

of addiction recovery and efforts by those in recovery to spread the hope 

for recovery to others still afflicted. 

 

The use of alcohol as a tool of economic, political and sexual exploitation 

of Native Peoples has been well-documented (Mancall, 1995; Unrau, 

1996).  Native American responses to increased alcohol-related problems 

included using Native healing practices to treat alcoholism, lobbying for a 

ban on the sale of alcohol, and organizing Native American Temperance 

societies.  Tribal leaders, such as the Delaware Prophet and the Miami 

                                                 

4 White, W. (2000). The history of recovered people as wounded healers: I. From native America 

to the rise of the modern alcoholism movement. Alcoholism Treatment Quarterly, 18(1), 1-23. 

Retrieved from: 

http://smtp.williamwhitepapers.com/pr/2000RecoveringPeopleWoundedHealersI.pdf 
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Chief Michikinikwa (Little Turtle), waged sustained campaigns against 

alcohol during the closing decades of the 18th century.  It was within this 

broader pattern of resistance to growing alcohol problems that Native 

Americans who had themselves experienced such problems launched 

abstinence-based cultural revitalization movements. A number of 

recovered Native American leaders played prominent roles in helping 

stem alcohol-related problems within their tribes, and many went on to 

have significant intertribal influence on drinking problems. Samsom 

Occom, a Mohegan, wrote a widely distributed anti-alcohol pamphlet in 

1772 entitled, Mr. Occoms Address to His Indian Brethren, in which he 

graphically depicted the role alcohol was playing in the destruction of 

Native Peoples (Mancall, 1995).  In 1800, a Seneca named Handsome 

Lake had a powerful vision experience that sparked his own recovery 

from alcoholism and his creation of a new nativist religion based on the 

practice of total abstinence.  He spread his religion by establishing A 

circles led by a holder who was responsible for teaching what came to be 

known as the Code of Handsome Lake. These circles, which evolved into 

the Six Nations Temperance League, constitute one of the earliest 

geographically dispersed mutual support structures for alcoholism 

recovery in America (Cherrington, 1926).  Between 1805 and 1811, a 

Shawnee Indian named Tenskwatawa (originally Lalawethika, and widely 

known as The Prophet launched a highly effective spiritual revitalization 

movement.  The Prophet assumed this role following a sustained death-like 

trance from which he awoke and told of his own death, resurrection and 

deliverance to carry a new religion to his people.  Having been known as 

a notorious drunkard, he established complete rejection of the White 

man’s poison@ and rejection of other trappings of European culture as a 

cardinal principle of his new religion.  He preached that unrepentant 

drunkards would be forced in the hereafter to drink molten lead until fire 

poured from their mouths and nostrils.  The Prophet=s teachings were 

spread by the Indian political leader, Tecumseh, his brother, who had also 

been addicted to drink (Edmunds, 1983, 1984); Howard, 1981; 

Cherrington, 1926).  Another Native American messianic leader was the 

Kickapoo Prophet, Kenekuk, who in a drunken rage had killed his own 

uncle.  Kenekuk, whose father had also suffered from alcoholism, 

launched an abstinence-based religious movement that had great 

influence between 1819 and 1831.  This movement blended traditional 

Native customs and elements of Christianity and was founded on the 

belief that the very survival of Native Peoples was contingent upon their 

rejection of alcohol (Herring, 1998; Schultz, 1980).   William Apess was an 
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Ojibway temperance reformer who regularly attacked alcohol in his 

writings and speeches. His 1829 book, A Son of the Forest, constitutes one 

of the first autobiographical accounts of alcoholism recovery in American 

literature.  The 1847 autobiography of Kah-ge-ga-gah-bowh (George 

Copway), another Ojibway temperance reformer, detailed his own, and 

his father=s, addiction to Athe Devil=s spittle@ (alcohol) (Mancall, 1995; 

Cherrington, 1926).  These stories reflect an historically hidden picture of 

Native Americans recovering from alcoholism, and then using that 

recovery as a springboard to help other Native Peoples.  Samsom 

Occom, Handsome Lake, Tenskwatawa, Kenekuk, William Apess, and 

Kah-ge-ga-gah-bowh all found a way to transcend their addiction to 

alcohol and turn their individual rebirth into broader movements of 

personal and cultural regeneration.  Their individual stories share many 

common elements: debauchery, a spiritual crisis, vision experiences, a 

commitment to radical abstinence, a messianic desire to carry a message 

of hope to others, and the linkage of radical abstinence to a broader 

process of spiritual and cultural revitalization.  The story of the first 

recovered alcoholics in America who sought to multiply their own 

recovery through the lives of others begins with these Native American 

figures.  These traditions persist in the continuing history of addiction 

recovery within and across Native American tribes, from the Peyote Way 

through today’s culturally-nuanced approaches to addiction treatment 

and recovery (Abbott, 1998).    

 

With this Native American history and recovery terms in mind, it is also important 

to know about the terms used in non-Native contexts, the Recovery or 

Consumer Movement.  Briefly, consumer is a term used to describe a person 

who utilizes services. This is important because we are breaking down system 

barriers, reducing stigma, and changing the way that health services are 

provided in Montana, the United States, and our world. The history of the 

Recovery Movement in non-Native contexts can be traced back to 1845. The 

earliest known peer support and advocacy organization in mental health was 

the Alleged Lunatic Friend Society established in England in 1845.  John 

Perceval, a tireless advocate for the reform of the Lunatic Asylums, referred to 

himself as the Attorney General of All Her Majesty’s Mad Men and founded the 

society. Some mental health peer run groups also formed in Germany in the late 

198th century and these protested involuntary confinement laws. Peer support 

and other self-help groups have been traced back to the 18th century. In the 

late 1970s, peers like New York City’s Howie the Hare began to form communal 
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centers that would later be called drop-in centers. These were places that 

people came together to be in a safe, non-judgmental, non-stigmatizing 

environment. They were centers for education and advocacy, and the model 

continued to evolve through the use of Peer Recovery Support Services.  

 

Moving ahead in history, Alcoholics Anonymous was founded in 1935 by Bill 

Wilson and Dr. Robert Smith and later, Maryland developed the first statewide 

consumer organization in 1982, On our Own.   

 

Today, there are a number of people who lead the recovery movement. The 

following videos will allow you to get to know them more, and we will follow with 

questions after each presentation.  

 

Recovery Movements5 

Video Exercises 

Fort Belknap Peer Recovery 

NPR- www.npr.org/sections/health-shots/2017/05/27/529112467/two-sisters-try-to-

tackle-drug-use-at-a-montana-indian-reservation 

What did you see? What did you hear? How did it make you feel? 

 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

                                                 

5 Coyhis, D., White, W., (ND). Addiction and Recovery in Native American: Lost History, Enduring 

Lessons. Retrieved from: https://storage.googleapis.com/quantumunitsed-

com/materials/1540_addictionrecoveryinnativeamericans.pdf 

 

http://www.npr.org/sections/health-shots/2017/05/27/529112467/two-sisters-try-to-tackle-drug-use-at-a-montana-indian-reservation
http://www.npr.org/sections/health-shots/2017/05/27/529112467/two-sisters-try-to-tackle-drug-use-at-a-montana-indian-reservation
https://storage.googleapis.com/quantumunitsed-com/materials/1540_addictionrecoveryinnativeamericans.pdf
https://storage.googleapis.com/quantumunitsed-com/materials/1540_addictionrecoveryinnativeamericans.pdf
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Ron Burton TRAC Peer Mentor Eastern Shoshone- 

www.youtube.com/watch?time_continue=4&v=GPKsPUjX5nc 

What did you see? What did you hear? How did it make you feel? 

 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

Joseph Rogers- www.youtube.com/watch?v=cRY43OA0G8c 

What did you see? What did you hear? How did it make you feel? 

 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

Bill White- www.youtube.com/watch?v=UaBSm8-BcDY             

What did you see? What did you hear? How did it make you feel? 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

 

Dan Fisher-  www.youtube.com/watch?v=R7024Nn_c_c 

What did you see? What did you hear? How did it make you feel? 

 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

 

 

http://www.youtube.com/watch?time_continue=4&v=GPKsPUjX5nc
http://www.youtube.com/watch?v=cRY43OA0G8c
http://www.youtube.com/watch?v=UaBSm8-BcDY
http://www.youtube.com/watch?v=R7024Nn_c_c
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Don Coyhis- 

www.bing.com/videos/search?q=white+bison+wellbriety+movement&&view=d

etail&mid=B14DEC51907E102052CDB14DEC51907E102052CD&FORM=VRDGAR 

What did you see? What did you hear? How did it make you feel? 

 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

 

Also see Appendix A: Addiction and Recovery in Native America:  Lost History, 

Enduring Lessons  

 

Pat Deegan- 

https://www.bing.com/videos/search?q=pat+degan+video&view=detail&mid=

90773273C2E50AE9956C90773273C2E50AE9956C&FORM=VIRE 

 

What did you see? What did you hear? How did it make you feel? 

 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

 

 

We are now going to share one of our homework assignments (#1).  

 

 

 

 

http://www.bing.com/videos/search?q=white+bison+wellbriety+movement&&view=detail&mid=B14DEC51907E102052CDB14DEC51907E102052CD&FORM=VRDGAR
http://www.bing.com/videos/search?q=white+bison+wellbriety+movement&&view=detail&mid=B14DEC51907E102052CDB14DEC51907E102052CD&FORM=VRDGAR
https://www.bing.com/videos/search?q=pat+degan+video&view=detail&mid=90773273C2E50AE9956C90773273C2E50AE9956C&FORM=VIRE
https://www.bing.com/videos/search?q=pat+degan+video&view=detail&mid=90773273C2E50AE9956C90773273C2E50AE9956C&FORM=VIRE
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FIRE 4: PEER SUPPORT DEFINED 
Native people were the first to use concepts of peer support to help their family 

members and friends in need (see Appendix B). Today informal networks of peer 

support continue among Native people. It has only been in the last 20 years that 

Western providers and funding agencies (e.g. SAMHSA) have embraced peer 

support and developed programs using peer support as an evidence based 

practice to help people in recovery.  Peer-based recovery support is the process 

of giving and receiving non-clinical assistance to achieve long-term recovery 

from mental health, physical health, substance abuse, and or addiction issues. 

This support is provided by people who are exceptionally credentialed and 

trained to assist others in initiating recovery, maintaining recovery, and 

enhancing the quality of personal and family life in long-term recovery.  

 

 

 

Exercise 

How do you define peer support?  

 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

 

  

Definition of a peer- Peer is defined as a person of equal standing. In the 

context of providing peer support, the word peer is used in a broader 

sense to refer to people who share in common a mutual lived experience. 

However, in the field of recovery worker education, it is necessary to define 

peer in a stricter sense as someone who is either a co-worker or a person 

who works in a similar organizational background, or someone of the same 

generation or cultural background who has suffered the effects of mental 

illness, substance use and or addiction. 
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The Montana Peer Task Force has worked in a collaborative effort with all 

stakeholders regarding Peer Support. There are three tiers of Peer Support: Peer 

Advocate (level I) 2. Peer Mentor (level II) 3. Peer Recovery Coach (level III). 

Once you complete this training and pass the exam, you will be a Certified Peer 

Mentor (Level II). Figure 1 summarizes the different levels and training 

requirements.  

FIGURE 1. LEVELS OF PEER SUPPORT 

 

 

 

 

 

 

Level 1: 
Peer 

Advocate

10 hours of training, 5 
continuing education 
per year.

Level 2: 
Peer 

Mentor

40 hour training. 
Clinical Supervision. 

20 continuing 
education per year.

Level 3: 
Peer 

Recovery 
Coach

90 hours of training, 2 
years in recovery, 20 
continuing education 
per year.
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FIGURE 2. CONTINUUM OF PEER SUPPORT 

 

 

Where do we find peer support in our communities and in our world? 

Tribal communities are full of people who utilize aspects of peer services as part 

of their system of care. Examples of peer services in tribal communities include 

families and extended families with kinship systems in place, community health 

workers who support peers with the lived experienced of recovery, tribal 

recovery programs that employ peers with the lived experience of recovery, 

elders who have the lived experience of recovery who are now respected for 

their knowledge and abilities to help others, medicine men, traditional 

ceremonies that employ individuals with similar lived experiences, and many 

others.  

 

The Montana Peer Network reports that more than half of the US has some form 

for peer services as part of their system of care. Many countries utilize peer 

services including Albania, England, Finland, New Zealand, and Sweden. Peer 
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programs may use different names for this kind of work, including: Peer Support 

Specialists, Recovery Support Specialists, Peer Counselors, Recovery Coaches, 

Peer Navigators, Peer Mentors, War Line Responders, Peer Bridger’s, Wounded 

Healers, and many others.  

 

What are the other disciplines that utilize peer support? 

Peer support is not exclusive to behavioral health. It has been used in other fields 

for a considerable amount of time. In some instances, peer support has been 

used for decades. These are some examples: cardiac units, fertility clinics, law 

enforcement, weight loss support groups, burn units, diabetes groups, and 

others.  

Video Exercise 

 

Watch the Ted Talks.com Video 

http://www.ted.com/talks/vikram_patel_mental_health_for_all_by_involving_all?

?utm_medium=social&source=email&utm_source=email&utm_campaign=ios-

share 

Why Peer Services?  

There is much evidence that supports peer support as a critical and effective 

strategy for ongoing health care and sustained behavior change for people 

with chronic diseases and other conditions. The benefits of peer support extend 

to the community, organizational, cultural, spiritual, and societal levels.  

 

A summary of studies found that social support:  

 Decreases morbidity and mortality rates 

 Increase life expectancy 

 Increases knowledge of a disease 

 Improves self-efficacy  

 Improves self-reported health status and self-care skills, including 

medication adherence 

 Reduces the use of emergency services. 

http://www.ted.com/talks/vikram_patel_mental_health_for_all_by_involving_all??utm_medium=social&source=email&utm_source=email&utm_campaign=ios-share
http://www.ted.com/talks/vikram_patel_mental_health_for_all_by_involving_all??utm_medium=social&source=email&utm_source=email&utm_campaign=ios-share
http://www.ted.com/talks/vikram_patel_mental_health_for_all_by_involving_all??utm_medium=social&source=email&utm_source=email&utm_campaign=ios-share
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The reciprocal benefits of peer support have also been demonstrated. Provides 

of social support report less depression, heightened self-esteem and self-

efficacy, and improved quality of life.  

 

What are the benefits of peer support?  

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

 

 

Fill in the blank 

In _________________________________we sometimes put up emotional walls to 

deal with the stresses of our job. Peer support should make you realize you are 

not alone behind those walls.”-Anonymous blog 
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ACTIVITY: Draw your recovery journey on 

the graph to the left. 

REFLECTION: Is your recovery journey a 

straight upwards line or more wavy-with 

ups and downs? What are the upward 

points? What are the downward points? 

Are their areas where you plateaued? 

 

Recovery 

Recovery is possible. You are the evidence. 

 

 

 

 

 

 

 

 

 

 

                               

 

 

 

 

Time 
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Exercise 

Defining recovery can be difficult. What is it exactly/ Recovery could be 

described as fluid and ever changing elements that can shift, proving to be 

elusive when trying to pin down. It does not have a start or a stopping point. It 

may be challenging to say when it beings and when it fades away. The path 

that a person takes in recovery may be different than that of another. Recovery 

may have many ups and downs. Do you agree? 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

 

In our work, it may seem at times that the person we are working with is not in 

recovery at all, yet at other times they may appear to be in recovery. Thin about 

your own recovery experience. Were there times when you hit a plateau? How 

might that have looked to someone on the outside? This is important to 

remember in peer support work. We as individual define recovery however we 

must remember that it is just that, our own definitions of recovery. Each and 

every person defines recovery differently. Many people have tried to define 

recovery, and from these definitions these are the themes that are most 

important.  

Recovery may be described as: 

 Living without symptoms 

 Healing 

 Regaining one’s humanity 

 Learning to live again 

 Adapting 

Wellness may be defined as: 

 Living fully in the community 

 Going back to work 

 Overcoming health challenges 
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Cultural recovery is one unique aspect of recovery that is often overlooked in 

our work. 6 

 Cultural recovery involves regaining a viable ethnic identity and acquiring 

a functional social network committed to the person’s recovery;  

 Making a religious, spiritual, or moral recommitment; reengaging in 

recreational or vocational activities; and 

 Gaining a social role in the recovering community, society at large, or 

both.   

 

Those individuals who fail to make a satisfactory cultural recovery are at risk for 

re-addiction.   

 

In the peer movement when we say “recovery” we do not mean cure. To date 

there is no cure for mental illness, substance abuse or addiction. However, there 

is a great deal of information about recovery and many have tried to define it.  

Exercise 

 

What does recovery mean to you? Write your answers below: 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

 

The Substance Abuse and Mental Health Service Administration (SAMHSA) is a 

division of the federal government and the Department of Health and Human 

Services. SAMHSA is leading recovery funding efforts in the United States.  

The Substance Abuse and Mental Health Services (SAMHSA) recognizes there 

are many different pathways to recovery and each individual determines his or 

her own way. SAMHSA engaged in a dialogue with consumers, persons in 

                                                 

6 Chase, D (ND). Alcohol Abuse and Dependence in Native Americans. Retrieved from: 

https://www.ihs.gov/telebehavioral/includes/themes/newihstheme/display_objects/documents/

slides/education/alcoholabuse_121312.pdf 
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recovery, family members, advocates, policy-makers, administrators, providers, 

and others to develop the following definition and guiding principles for 

recovery. The urgency of health reform compels SAMHSA to define recovery 

and to promote the availability, quality, and financing of vital services and 

supports that facilitate recovery for individuals. In addition, the integration 

mandate in title II of the Americans with Disabilities Act and the Supreme Court’s 

decision in Olmstead v. L.C., 527 U.S. 581 (1999) provide legal requirements that 

are consistent with SAMHSA’s mission to promote a high-quality and satisfying life 

in the community for all Americans. 

SAMHSA has established a working definition of recovery that defines recovery 

as a process of change through which individuals improve their health and 

wellness, live self-directed lives, and strive to reach their full potential. Recovery is 

built on access to evidence-based clinical treatment and recovery support 

services for all populations.  

 

The RMTLC-TRAC definition of recovery is a commitment and choice of every 

“unique” and “sacred” individual to make a personal change in their life through 

self or supported services in response to maintaining a “holistic” healthy and 

productive lifestyle. This is ultimately accomplished through a life style that is 

balanced through mental, physical, social, emotional, and spiritual well-being in 

harmony with one’s chosen culture and identity. In support of this, there are 10 

universal guiding principles of recovery. 
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SAMHSA has delineated four major dimensions that support a life in recovery: 

 Health—overcoming or managing one’s disease(s) or symptoms—for 

example, abstaining from use of alcohol, illicit drugs, and non-prescribed 

medications if one has an addiction problem—and, for everyone in 

recovery, making informed, healthy choices that support physical and 

emotional well-being. 

 Home—having a stable and safe place to live. 

 Purpose—conducting meaningful daily activities, such as a job, school 

volunteerism, family caretaking, or creative endeavors, and the 

independence, income, and resources to participate in society. 

 Community—having relationships and social networks that provide support, 

friendship, love, and hope. 

  

Spiritual

Health

Home

Purpose

Community
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Role Play 

Exercise Role Play 

Take the five dimensions from above and apply them to your own life. Give an 

explanation for each one. Share your responses with someone else. 

 

How would you describe your health? 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

 

How would you describe your home? 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

 

What gives you a sense of purpose? 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

 

How would you describe your community?  

 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 
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Now, how can you apply these four dimensions to your work as a peer 

supporter?  

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

 

 

  



DRAFT Peer Support Specialist Manual   Rev. 12-5-17 

37 | P a g e  

 

FIRE 5: GUIDING PRINCIPLES OF RECOVERY 

 

 

Emerges from 
Hope

Culturally 
Based

Addresses 
Trauma

Strengths and 
Responsibility

Respect

Person Driven

Many 
Pathways

Holistic
Supported by 

Peers

Relationships

FIGURE 3. 10 RECOVERY PRINCIPLES 

There are ten guiding principles of recovery: 

1. Recovery emerges from hope 

2. Recovery is person-driven 

3. Recovery occurs via many pathways 

4. Recovery is holistic 

5. Recovery is supported by peers and allies. 

6. Recovery is supported through relationship and social networks 

7. Recovery is culturally-based and influenced 

8. Recovery is supported by addressing trauma:  

9. Recovery involves individual, family, and community strengths and 

responsibility 

10. Recovery is based on respect:  
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Recovery is Recovery emerges from hope: The belief that recovery is real 

provides the essential and motivating message of a better future – that people 

can and do overcome the internal and external challenges, barriers, and 

obstacles that confront them. Hope is internalized and can be fostered by 

peers, families, providers, allies, and others. Hope is the catalyst of the recovery 

process.  

 

Notes:_______________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

_ 

  

The fire of hope almost went out; we have to rekindle it. – Chief Red 

Cloud (Mahpiya Luta), Oglala Lakota 1822-1909 
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Recovery is person-driven: Self-determination and self-direction are the 

foundations for recovery as individuals define their own life goals and design 

their unique path(s) towards those goals. Individuals optimize their autonomy 

and independence to the greatest extent possible by leading, controlling, and 

exercising choice over the services and supports that assist their recovery and 

resilience. In so doing, they are empowered and provided the resources to 

make informed decisions, initiate recovery, build on their strengths, and gain or 

regain control over their lives. 

 

Notes:_______________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

 

 

 

May the stars carry your sadness away. May the flowers fill your heart 

with beauty. May hope forever wipe away your tears, and above all, 

may silence make you strong. – Chief Dan George  
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Recovery occurs via many pathways: Individuals are unique with distinct needs, 

strengths, preferences, goals, culture, and background including trauma 

experiences that affect and determine their pathway(s) to recovery. Recovery is 

built on the multiple capacities, strengths, talents, coping abilities, resources, 

and inherent value of each individual. Recovery pathways are highly 

personalized. They may include professional clinical treatment; use of 

medications; support from families and in schools; faith-based approaches; peer 

support; and other approaches. Recovery is non-linear, characterized by 

continual growth and improved functioning that may involve setbacks. Because 

setbacks are a natural, though not inevitable, part of the recovery process, it is 

essential to foster resilience for all individuals and families. Abstinence from the 

use of alcohol, illicit drugs, and non-prescribed medications is the goal for those 

with addictions. Use of tobacco and non-prescribed or illicit drugs is not safe for 

anyone. In some cases, recovery pathways can be enabled by creating a 

supportive environment. This is especially true for children, who may not have 

the legal or developmental capacity to set their own course. 

 

Notes:_______________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

We walk in our moccasins upon the earth and beneath the sky. as we travel 

on life’s path of beauty we will live a good life and reach an old age- 

Unknown 
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Recovery is holistic: Recovery encompasses an individual’s whole life, including 

mind, body, spirit, and community. This includes addressing: self-care practices, 

family, housing, employment, education, clinical treatment for mental disorders 

and substance use disorders, services and supports, primary healthcare, dental 

care, complementary and alternative services, faith, spirituality, creativity, social 

networks, transportation, and community participation. The array of services and 

supports available should be integrated and coordinated. 

Notes:_______________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

_ 

  

We do not go into ceremony to talk about god. We go into ceremony to 

talk with god. - Quanah Parker, Comanche 
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Recovery is supported by peers and allies: Mutual support and mutual aid 

groups, including the sharing of experiential knowledge and skills, as well as 

social learning, play an invaluable role in recovery. Peers encourage and 

engage other peers and provide each other with a vital sense of belonging, 

supportive relationships, valued roles, and community. Through helping others 

and giving back to the community, one helps one’s self. Peer-operated supports 

and services provide important resources to assist people along their journeys of 

recovery and wellness. Professionals can also play an important role in the 

recovery process by providing clinical treatment and other services that support 

individuals in their chosen recovery paths. While peers and allies play an 

important role for many in recovery, their role for children and youth may be 

slightly different. Peer supports for families are very important for children with 

behavioral health problems and can also play a supportive role for youth in 

recovery. 

 

Notes:_______________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

Hear me not for myself, but for my people… Hear me that they may 

once more go back into the sacred hoop and find the good red road, 

the shielding tree! - 

Black Elk 
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Recovery is supported through relationship and social networks: An important 

factor in the recovery process is the presence and involvement of people who 

believe in the person’s ability to recover; who offer hope, support, and 

encouragement; and who also suggest strategies and resources for change. 

Family members, peers, providers, faith groups, community members, and other 

allies form vital support networks. Through these relationships, people leave 

unhealthy and/or unfulfilling life roles behind and engage in new roles (e.g., 

partner, caregiver, friend, student, and employee) that lead to a greater sense 

of belonging, personhood, empowerment, autonomy, social inclusion, and 

community participation. 

Notes:_______________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

  

Hold on to what is good, even if it’s a handful of earth. Hold on to what 

you believe, even if it’s a tree that stands by itself. hold on to what you 

must do, even if it’s a long way from here. hold on to your life, even if it 

is easier to let go. hold on to my hand, even if someday I’ll be gone 

away from you. - Pueblo Indian Prayer 
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Recovery is culturally-based and influenced: Culture and cultural background in 

all of its diverse representation including values, traditions, and beliefs are key in 

determining a person’s journey and unique pathway to recovery. Services 

should be culturally grounded, attuned, sensitive, congruent, and competent, 

as well as personalized to meet each individual’s unique needs. 

Notes:_______________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

Being Indian is an attitude, a state of mind, a way of being in harmony 

with all things and all beings. It is allowing the heart to be the distributor 

of energy on this planet; to allow feelings and sensitivities to determine 

where energy goes; bringing aliveness up from the Earth and Sky, 

putting it in and giving it out from the heart- Brooke Medicine Eagle, 

Crow 



DRAFT Peer Support Specialist Manual   Rev. 12-5-17 

45 | P a g e  

 

Recovery is supported by addressing trauma: The experience of trauma (such as 

physical or sexual abuse, domestic violence, war, disaster, and others) is often a 

precursor to or associated with alcohol and drug use, mental health problems, 

and related issues. Services and supports should be trauma-informed to foster 

safety (physical and emotional) and trust, as well as promote choice, 

empowerment, and collaboration. 

Notes:_______________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

Healing doesn’t mean the damage never existed. it means the damage no 

longer controls our lives- Akshay Dubey 
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Recovery involves individual, family, and community strengths and responsibility: 

Individuals, families, and communities have strengths and resources that serve 

as a foundation for recovery. In addition, individuals have a personal 

responsibility for their own self-care and journeys of recovery. Individuals should 

be supported in speaking for themselves. Families and significant others have 

responsibilities to support their loved ones, especially for children and youth in 

recovery. Communities have responsibilities to provide opportunities and 

resources to address discrimination and to foster social inclusion and recovery. 

Individuals in recovery also have a social responsibility and should have the 

ability to join with peers to speak collectively about their strengths, needs, wants, 

desires, and aspirations. 

Notes:_______________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

 

Humankind has not woven the web of life. We are but one thread within 

it. Whatever we do to the web, we do to ourselves. All things are bound 

together. All Things are connected. -Chief Seattle 1854 
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Recovery is based on respect: Community, systems, and societal acceptance 

and appreciation for people affected by mental health and substance use 

problems – including protecting their rights and eliminating discrimination – are 

crucial in achieving recovery. There is a need to acknowledge that taking steps 

towards recovery may require great courage. Self-acceptance, developing a 

positive and meaningful sense of identity, and regaining belief in one’s self are 

particularly important. 

 

 

Notes:_______________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

 

It does not require many words to speak the truth. – Chief Joseph, Nez 

Perce 
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SAMHSA developed a working definition of recovery to help policy makers, 

providers, funders, peers/consumers, and others design, measure, and reimburse 

for integrated and holistic services and supports to more effectively meet the 

individualized needs of those served. 

Many advances have been made to promote recovery concepts and 

practices. There are a variety of effective models and practices that States, 

communities, providers, and others can use to promote recovery. However, 

much work remains to ensure that recovery-oriented behavioral health services 

and systems are adopted and implemented in every state and community. 

Drawing on research, practice, and personal experience of recovering 

individuals, within the context of health reform, SAMHSA will lead efforts to 

advance the understanding of recovery and ensure that vital recovery supports 

and services are available and accessible to all who need and want them. 

Exercise 

Take some time to answer the following questions.  

How has your life experience shaped your beliefs about recovery? 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

 

Have your beliefs about recovery changed over the course of your recovery 

journey? 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

 

Do you believe that recovery is possible for everyone? 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 
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FIRE 6: TECHNOLOGY BASED RECOVERY SUPPORTS 
We encourage you to review the resources available online to learn more about 

how recovery is happening in our communities, state, nation, and world. We 

know you will be inspired! Please share these resources and your favorites with 

us! 

 

Do you pin? - https://www.pinterest.com/mississippisrn/recovery-is-possible/ 

 

Facebook - https://www.facebook.com/RecoveryIsPossibleBlog 

 

Tweet? - https://twitter.com/Choose2Recover 

 

Tumblr? - http://www.tumblr.com/search/reCovery+is+possible 

App – www.Sobergrid.com 

 

Website – www.smartrecovery.org 

 

YouTube – “peer support” over 650,000 results 

 

Online support groups – www.supportgroupcentral.com 

  

https://www.pinterest.com/mississippisrn/recovery-is-possible/
https://www.facebook.com/RecoveryIsPossibleBlog
https://twitter.com/Choose2Recover
http://www.tumblr.com/search/reCovery+is+possible
http://www.sobergrid.com/
http://www.smartrecovery.org/
http://www.supportgroupcentral.com/
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Training Evaluation – Reclaiming the Fire Day 1 

        

Date:                                                                     Location of Training:               

                                

  1=poor 2=moderate 3= average 4=above average 5=Excellent 

 

How would you rate the training today?  1 2 3 4 5 

How would you rate the history and definitions of peer support?  1 2 3 4 5 

How would you rate the presenter? 1 2 3 4 5 

How would you rate the resources provided? 1 2 3 4 5 

How would you rate the role play scenarios? 1 2 3 4 5 

 

Would you recommend this training to other peer supporters?             

  

 

What did you find most helpful in the training? 

 

 

What would you like to of been covered that was not? 

 

 

Other comments  
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Chapter 2 The Lodge (Thipi)7 

  

                                                 

7 Ullrich, Jan (2012) [2008]. New Lakota Dictionary. Lakota Language Consortium. p. 525. ISBN 0-

9761082-9-1. LCCN 2008922508. 

https://en.wikipedia.org/wiki/International_Standard_Book_Number
https://en.wikipedia.org/wiki/Special:BookSources/0-9761082-9-1
https://en.wikipedia.org/wiki/Special:BookSources/0-9761082-9-1
https://en.wikipedia.org/wiki/Library_of_Congress_Control_Number
https://lccn.loc.gov/2008922508
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Day Two Agenda 
Chapter 2: The Teepee (thípi) 

Recap Day 1, Overview of Day 2 

Fire 7: Montana Peer Support Task Force 

Fire 8: Study of State Peer Services and Training Standardization 

Fire 9: Certified Behavioral Health Peer Support Specialist 

Fire 10: Scope of Practice 

Fire 11: Personal Boundaries 

Fire 12: Code of Ethics 

Fire 13: Our Recovery Journey 

Fire 14: Clinical Supervision 

Fire 15: Benefit Planning 

Day Two Learning Objectives: 

 Understand the role of the State of Montana, the Montana Peer Support 

Task Force, and the Transitional Recovery and Culture Project. 

 Know the requirements for the State of Montana Peer Services Training 

Standardization process. 

 Distinguish between Peer Advocate, Peer Mentor, and Peer Recovery 

Coach. 

 Outline the scope of practice for Peer Mentors 

 Discuss the Peer Mentor Code of Ethics. 

 Understand the clinical supervision requirements for Peer Mentors 

 Discuss benefit planning as it relates to addiction and mental health.  
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DAY TWO THE LODGE 
In this chapter we will use a teepee to describe the different aspects of what it 

means to “dwell” in peer recovery support. The word tipi or teepee comes into 

English from the Lakota word thípi. Thipi means "a dwelling" or "they dwell". The 

teepee was a Plains Indian home that provided warmth in the winter and 

coolness in the summer. The teepee poles are sturdy and very difficult to find, 

and historically tribes would trade one horse for five teepee poles.  The teepee 

entrance faces east toward the rising sun. Historically, women were in charge of 

teepees. Inside the teepee a small fire is used for cooking and warmth. The 

open space at the top of the teepee lets the smoke out. Teepees have little 

furniture in them. Historically, teepee etiquette required an invitation to enter, if 

the flap was open a guest could go in. If the teepee flap was closed, the guest 

announced themselves and waited for an invitation to enter the teepee. 8 

 

Peer to peer recovery support is similar to the structure and protocols of the 

teepee. We dwell with one another, in recovery, in our professional lives, and in 

our homes. The fire that burns inside a teepee is similar to the fire that we have in 

our hearts to do what the Creator has asked us to do, to help one another. Peer 

to peer recovery support does not require a fancy building with furniture and 

equipment, like our teepees. Is only requires the lived experience of recovery, 

and the invitation to help another person in recovery. Thinking about our 

ancestors and the protocols for entering the teepee, we see similarities in 

protocols for offering help to our relatives in need. It is important to wait until 

they are ready, they give us the permission, to engage in peer to peer services. 

 

Peer to peer recovery support includes a number of different organizations and 

professional standards. In this Chapter, we will cover some of these standards for 

the State of Montana. Keep in mind that these may be different in tribal 

communities and other states.  The TRAC program partners with the Montana 

Peer Support Task Force to implement training, collaboration, and peer services 

for Native people in Montana.  

  

                                                 

8 Tepees with Native Americans in Olden Times (ND). Retrieved from: 

http://nativeamericans.mrdonn.org/plains/teepees.html 
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FIRE 7: MONTANA PEER SUPPORT TASK FORCE 
The Peer Support Task Force was formed in a collaborative effort between the 

Addictive and Mental Disorder Division and Montana’s Peer Network in January 

2012. 

The Peer Support Task Force identified key areas of need in Montana in order to 

achieve its mission: 

 Collaboration 

 Study of other state peer services 

 Standardization of training 

 Funding for sustainable peer services 

 

These four areas are further described own below. 

COLLABORATION 

Since its inception the Peer Support Task Force has successfully brought together 

the individuals and organizations to ensure a wide view of peer services in 

Montana these include: 

 Peer Supporters 

 Montana’s Peer Network 

 Mental Health America of Montana 

 Disability Rights Montana 

 NAMI 

 Summit Independent Living Center 

 State of Montana – Children’s Mental Health Bureau, Addictive and 

Mental Disorder Division (includes both the addiction and mental health 

staff), Job Service, Dept. of Labor 

 Veterans Administration of Montana 

 Native American community members 

 Western Montana Mental Health Centers 

 Center for Mental Health 

 Winds of Change Mental Health Center 

 Southeastern Montana Mental Health Centers 

 Consumer Direct 

 Helena College 

 Parents Let’s Unite for Kids (PLUK) 
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FIRE 8: STUDY OF OTHER STATE PEER SERVICES AND TRAINING 

STANDARDS 
Twenty-five state peer service directors or managers from around the nation 

were contacted to better understand the complex issues around developing 

statewide standardized peer services. Many states sent copies of their state 

toolkit, handbooks and related documents. The PSTF then studied the data to 

assist in the development of Montana’s plan.  

 

These States included: Alabama, Alaska, Arizona, Florida, Hawaii, Indiana, Iowa, 

Kansas, Kentucky, Massachusetts, Michigan, Minnesota, Missouri, New Jersey, 

North Carolina, Ohio, Oklahoma, Pennsylvania, South Carolina, Tennessee, 

Texas, Utah, Washington, Wisconsin, and Wyoming. Next the PSTF contacted 

national experts on peer services and invited them to meetings to share their 

experience in developing peer services around the country and around the 

world, so we could better understand this complicated process. These experts 

included, Mark Salzer, Ph. D, Larry Fricks, Director Appalachian Consulting 

Group, Patrick Hendry Senior Director of Mental Health America National and 

Robyn Priest consultant of Peerlink National Technical Assistance Center. 

 

The PSTF then collected white papers and resource guides such as: 

 “Peer Specialist Training and Certification Programs” National Overview, 

Texas Institute for Excellence in Mental Health  - 

http://sites.utexas.edu/mental-health-institute/peer-specialist-training-

and-certification-programs-a-national-overview/ 

 SAMHSA’s Strategic Initiative #4 Peer Support 

http://store.samhsa.gov/shin/content/SMA11-4629/06-

RecoverySupport.pdf 

 Pillars of Peer Support www.pillarsofpeersupport.org 

 Depression and Bipolar Support Alliance “20 Pillars of Successful Peer 

Support”  www.dbsa.org 

 “Certified Peer Specialist Training Programs Descriptions” Mark Salzer, Ph. 

D, www.upennrrtc.com 

  

http://sites.utexas.edu/mental-health-institute/peer-specialist-training-and-certification-programs-a-national-overview/
http://sites.utexas.edu/mental-health-institute/peer-specialist-training-and-certification-programs-a-national-overview/
http://store.samhsa.gov/shin/content/SMA11-4629/06-RecoverySupport.pdf
http://store.samhsa.gov/shin/content/SMA11-4629/06-RecoverySupport.pdf
http://www.pillarsofpeersupport.org/
http://www.dbsa.org/
http://www.upennrrtc.com/
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Standardization of Peer Training 

In looking at other state plans for peer services the Task Force quickly identified 

the need for standardization. The Standardization of peer services will insure the 

following key quality criteria for providers, the state and peer supporters: 

 Standardized training 

o Affordable and accessible peer support training available 

statewide 

o Continuity in skill sets 

o Professional standing 

 Continuity in workforce development 

o Code of Ethics for all peer supporters 

o Scope of Practice for all peer supporters 

o Readiness Assessments (peer supporters and employers) 

o Clinical supervision and support for peer supporters 

o Multiple funding options for employers 

 Establishment of a recovery-oriented curricula for peers and employers 

o 3 levels of peer support training components identified and 

developed 

o Identified continuing education requirements 

 Paradigm shift on “peer delivered recovery-oriented” organizational and 

leadership changes to impact the human, social and financial 

consequences of untreated serious mental illness and substance abuse 

o Toolkit development and implementation 

o Community integration of recovery services 

o Peer services are available in a variety of settings 

o Meets Federal expectations for health care 

 

TRAC partners with the Montana Peer Network to share resources and 

information. Montana Peer Services Toolkit can be found at 

www.mtpeernetwork.org/resources under the dropdown labelled ‘toolkits and 

handbooks’. An updated version will be available in late 2017. 

  

http://www.mtpeernetwork.org/resources
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Funding for Peer Services 

 Medicaid Waivers 

 Community Based Psychiatric Rehab 

 State and Federal Grants 

 Money Follows the Person Program 

 Private Insurance 

 Veterans Administration 

 Treatment Courts 

 County Funding 

 Montana Mental Health Trust 

 Fee for Service 

 

Eastern Shoshone Recovery in Fort Washakie Wyoming has successful 

implemented 3rd party billing for PRS services. Other Tribes are currently 

developing capacity to bill for PRS in the future. For more information about the 

Eastern Shoshone program, please visit their website at: 

www.easternshoshonerecovery.org 

 

 

  

http://www.easternshoshonerecovery.org/
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FIRE 9: CERTIFIED BEHAVIORAL HEALTH PEER SUPPORT 

SPECIALIST 
 

The Board of Behavioral Health oversees certification of Behavioral Health Peer 

Support Specialists. ( http://boards.bsd.dli.mt.gov/bbh#0?1 )  

October 1, 2017 certification will go into effect.  

 

Applications can be found on their website. The process is outlined below. 

 

TABLE 1. CERTIFICATION PROCESS FOR PRS 

Initial Certification Every Subsequent Year 

$125 initial fee $115 yearly fee 

Complete application  

Attest to having been diagnosed with 

a behavioral health disorder, received 

treatment and are in recovery 

20 Continuing Education hours 

40 training hours & pass exam Clinical supervision 1 hour for every 20 

hours 

Fingerprinted/pass background 

check 

Maintain clinical supervision 

documentation 

 

Must be 2 years in recovery (with no 

hospitalizations or incarcerations)  

Remain in recovery 

Written agreement with clinical 

supervisor including work plan as 

outlined in rules 

Abide by code of ethics 

 

Digital presentation developed by Montana’s Peer Network related to 

the certified behavioral health peer support specialist can be found 

at: https://prezi.com/view/bq3wZK8eUWELMQGKLYcJ/ 

 

For more information about the State of Montana guidelines, see 

Appendix B. 

http://boards.bsd.dli.mt.gov/bbh#0?1
https://prezi.com/view/bq3wZK8eUWELMQGKLYcJ/
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Montana’s Peer Network September 2017 podcast on certification can be 

found by searching “Recovery Talks” in your iTunes library or wherever you listen 

to podcasts! 

 

Below is a list of significant rules for certification. This list is not complete. We 

recommend you familiarize yourself with the rules for certification found at the 

Board of Behavioral health website. 

 

1. Training hours may include peer support education hours completed in 

the past 5 years. (grandfathering) 

 

2. An applicant shall not work as a certified behavioral health peer support 

specialist until the effective date of the certificate. 

 

3. On the job training does not qualify as approvable education hours.   

 

4. CBHPSS – Certified Behavioral Health Peer Support Specialist 

 

5. The CBHPSS must maintain the record of supervision…for a minimum of 7 

years and may be requested by the board at any time.  
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Role and Scope of Peer Support 

 

Exercise 

What is the role of peer support in the work place? We may work alongside 

counselors, doctors, nurses, psychiatrists, case managers, and other health care 

professionals.  Where do we fit? As a peer supporter, our greatest strength is our 

“lived experience in recovery”. Our work is primarily based on our experience 

not on our education. This is different than the other professionals we work with. 

Our recovery journey is the basis our work in peer support. 

 

Think about a time in your life when you were accompanied by 

someone with great knowledge or expertise that was greater 

than your own. 

 

How did you feel or what were your thoughts about that experience? 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

 

How did you handle that experience? How would you approach this situation if 

you were the one with the knowledge or expertise? 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

Consider your experience when providing support to others. What is helpful? 

What is harmful? 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 
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One reason behind formalizing peer support is to provide a clear definition of 

the work itself. This in turn can increase understanding and respect for what we 

do. If we do not have a clear definition it is easy to overlap other professions, 

create confusion, or blur our role. 

 

As an example: Do we ask a nurse to diagnose a patient? No, 

that is the job of the doctor. The nurse may take notes, they may 

ask lots of questions, they may even have an opinion on the 

diagnosis but they do not diagnose. It is the role of the doctor. 

 

EXERCISE 

 

Let’s, talk about what we actually do as peer supporters. 

 

Describe the role of peer support where you work? What do you do? 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

 

If you were your own peer supporter what would you expect from you? 

 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 
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What are your expectations of a peer supporter as it relates to the professional 

workplace? 

 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

 

What is our greatest strength as a peer supporter? 

 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________  
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FIRE 10: SCOPE OF PRACTICE 
Defining a professional role is often called a Scope of Practice. This defines the 

procedures, actions and skills a professional can undertake in a given field. All 

healthcare professional fields have a scope of practice. A scope of practice 

can help us define where one job function ends and one begins. At times issues, 

may arise when one profession bumps into other profession. Another way to 

describe it is a way to “stay in our lane.” Scope of practice is different than a job 

description. Your workplace will have a job description that will fit within the 

context of the peer support scope of practice. 

 

 

Understanding our role as Peer Mentors is important. 9 

A Peer Mentor is NOT a: 

 Counselor 

 Social worker 

 Judge 

 Psychologist 

 Lawyer 

 Pastor 

 Sponsor 

 Doctor 

 Case worker 

 Financial adviser 

 Loan officer 

 Marriage counselor 

 Roommate 

 Landlord 

 Best friend 

 

                                                 

9 McShin RCM (ND). Recovery Manual for Web. What A Coach is Not. pp. 4 

 

Good qualities of a peer supporter are being a good listener, an effective 

communicator, and compassionate.  
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MONTANA SCOPE OF PRACTICE – PEER SUPPORTER 

RECOVERY SUPPORT 

 Knowledge, Skills and Abilities 

 Provide peer support that is mutual and respectful 

 Be able to assist others in developing their own wellness or 

recovery plan 

 Understand the key components of the recovery process 

 Be able to facilitate a peer support group 

 Be able to connect others to community resources 

 Have a working knowledge of the mind body connection and its 

relation to recovery 

 Provide education around wellness and recovery 

 Be able to listen and be present in the moment 

MENTORING 

 Knowledge, Skills and Abilities 

 Act as a role model for wellness and recovery 

 Assist others in recognizing and building natural supports 

 Be able to support others in planning and achieving their own goals 

at their own pace 

 Utilize a strength based approach 

 

PROFESSIONAL RESPONSIBILITY 

 Knowledge, Skills and Abilities 

 Fulfill necessary training and continuing education requirements 

 Understand the role of peer support in the system 

 Understand and abide by a code of ethics and standards 

 Be able to work as part of a treatment team 

 Understand the importance of confidentiality and HIPAA 

 Understand mandatory reporting and why this is necessary 

 Participate in clinical supervision 

 Understand risk factors for suicide 

ADVOCACY 

 Knowledge, Skills and Abilities 

 Provide education around self- advocacy 

 Assure those they work with know their rights and responsibilities 

 Provide referrals to other community supports 
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Exercise 

Can you think of other areas that may be different when working in tribal 

communities or with Native people?  

 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 
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FIRE 11: PERSONAL BOUNDARIES 
Personal boundaries are guidelines, rules or limits that a person creates to 

identify for themselves what are reasonable, safe and permissible ways for other 

people to behave around him or her and how they will respond when someone 

steps outside those limits.  

Exercise 

Demonstration Exercise  

 Everyone please stand up and form two lines of equal numbers facing 

one another. 

 The line on the right- please take one step forward. 

 Then the line on the left- take one step forward. 

 The line on the right- please take one step forward, now the left 

 Continue doing this until you feel uncomfortable then stop. 

 Now raise your hand and take one step backwards. 

 Are you still uncomfortable? Take a step back until you feel comfortable. 

 Discussion 

 How did taking a step back change the way you feel? 

 Look at your neighbors are they further forward than you or further back? 

 Who was the closet? Who was farthest away? 

 Thank you - everyone can sit down now 

 

 

What did you learn from this exercise? What did you feel or sense? 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

 

What are some other boundaries we find in everyday life?  

Example - some people are “huggers” others are not. 

 

What are your own boundaries? 
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______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

 

As a peer supporter have you ever found yourself in situations that made you 

feel uncomfortable? This is common. Knowing what your personal boundaries 

are and being prepared before-hand will allow you to handle these situations 

much more effectively.  

 

Describe a situation you have had or might have as a peer supporter that made 

or would make you uncomfortable. 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

 

 What are some social norms or boundaries we find in everyday life?  

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

What would you do if a peer you are working with asks for your home phone 

number? 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

 

How would you respond if a peer you are working with asks you to come over to 

their home for a barbeque with some of their other friends on Saturday?  

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 
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FIRE 12: CODE OF ETHICS 
This Code of Ethics and Standards was developed by the Montana Peer Support Task 

Force and is the accepted standard for all levels of peer supporters in Montana.  

1. Peer Supporters act in a way that encourages and promotes recovery for 

themselves and those they serve without placing judgment on the recovery 

path of others 

2. Peer Supporters share their own recovery story in a manner that promotes 

recovery, instills hope and is a benefit to those they are serving 

3. Peer Supporters always use person first or recovery language and encourage 

this practice in others 

4. Peer Supporters maintain high standards of personal and professional 

conduct; always acting in a way that represents peer support in a positive and 

beneficial light  

5. Peer Supporters act as a positive role model in recovery  

6. Peer Supporters conduct themselves in way that fosters their own recovery. 

Peer Supporters will take personal responsibility to seek support and manage 

their wellness 

 7. Peer Supporters respect and protect the confidentiality, rights and dignity of 

those they serve  

8. Peer Supporters advocate for those they serve unless it would threaten the 

safety, security or recovery of others 

 9. Peer Supporters shall not engage in disputes between colleagues and those 

they serve or engage in inappropriate conversations with those they serve  

The code of ethics is a set of guidelines for behavior that must be followed for 

a given profession, Peer Supporter. 
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10. Peer Supporters take proper and adequate measures to prevent, report and 

correct unethical conduct  

11. Peer Supporters follow all State and Federal laws including Health Insurance 

Portability and Accountability Act (HIPAA)  

13. Peer Supporters shall report risk of imminent harm to self or others to their 

proper authorities and to their supervisor. When reporting, the minimum amount 

of information necessary will be given to maintain confidentiality  

15. Peer Supporters shall disclose any pre-existing relationships, sexual or 

otherwise to immediate supervisor prior to providing services to that individual  

16. Peer Supporters shall not accept receive or exchange gifts of value over $5 

from those they serve  

18. Peer Supporters shall not engage in or promote behaviors or activities that 

would jeopardize their own recovery or the recovery of those they serve  

19. Peer Supporters act in a way which does not exploit those they serve 

20. Peer Supporters shall not engage or offer advice on the matters of diagnosis, 

treatment, medications  

12. Peer Supporters are mandatory reporters of elder abuse and child abuse 

to appropriate authorities and supervisor  

14. Peer Supporters shall not enter into sexual or personal relationships with an 

individual they are providing services to or their immediate family member 

17. Peer Supporters shall not loan, give, lend or borrow money to or from those 

they serve  
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21. Peer Supporters shall not abuse, harass, demean or discriminate against 

others based on race, culture, religion, age, gender, gender identity, disability, 

nationality, sexual orientation, or economic condition  

. 

 

  

22. Peer Supporters meet the requirements for training, continuing education, 

clinical supervision, support and recertification 
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A Certified Behavioral Health Peer Support Specialist (CBHPSS) shall not:   

(a)  commit fraud or misrepresent services performed;   

(b)  engage or offer advice on the matters of diagnosis, treatment, or 

medications;   

(c)  divide a fee or accept or give anything of value for receiving or 

making a referral;   

(d)  violate a position of trust by knowingly committing any act 

detrimental to a client;   

(e)  engage in or promote behaviors or activities that would jeopardize 

the CBHPSS's recovery or the recovery of those they serve;   

(f)  participate in bartering, unless bartering is considered to be essential 

for the provision of services negotiated without coercion, and entered 

into at the client's initiative and with the client's informed consent.  A 

CBHPSS who accepts goods or services from a client as payment for 

professional services assumes the full burden of demonstrating that this 

arrangement will not be detrimental to the client or the professional 

relationship;   

(g)  exploit in any manner the professional relationships with clients or 

former clients, supervisees, supervisors, students, employees, or research 

participants;   

(h)  engage in or solicit sexual contact with a client or commit an act of 

sexual misconduct or a sexual offense if such act, offense, or solicitation is 

substantially related to the qualifications, functions, or duties of the 

CBHPSS;   

(i)  enter into sexual or personal relationships with a client or a client's 

immediate family member;   
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(j)  condone or engage in sexual harassment.  Sexual harassment is 

defined as deliberate or refuted comments, gestures, or physical contact 

of a sexual nature that are unwelcome by the recipient;   

(k)  discriminate in the provision of services on the basis of race, creed, 

religion, color, sex, physical or mental disability, marital status, age, or 

national origin;   

(l)  abuse, harass, demean, or discriminate against others based on race, 

culture, religion, age, gender, gender identity, disability, nationality, sexual 

orientation, or economic condition;   

(m)  provide professional services while under the influence of alcohol or 

other mind-altering or mood-altering drugs which impair delivery of 

services; or  

(n)  engage in any advertising which is in any way fraudulent, false, 

deceptive, or misleading.   
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 Role Playing With Ethics Scenarios 

Exercise 

 Under the right circumstances is it ok to loan a client a “few bucks” for 

smokes? 

 If the person you are working with is really attractive it is fine to have a 

romantic relationship with them as long as you don’t tell anyone.  

 After this training, you will no longer need to learn anything else in regard 

to being a peer supporter. 

 If a client is mean to you repeatedly its ok to demean them back, even 

call them names.  

 Having a few beers after work with peer supporters and clients is just fine 

with the boss. 

 You over heard your co-worker another peer supporter threatening a 

support group attendee because they “aren’t right in the head”. 

 “You should really change, because being a drunk is no way to be!” is a 

good statement for peer supporters to use. 

 On a peer support call if someone in another state says they “going to kill 

their loved one” there is no need to report it. After all they are not in 

Montana. 
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Exercise 

How can having a code of ethics benefit you as a peer supporter? 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

 

 

How does having a code of ethics protect those we work with? 

 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

 

 How will you use these in your work?  

 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 
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Recovery    

Together 

Everyone 

Achieves 

More 

 

Recovery takes a group effort. Rarely does a person recover independently. 

Typically, it requires a team approach. As a peer supporter, we will be part of a 

large team. The individual we are working with is at the center of that team 

directing and guiding that team. (Self-Direction). As peer supporters, it is 

important we understand who our team members are and what they do on the 

team. To be effective in our role we should find ways to support the individual 

through their recovery. At times, we may need to share our own experience to 

enlighten the situation with the team. This is also part of our role. Most members 

of the team will not have a recovery experience, this is your area of expertise. 

 

Finding a balance between “doing for” vs “doing with” is important. Each of us 

is ultimately responsible for our own recovery. Be sure to check yourself by asking 

am I doing “for” this person? Or am I doing “with” this person.  As a peer 

supporter, we should never work harder than the individual we are working with. 

If recovery is going to be truly self- directed, then we have to allow space to do 

so. Being over bearing or trying to do for someone does not allow for recovery. 

Remember it is a process and only the individual can set the pace of that 

process.  

  



DRAFT Peer Support Specialist Manual   Rev. 12-5-17 

76 | P a g e  

 

 

Exercise 

 

Identify the members of the recovery team in which you will be working? Then 

next to each name write what their role will be. 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 
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FIRE 13: OUR OWN RECOVERY JOURNEY 
Our own recovery journey is at the heart of the work we do in peer support. It is 

important that we as peer supporters understand our own process of recovery 

regardless of the length of time. We need to be comfortable speaking about 

our journey to other people. Being able to describe 

our experience in a concise and hopeful manner is 

important. We want to tell our story in a way that will 

inspire or provide a sense of hope. A recovery story 

lets those you work will know you really do understand 

how difficult it can be. 

 

Some parts of our journey may bring up strong emotions for us. Take note. The 

more often we tell our story the better it becomes and the more we are able to 

handle those strong emotions. Each time we tell our story we gain new insight 

into our own experience. When telling our story, it is important to recognize the 

situation in which we are telling. We may at times have to tell only a portion of 

our story that fits the scenario in front of us. At other times, we may only be telling 

a small incident that we experienced along the way. Knowing what to share 

when is important. With recovery stories, it is not about rehashing old wounds. If 

you find yourself doing this, it should be regarded as an unresolved topic to 

bring to your counselor or recovery group.  

 

Being a peer supporter is about speaking from the heart. Honesty is of the 

utmost importance. There is no room for “one upping” in storytelling or sharing 

traumatic details of our experience, it’s about hope and inspiration. When 

sharing our recovery journey we want to highlight major turning points, particular 

recovery tools, people or expereinces that made a difference. We also share a 

part of the struggle this will show what we overcame to get where we are 

today. 

 

 

 

 

Recovery Timeline Homework Assignment #6 – let’s examine it closer!  

Recovery Works! 

I am the 

evidence! 
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Exercise 

Take a look at your personal recovery timeline. What are some of the important 

factors to consider when telling our recovery story? 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

 

 

 

From that list of important factors what are you willing or comfortable enough to 

share? 

 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

 

 

 

If you only had 5 minutes to share your recovery journey which parts would you 

share? 

 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 
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Recovery Talks   

 

Recovery Talks is a stand alone training developed by the Montana Peer 

Network designed to provide a model for a person in recovery to effectivly tell 

their own recovery story to an audience.  

 

Montana’s Peer Network strongly believes in the power of telling a recovery 

story. The staff and Board of Directors each tell their own recovery story 

throughout the year to inspire others, to advocate for systems change, and lastly 

to further their own recovery. Telling ones story allows for greater understanding 

of one’s own experience. This training was created due to the many requests by 

our members to develop a simple, straightforward program to assist those in 

recovery in telling their story. Telling a recovery story is very different than telling 

an illness based story. A recovery story includes the celebration of overcoming, it 

tells of positive change and of inspiration. A recovery story is contagious to those 

who hear it, planting a seed of hope or a whisper of courage. In this training you 

will find an outline for developing your own recovery story for presentation to an 

audience. You do not need any previous training or experience as a public 

speaker. In order to tell your recovery story, it is recommended that you prepare. 

 

 For the presenter, telling your recovery story in front of an audience can be 

empowering, inspiring, nerve racking and thrilling all at the same time. Recovery 

stories change the lives of the listeners, they change the life of the presenter. In 

this training you will find personal reflections from our Executive Director related 

to telling his recovery story. We hope you find this helpful. The first section will 

present you with some educational background and an outline. The second 

section is for you to begin the development of your own recovery story. We 

hope you find this training useful in developing your own recovery story. Now go 

inspire others. 
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Section 1 Recovery Talks 

Importance of telling our recovery story 

 

 Spreading the message “Recovery is possible!” 

 Inspire others 

 Reduce stigma 

 Diminish self-stigma 

 Gain insight 

 Advocate 

 

 

Recovery is possible 

 

Recovery is a process that allows people to live, work, learn, and participate 

fully in their communities. For some, this is the ability to live a fulfilling and 

productive life despite barriers or challenges. 

 

 

Inspire Others 

 

Be a beacon of hope for others who are struggling. One word, one sentence, 

one story can change a listener’s life. Let your audience know positive change 

can happen for them as it did for you.  

 

Reduce Stigma 

 

When it comes to mental health, addiction, substance use, physical disabilities 

and even recovery itself there is a great deal of stigma in the general public. 

Some is from a lack of awareness some of it is based out of fear. Whatever the 

reason, telling your recovery story in public removes one brick in the wall of 

stigma. 

 

Diminish self-stigma  

 

Self-stigma has recently been cited as a major public health concern, stopping 

people from seeking help or support when they are in distress, such as feeling 

suicidal.  Fear of discrimination is the key barrier that keeps many people from 

revealing symptoms and seeking help, services and treatment. When given a 
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diagnosis we may develop and hold certain negative beliefs about our self or 

our diagnosis. Self-stigma is very powerful and deeply damaging to the psyche. 

 

 

Gain Insight 

 

In order to tell our recovery story, we must understand the parts of our own story. 

Each time we tell our story our own understanding grows or evolves. We gain 

new insights into the who, what and where of our own experience. This insight 

happens as a byproduct of telling our story. 

 

Advocate 

At times, we may need to tell our recovery story as a way to advocate for more 

funding, or changes to the “system”. We may need to advocate for our self and 

that may require telling our recovery story. This type of recovery story has a 

strong sense of purpose. 

 

 

Where you can tell your story? 

 

 Local organizations 

 Tribal recovery centers 

 Wellbriety Groups 

 Community Meetings 

 Schools 

 Law Enforcement training 

 Hospitals or Health Clinics 

 Treatment Centers 

 Students 

 Legislature 

 First Responders training 

 

 

Why do you want to tell your recovery story? 

 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

 



DRAFT Peer Support Specialist Manual   Rev. 12-5-17 

82 | P a g e  

 

What types of audiences would you like to present to? 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

 

 

Introduction – This lets the audience know you are starting. This is also the section 

where you orientate the audience to who you are and why you are there 

today. How you start the presentation will set the tone for the rest of the 

presentation. 

 “Let’s start at the beginning.” 

 “My story began…” 

 “Hello my name is…” 

 

Let the audience know who you are in the introduction section. Consider the 

following: 

 Name 

 Age 

 Title 

 Organization 

 Where you live 

 

The next section of the introduction is where you let the audience know why you 

are telling your story or what your goal is. 

 

Elements of a good story 

Every good story has a beginning section, a middle section and an end or 

conclusion, whether it’s a children’s story or a recovery story. Your story should 

have the same.  

 Introduction - Beginning  

 Challenges you overcame - Middle 

 Recovery elements - Middle 

 Inspiration - Middle 

 Conclusion – End 
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 “I am here today to advocate for increased funding for recovery 

services.” 

 “I was asked to be here today to share with you a very personal story.” 

 “As I share my recovery story with you today my goal is to…” 

 

A funny (but appropriate) story can be a great introduction – this is an 

advanced presenter technique for calming the nerves of both the audience 

and presenter. 

 

 

Goals of Beginning Section 

 Let the audience know your starting 

 Introduce yourself 

 Purpose for the presentation today 

 

Middle Section – This is the main section of the story. There are three parts to this 

section. These do not need to be told in any particular order. Tell them as they 

make sense to you. After all it is your story. 

 

The difficulties - This is where you share the difficulties, the obstacles or 

challenges you faced, the “What happened to you?” section. This lets the 

audience connect with you, with your experience, this is not blood and guts 

though. Be honest and real, no need to over exaggerate your experience. “Tell 

it like it is” as they say. We do not share gory details in a recovery story. We also 

do not blame or overly criticize others. It’s Ok to say you were treated poorly or 

to share a negative experience but remember this is a recovery story. This 

section sets up the triumph over tragedy. 

 

The recovery – Just getting up in front of an audience and sharing your 

experience is a form of recovery. Let people know how you overcame your 

difficulties or obstacles. What are the things you did to improve your life? What 

was your state of mind? What were the circumstances? This is the most 

important part of telling your recovery story. “It was when I went to that 

meeting…” “My counselor said to me…and everything changed.” This section 

may take the longest to develop. It is often the most difficult to recognize. 
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The inspiration – This is the message that you wish to convey in telling 

your recovery story. You might say “If I can do it so can 

you!” or “This program helped me overcome…please 

continue to fund it.” Or “Recovery is possible, I am the 

evidence!” This part comes from the heart and is often 

deeply personal. Give this section some thought as to how 

you will inspire others with your story. 

 

Goals for the Middle Section 

 Challenges 

 Recovery 

 Inspiration 

 

Conclusion Section - This is where you begin to end your story. You are coming 

to the conclusion. You may want to share how things are in your life today. How 

your life is different than before? You may also reiterate your message or 

inspiration to the audience. In this section be sure to say “thank you” to the 

audience or to the person who invited you. If you are comfortable you can offer 

to take questions or comments with the audience. They may be interested in 

more of your story. You may also have people come up to you afterward and 

want to speak to you. Be polite and courteous to them. Audience members will 

often confide in the presenter. They may want to share some of their own story 

with you. Be aware of this. Some people may ask for your contact information. It 

is up to you if you want to share that with someone you do not know. Email is 

safer than a phone number. 

 “In conclusion…” 

 “To wrap up…” 

 “Today I… 

 “Thank you for having me.” 

 “Are there any questions or comments?” 

Goals for the Conclusion Section 

 Present day status 

 Wrap up story 

 Reiterate your inspiration or message 
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 Say “Thank you!” 

 Take questions or comments 

 

Section 2 (See Homework Assignment # 8) 

Write your own recovery story 

 

Audience: _________________________      Time:__________________________ 

 

Purpose for sharing your recovery story: 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

 

Introduction:  

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

 

Challenges you overcame: 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

 

Recovery elements: 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

 

 

Inspiration: 
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______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

Conclusion: 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

Telling our story is an important component to recovery. Let us now discuss some 

other important factors in sharing our recovery story. 

 

FIGURE 4. RECOVERY STORY FACTORS 

 

 

Perspective – As we move along in our own recovery journey our perspective 

changes. We grow in our own understanding of who we are and of the events 

that have shaped our experience. It is important that we understand our own 

experience and do not try to “reach” in our work. Stay within your own 

experience. There is no place for exaggeration or stretching the truth. Simply tell 

it through your own eyes. No one can tell us what our recovery journey has been 

Perspective Appropriateness Lessons Time
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or what is should have been. It is ours and ours alone. The better we understand 

that process the more success we will find in sharing our recovery with others. 

 

Appropriateness – The content of what we are sharing is important. Does the 

situation require that we share every detail of a past situation? Does the situation 

require a quick overview of our recovery? Is what you are sharing too graphic or 

gory? Does your story involve trauma that is not appropriate to share? Ask 

yourself if what I am about to share appropriate? 

 

Lessons - What have you learned during your recovery journey? Being able to 

tell a “lessons learned” story can be a valuable tool when providing peer 

support. Along our journey of recovery, we can often learn a great deal about 

who we are. We are sometimes taught lessons by the universe through trial and 

error. In other words, we try something and produce a result and say “oh that 

wasn’t what I was expecting.” Only then can we learn our lesson, adjust our 

approach and try again. An example; when a child touches a hot stove. The 

child’s mother may tell her child to not touch it but the warning often goes 

unheeded.  It’s not until the child does touch the stove when it is hot enough to 

cook a casserole and gets burned does the child learn its lesson. “Ouch that 

hurts!” And the child quickly pulls their hand away with a red burn mark it its 

palm. The pain of touching the hot stove teaches the child not to touch the 

stove when it is hot. 

Think about your own recovery journey and the lessons have you learned that 

may be beneficial to share with others? 

 

Time- Be aware of the time in which you have available when sharing a story 

with someone. If you are in an hour-long recovery group with ten people sharing 

a twenty-minute story about an experience you had is probably not 

appropriate. Does the situation allow for a few minutes of sharing with just the 

main points or do you have some time to go into the details of the experience? 
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Self-Care 

“The ability to be in the present moment is a major component of mental 

wellness.”  

Abraham Maslow 

 

As peer supporters, it is important we take care of ourselves. We must be 

wary of falling into the trap of thinking we no longer need recovery because we 

are now in a role as a supporter. We have a title, responsibility, a paycheck and 

a certificate. We are not susceptible to relapse. Of course, this is not true. It is 

more important once we make the decision to support others that we take 

good care of us. 

Self- care is of the 

utmost 

importance 

when it comes to 

any type of social 

work. Stress, 

burnout or helper fatigue are common. Don’t let yourself 

be one of those people who burn out or experience 

compassion fatigue. As a peer supporter, you will hear 

traumatic stories, you will get to know people and grow close with them 

emotionally. Empathy can switch to sympathy. This is human nature. You will be 

able to relate to some of their experiences this in turn may touch on your own 

experiences, triggering a long forgotten memory. Trauma often gets buried 

deep inside our subconscious and can come out when we experience 

something similar. We may not have thought about it for years but it may still be 

there. We are particularly vulnerable to this as peer supporters. Be prepared for 

this because eventually it will happen regardless of how long we have in 

recovery. Consider making a plan for yourself and how you will take care when 

this happens. 

 

  

Place the oxygen mask on your 

own face before helping the 

person next to you. 
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Exercise 

What stresses you out in your work as a peer supporter? If you are not a current 

peer supporter, then describe what might be stressful to you once you start 

working as a peer supporter.  

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 
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Telomeres and stress video:        

https://www.youtube.com/watch?v=8nbCuJugSkw 

The genetic structures called telomeres protect the ends of our chromosomes 

from fraying. Telomeres shorten as we age but chronic stress can, by way of 

stress hormones, accelerate our aging. 

 

Stress can be just as contagious as a cold. St Louis University psychology 

department found stress can be spread by- tone of voice, mannerisms, touch and 

facial expressions. 

Health.com reports: 

 

• 75-90% doctor visits are stress related yet stress is discussed in only 3% 

• Over 85% of hospital visits are anxiety and stress related 

• More than 60% of all disease and illness is caused or complicated by 

stress.                   

 

 

 

 

 

 

  

FIGURE 5. STRESS HORMONES 

https://www.youtube.com/watch?v=8nbCuJugSkw
https://www.youtube.com/watch?v=8nbCuJugSkw
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Let’s define some of these terms as they relate to self-care. 

Burnout - is a state of emotional, mental, and physical exhaustion caused 

by excessive and prolonged stress. It occurs when you feel overwhelmed, 

emotionally drained, and unable to meet constant demands. As the stress 

continues, you begin to lose the interest or motivation that led you to take on a 

certain role in the first place. This causes burnout which reduces productivity and 

saps your energy, leaving you feeling increasingly helpless, hopeless, cynical, 

and resentful. Eventually, you may feel like you have nothing more to give. 

(www.helpguide.org) 

Compassion Fatigue - Also called “vicarious traumatization” or secondary 

traumatization.10 The emotional residue or strain of exposure to working with 

those suffering from the consequences of traumatic events. It differs from burn-

out, but can co-exist. Compassion Fatigue can occur due to exposure on one 

case or can be due to a “cumulative” level of trauma. (stress.org) 

 

Vicarious – “serving instead of someone else; performed or suffered by one 

person as a substitute for another…” Merriam-webster.com 

 

Traumatic experiences “often involve a threat to life or safety, but any situation 

that leaves you feeling overwhelmed and alone can be traumatic, even if it 

doesn’t involve physical harm.” Helpguide.org 

 

Vicarious traumatization is “a term that describes the cumulative transformative 

effect on the helper of working with survivors of traumatic life events.” Sandra 

Bloom M.D. 

 

We will go in depth on trauma awareness in a latter chapter. 

  

                                                 

10 Figley CR. (1995).  Compassion fatigue as secondary traumatic stress disorder: An overview. In: 

Figley CR, editor. Compassion Fatigue: Coping with Secondary Traumatic Stress Disorder in Those 

Who Treat the Traumatized. New York: Brunner-Routledge; pp. 1–20. 

https://www.helpguide.org/articles/stress/stress-symptoms-causes-and-effects.htm


DRAFT Peer Support Specialist Manual   Rev. 12-5-17 

92 | P a g e  

 

Prevention and Self-Care 

 

What can we do as peer supporters? 

 Accept that stress and burnout from peer support work is real 

 Mindfully participate in self-care activities 

 Clarify your personal mission 

 Set limits 

 Participate in regular clinical supervision 

 Take regular breaks during the work day 

 Engage in healthy relationships with friends and family 

 Healthy social activities outside work setting 

 Identify triggers where you may experience vicarious trauma 

 

Example of self-care activities 

 Taking time to read a book 

 Laugh 

 Make a life balance 

wheel 

 Go for a walk 

 Take a class 

 Go on vacation 

 Get a massage 

 Have sex 

  

 Have FUN 
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Components of a healthy lifestyle: 

FIGURE 6. HEALTHY LIFESTYLE 

 

 Additional Resources –  

 Lynette Rodi, LCPC, LAC, Compassion Fatigue Consultant 

 www.journeys-consulting.com/home.html 

 Life Stress Test - http://www.compassionfatigue.org/pages/lifestress.html 

 www.compassionfatigue.org 

 http://www.healthhabitsscreening.com/   

 http://t2health.dcoe.mil/apps/provider-resilience 

 App – Insighttimer or Intend or 5minutejournal.com 

 Develop a life balance wheel -an example is included in the resource 

section 

 

 

  

Healthy 
Eating

ExerciseSleep

Stress 
Management

http://www.journeys-consulting.com/home.html
http://www.compassionfatigue.org/pages/lifestress.html
http://www.compassionfatigue.org/
http://www.healthhabitsscreening.com/
http://t2health.dcoe.mil/apps/provider-resilience
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Exercise 

As a peer supporter why is self-care important? 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

 

What could happen to you if you do not engage in self-care? 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

 

Create a self-care plan, see HOMEWORK ASSIGNMENT #9 Self-Care Plan  
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FIRE 14: CLINICAL SUPERVISION 
Clinical supervision should be provided to you as a peer 

supporter or if you work independently you may have to 

contract for outside clinical supervision. A clinical supervisor is a 

licensed mental health or addiction professional. They should 

have a good understanding of peer services, recovery and self- 

care. Clinical Supervision is not employment or administrative 

based supervision. The sole focus of a clinical supervisor should 

be YOUR WELLBEING. A clinical supervisor can also act as a kind of mentor, 

guide, supporter or role model. They should be available to you for sharing 

successes as well as brainstorm or guide you through obstacles in your work. 

Your clinical supervisor should be able to share their own experiences with you 

and help keep you grounded. Each session will need to be documented and 

signed off on by your clinical supervisor. There is training available for clinical 

supervisors. 

Characteristics of clinical supervisors for peer supporters: 

 Should be conducted by a licensed mental health professional who 

meets the rule requirements for certification (see the Board of Behavioral 

Health) 

 Understand the recovery model vs medical (maintenance) model 

 Supports and values the work of peer supporters 

 Understands the role of peer work and how this is different than clinical 

work 

 Can support the peer support without providing therapy 

 Holds boundaries with employment or administrative issues 

 Is able to demonstrate skills that may be utilized by peer supporters 

 Monitor the overall wellbeing of the peer supporter 

What happens during clinical supervision? 

 Defining your personal mission 

 Witnessing both positive and negative experiences 

 Brainstorming and problem solving 

 Celebrating successes 

 Accountability 

 Check-in 

 Skill building 
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What clinical supervision is not?  

 Therapy 

 Gripe session 

 Available on call 

 

Board of Behavioral Health rules state: 

The supervisor must be one of the following: 

 Physician          

 Psychologist 

 Social Worker 

 Professional Counselor Licensed 

 Advanced Practice Registered Nurse, with a clinical specialty in 

psychiatric mental health nursing; 

 Marriage and Family Therapist  

 

 

 

Exercise 

Why is clinical supervision important? 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

 

How is clinical supervision different from employment supervision? 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

 

 

 

 Licensed Addiction Counselor (LAC)  
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How or where will you receive clinical supervision? 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

 

 

In your opinion what would be important for your clinical supervisor to know 

about you?  

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 
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FIRE 15: BENEFIT PLANNING 
What is benefit planning? 

As people with disabilities begin or return to work, one key step for many is to 

seek benefits planning services in order to understand their rights and 

responsibilities to any governmental program they may be receiving assistance 

from. 

 

Cash benefits, such as Social Security Disability Insurance (SSDI) and 

Supplemental Security Income (SSI), medical assistance programs, Medicare 

and Medicaid, and other forms of needs-based assistance, such as: subsidized 

housing, Supplemental Nutrition Assistance Program (SNAP), Low Income Energy 

Assistance Program (LIEAP), Veteran’s Benefits, Individual Development 

Accounts (IDAs) and Temporary Aid for Needy Families (TANF), can all be 

impacted by returning to work. 

 

The rules for these programs can be quite different. One of the biggest barriers 

many people face is understanding their obligations for each of the programs.  

One way to do this is to receive assistance from a certified benefits planner – 

often called Community Work Incentives Coordinators (CWICs) – to understand 

the financial impact of work. These benefits planners, along with other work 

resources, can be found at http://www.chooseworkttw.net/findhelp/. 

 

In addition to CWICs, there may be other skilled people able to provide benefits 

advice, ranging from Certified Work Incentives Practitioners (CWIPs) to 

specialized case managers who have expertise in a certain field, such as 

Medicaid Waiver services. 

 

  

http://www.chooseworkttw.net/findhelp/
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Exercise 

 

How does your employer support people with disabilities as they return to work? 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 
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FIRE 16: CONTINUING EDUCATION 

CONTINUING EDUCATION 

Continuing education or sometimes called 

adult education. 

“Get over the idea that only children should 

spend their time in study. Be a student so 

long as you still have something to learn and 

this will mean all your life.” Henry Latham 

Doherty (financier and oilman) 

For a peer supporter, continuing education 

could be called non-degree career tracking. As with any profession, it is 

important to stay up to date with information or knowledge in your given field.  

 

Exercise 

 

Give three examples why continuing education important? 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

 

List some continuing education opportunities available in your community. 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

Peer Supporter Continuing Education Units 

 

  

The Montana Board of Behavioral Health requires 20 hours of continuing 

education to maintain certification per year. 
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Below is a list of continuing education courses you may consider that is based 

on the Peer supporter scope of practice. This is not an approved list by the 

Behavioral Health Board and in no way is this list complete. This is for reference 

purposes. The four major categories are recovery support, professional 

responsibilities, advocacy, and mentoring.  
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 Recovery Support 

Alternatives Conference (largest peer recovery conference in the US)  

Depression Bipolar Alliance various trainings  

eCPR – National Empowerment Center  

Illness Management and Recovery (16 hrs) 

Intentional Peer Support (40hrs) 

Living Well  

Magellan E-courses (free for peer supporters) 

Montana Mental Health Conference 

Recovery International online training 

SAMHSA – various web based trainings throughout the year 

SMART Facilitator Training 

Wellness Recovery Action Planning (16-21hrs) 

 

Professional Responsibilities: 

Applied Suicide Intervention Skills Training - ASIST (16hrs) 

Compassion Fatigue 

Crisis Intervention Training (40hrs) 

HIPAA Training 

Illness Management and Recovery (16 hrs) 

Montana Workers with Disability Training 

Motivational Interviewing 

QPR – Suicide prevention training 

Values and Ethics – Copeland Center 

Work Incentive Plan Training 

 

Advocacy: 

In Our Own Voice 

Peer to Peer (NAMI) 

Alternatives Conference (largest peer conference in the US) 

Peer Leadership Training (12hrs) 

Recovery Talks (MPN) 

Trauma Informed Care 

 

Mentoring: 

Intentional Peer Support (40hrs) 

Living Well 

Illness Management and Recovery (16 hrs) 

eCPR – National Empowerment Center  

Life Coaching Training (60hrs) 

Recovery Coaching 

Warm line Responder Training 
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Training Evaluation – Reclaiming the Fire Day 2 

        

Date:                                                                     Location of Training:               

                                

  1=poor  2=moderate  3= average 4=above average  5=Excellent 

 

How would you rate the training today?  1 2 3 4 5 

How would you rate the scope of practice summary? 1 2 3 4 5 

How would you rate the presenter? 1 2 3 4 5 

How would you rate the resources on ethics and boundaries? 1 2 3 4 5 

How would you rate the role play scenarios? 1 2 3 4 5 

 

 

What did you find most helpful in the training? 

 

 

 

What would you like to of been covered that was not? 

 

 

 

 

Other comments  
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CHAPTER 3 OUR MEDICINE 
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Day Three Agenda 

Chapter 3: Our Medicine  

Recap Day 2, Overview of Day 3 

Fire 17: Mental Health 

Fire 18: Communication 

Fire 19: Emotional Intelligence 

Fire 20: Trauma Informed Care 

Fire 21: Cultural Competence 

Fire 22: Support Groups 

Fire 23: Working One on One 

Fire 24: Situational Awareness 

Fire 25: Suicide Intervention 

Fire 26: Recovery Planning 

Fire 27: Advocacy 

Fire 28: Mandatory Reporting 

Fire 29: Documentation  

Homework- # 7 SMART Goal Setting  

Day Three Learning Objectives: 

 Design a recovery medicine wheel based on individual story of recovery. 

 Demonstrate communication strategies and active listening skills. 

 Define emotional intelligence and how peer mentors use EI to support peers in 

recovery.  

 Explain the trauma informed care in the context of peer recovery support.  

 List and apply the stages of change to the recovery process. 

 Summarize CLAS standards and cultural competence in peer recovery support.  

 Summarize the risk factors for suicide and resources available. 

 List the components of a recovery plan and crisis plan. 

 List mandatory reporting situations. 

 Outline the documentation required for peers. 
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DAY THREE OUR MEDICINE 

HISTORY OF THE MEDICINE WHEEL 

You are probably familiar with the Medicine Wheel. The Medicine Wheel is a 

circle that defines the order of our world, the cycles of life, and the 

connectedness of all things. The circle is divided into quarters by drawing a cross 

or “x” through the center of the circle. Each of these quadrants has designated 

meaning and powers. Each of these quadrants is complex and rich with 

philosophy and teachings and wisdom. Chapter 3 uses the medicine wheel as a 

guide to create a balanced sense of self and get to know more about your 

physical, mental, emotional, and spiritual wellbeing. There is a saying that you 

cannot give what you do not have. As people in recovery helping others in 

recovery, our own self-care, balance, and emotional and spiritual strength is 

needed. Read the section below and then complete your own Medicine Wheel 

on the next page.  

The Medicine Wheel includes four parts of our being: the physical, the mental, 

the emotional, and the spiritual. In contrast, most Western cultures believe we 

have only two: mind and body. Using these four elements as a guide, our goal in 

recovery is to create balance.  If all four elements are in balance, then we are 

leading a good life. If we have struggles in our life it could be because an 

element of our being is out of balance and must be brought back into a 

balanced state.11 

We want you to see yourself as these four elements. On the following page 

create a Medicine Wheel. Identify each element quadrant, its direction and 

power. 

Ask yourself, in the physical realm, how are you doing? Do you exercise 

regularly? Do you eat foods that are good for you? Do you see a doctor on a 

regular basis? How else might you take care of your physical self? List the things 

you do that keep this quadrant in balance and the things you feel you should 

                                                 

11 Adapted from Wisdom of the Elders: Lesson 4. The Medicine Wheel. Retrieved from: 

http://discoveringourstory.wisdomoftheelders.org/lesson-4-the-medicine-wheel 

 

http://discoveringourstory.wisdomoftheelders.org/lesson-4-the-medicine-wheel
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do to maintain the balance of the whole Medicine Wheel. The physical realm 

can be seen as exercise, nutrition, and stress management. 

How is your mental realm? Do you read regularly to keep your mind active? Do 

you have a hobby that challenges you to study or keep records of progress? 

What might you do to keep your mental faculties sharp and active? Consider 

reading, visualizing, planning, and writing when looking at this quadrant. 

The spiritual quadrant is challenging to discuss because it exists in a deep part of 

yourself that sometimes is hard to explain or recognize. Do you pray or 

meditate? Do you know and understand the values that drive your life and the 

lives of your family and community? What can you add to your life that might 

help you develop spiritual strength? How do you feel you are doing in the 

emotional quadrant? Do you feel you share your emotions with others in a 

healthy way that respects yourself and others? Do you feel you can understand 

and appreciate emotions shared by others in your life? What emotions do you 

have trouble sharing or expressing? If you were raised in an alcoholic home, as 

a child you might have learned different ways of either sharing or hiding 

emotions. Alcoholic parents might demand that children keep their emotions to 

themselves. The parents don’t want to know if the child is frightened or sad or 

angry or confused. They want to child to be quiet and express a narrow band of 

non-challenging emotions. 

Look at your own Medicine Wheel as a way of assessing how your life is 

balanced and perhaps where you might need to spend special attention in 

maintaining or developing your own life balance.  This is critical for practicing 

self-care and providing support to our Peers in need.  Draw your wheel in the 

space below, consider the questions above when completing it.   
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FIRE 17: MENTAL HEALTH 
The concept of mental health comes from a Western medical model. As tribal 

people, we do not usually separate aspects of health into categories like 

mental, physical, spiritual, and emotional—we look at the balance between 

these and the WHOLE person. I recall asking a Northern Cheyenne elder what 

the Cheyenne word was for mental health. She told me, there was no word in 

the Cheyenne language. She said the closest word related to mental health in 

the Cheyenne language meant, “those who could not listen”. I will never forget 

how I felt when she said this. I remember thinking that the concept of mental 

health was indeed different than what I had originally thought.  

 

It is also important to recognize the role of trauma as it relates to mental health 

as tribal people. Many Indigenous researchers have written about trauma and 

unresolved trauma as it relates to poor health, addiction, and social ills (read 

The American Indian Holocaust: Healing Historical Unresolved Grief).12 

In this section we are going talk about mental health. As a Peer Mentor it is 

important that you have a basic understanding of mental health and how it 

relates to your own recovery and the peers that you will be working with.  

 

This section was adapted by from the NAMI Mental Health website (available 

from https://www.nami.org/Learn-More/Mental-Health-Conditions/Related-

Conditions/Dual-Diagnosis)  

Mental health includes our emotional, psychological, and social well-being. It 

affects how we think, feel, and act. It also helps determine how we handle 

stress, relate to others, and make choices. Mental health is important at every 

stage of life, from childhood and adolescence through adulthood. 

Over the course of your life, if you experience mental health problems, your 

thinking, mood, and behavior could be affected. Many factors contribute to 

mental health problems, including: 

Biological factors, such as genes or brain chemistry 

Life experiences, such as trauma or abuse 

                                                 

12 Heart, M. Y. H. B., & DeBruyn, L. M. (1998). The American Indian holocaust: Healing historical 

unresolved grief. American Indian and Alaska native mental health research, 8(2), 56. 

https://www.nami.org/Learn-More/Mental-Health-Conditions/Related-Conditions/Dual-Diagnosis
https://www.nami.org/Learn-More/Mental-Health-Conditions/Related-Conditions/Dual-Diagnosis
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Family history of mental health problems 

Mental health problems are common but you can find help. People with 

mental health problems can get better and many recover completely. 

 

Metal Health Conditions 

A mental illness is a condition that affects a person's thinking, feeling or mood. 

Such conditions may affect someone's ability to relate to others and function 

each day. Each person will have different experiences, even people with the 

same diagnosis.  

Recovery, including meaningful roles in social life, school and work, is possible, 

especially when you start treatment early and play a strong role in your own 

recovery process. 

A mental health condition isn’t the result of one event. Research suggests 

multiple, linking causes. Genetics, environment and lifestyle influence whether 

someone develops a mental health condition. A stressful job or home life makes 

some people more susceptible, as do traumatic life events like being the victim 

of a crime. Biochemical processes and circuits and basic brain structure may 

play a role, too. 

 

Recovery and Wellness 

One in 5 adults experiences a mental health condition every year. One in 17 

lives with a serious mental illness such as schizophrenia or bipolar disorder. In 

addition to a person's directly experiencing a mental illness, family, friends and 

communities are also affected. 

Half of mental health conditions begin by age 14, and 75% of mental health 

conditions develop by age 24. The normal personality and behavior changes of 

adolescence may mimic or mask symptoms of a mental health condition. Early 

engagement and support are crucial to improving outcomes and increasing 

the promise of recovery.  

Specific data on American Indian mental health conditions are not readily 

available; however, historical trauma, present traumas, discrimination, and 
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socio-economic conditions may increase the mental health needs of peers that 

we serve.  

Early Warning Signs 

Not sure if you or someone you know is living with mental health problems? 

Experiencing one or more of the following feelings or behaviors can be an early 

warning sign of a problem: 

Eating or sleeping too much or too little 

Pulling away from people and usual activities 

Having low or no energy 

Feeling numb or like nothing matters 

Having unexplained aches and pains 

Feeling helpless or hopeless 

Smoking, drinking, or using drugs more than usual 

Feeling unusually confused, forgetful, on edge, angry, upset, worried, or 

scared 

Yelling or fighting with family and friends 

Experiencing severe mood swings that cause problems in relationships 

Having persistent thoughts and memories you can’t get out of your head 

Hearing voices or believing things that are not true 

Thinking of harming yourself or others 

Inability to perform daily tasks like taking care of your kids or getting to 

work or school 

Mental Health and Wellness 

Positive mental health allows people to: 

Realize their full potential 

Cope with the stresses of life 

Work productively 
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Make meaningful contributions to their communities 

 

Ways to maintain positive mental health include: 

Getting professional help if you need it 

Connecting with others 

Staying positive 

Getting physically active 

Helping others 

Getting enough sleep 

Developing coping skills 

 

 

Mental Health Problems Affect Everyone 

MYTH: MENTAL HEALTH PROBLEMS DON'T AFFECT ME. 

 

Fact: Mental health problems are actually very common. In 2014, about: 

One in five American adults experienced a mental health issue 

One in 10 young people experienced a period of major depression 

One in 25 Americans lived with a serious mental illness, such as 

schizophrenia, bipolar disorder, or major depression 

Suicide is the 10th leading cause of death in the United States. It accounts for 

the loss of more than 41,000 American lives each year, more than double the 

number of lives lost to homicide. Among American Indians, suicide is the 8th 

leading cause of death.  

 

MYTH: CHILDREN DON'T EXPERIENCE MENTAL HEALTH PROBLEMS. 

 

Fact: Even very young children may show early warning signs of mental health 

concerns. These mental health problems are often clinically diagnosable, and 

can be a product of the interaction of biological, psychological, and social 

factors. 
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Half of all mental health disorders show first signs before a person turns 14 years 

old, and three quarters of mental health disorders begin before age 24. 

Unfortunately, less than 20% of children and adolescents with diagnosable 

mental health problems receive the treatment they need. Early mental health 

support can help a child before problems interfere with other developmental 

needs. 

MYTH: PEOPLE WITH MENTAL HEALTH PROBLEMS ARE VIOLENT AND UNPREDICTABLE. 

 

Fact: The vast majority of people with mental health problems are no more likely 

to be violent than anyone else. Most people with mental illness are not violent 

and only 3%-5% of violent acts can be attributed to individuals living with a 

serious mental illness. In fact, people with severe mental illnesses are over 10 

times more likely to be victims of violent crime than the general population. You 

probably know someone with a mental health problem and don't even realize 

it, because many people with mental health problems are highly active and 

productive members of our communities. 

 

MYTH: PEOPLE WITH MENTAL HEALTH NEEDS, EVEN THOSE WHO ARE MANAGING THEIR MENTAL 

ILLNESS, CANNOT TOLERATE THE STRESS OF HOLDING DOWN A JOB. 

 

Fact: People with mental health problems are just as productive as other 

employees. Employers who hire people with mental health problems report 

good attendance and punctuality as well as motivation, good work, and job 

tenure on par with or greater than other employees. 

When employees with mental health problems receive effective treatment, it 

can result in: 

Lower total medical costs 

Increased productivity 

Lower absenteeism 

Decreased disability costs 

 

MYTH: PERSONALITY WEAKNESS OR CHARACTER FLAWS CAUSE MENTAL HEALTH PROBLEMS. PEOPLE 

WITH MENTAL HEALTH PROBLEMS CAN SNAP OUT OF IT IF THEY TRY HARD ENOUGH. 

 

Fact: Mental health problems have nothing to do with being lazy or weak and 

many people need help to get better. Many factors contribute to mental health 

problems, including: 
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Biological factors, such as genes, physical illness, injury, or brain chemistry 

Life experiences, such as trauma or a history of abuse 

Family history of mental health problems 

 

Dual Diagnosis 

Dual diagnosis (also referred to as co-occurring disorders) is a term for when 

someone experiences a mental illness and a substance use disorder 

simultaneously. Either disorder—substance use or mental illness—can develop 

first. People experiencing a mental health condition may turn to alcohol or other 

drugs as a form of self-medication to improve the mental health symptoms they 

experience. However, research shows that alcohol and other drugs worsen the 

symptoms of mental illnesses. 

The professional fields of mental health and substance use recovery have 

different cultures, so finding integrated care can challenging.  

How Common is Dual Diagnosis? 

According to a 2014 National Survey on Drug Use and Health, 7.9 million people 

in the U.S. experience both a mental disorder and substance use disorder 

simultaneously. More than half of those people—4.1 million to be exact—are 

men. 

Symptoms 

Because many combinations of dual diagnosis can occur, the symptoms vary 

widely. Mental health clinics are starting to use alcohol and drug screening tools 

to help identify people at risk for drug and alcohol abuse. Symptoms of 

substance use disorder may include: 

 Withdrawal from friends and family 

 Sudden changes in behavior 

 Using substances under dangerous conditions 

 Engaging in risky behaviors 

 Loss of control over use of substances 

 Developing a high tolerance and withdrawal symptoms 

 Feeling like you need a drug to be able to function 
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Symptoms of a mental health condition can also vary greatly. Warnings signs, 

such as extreme mood changes, confused thinking or problems concentrating, 

avoiding friends and social activities and thoughts of suicide, may be reason to 

seek help. 

How is Dual Diagnosis Treated? 

The best treatment for dual diagnosis is integrated intervention, when a person 

receives care for both their diagnosed mental illness and substance abuse. The 

idea that “I cannot treat your depression because you are also drinking” is 

outdated—current thinking requires both issues be addressed. 

You and your treatment provider should understand the ways each condition 

affects the other and how your treatment can be most effective. Treatment 

planning will not be the same for everyone, but here are the common methods 

used as part of the treatment plan: 

Detoxification. The first major hurdle that people with dual diagnosis will have to 

pass is detoxification. Inpatient detoxification is generally more effective than 

outpatient for initial sobriety and safety. During inpatient detoxification, trained 

medical staff monitor a person 24/7 for up to seven days. The staff may 

administer tapering amounts of the substance or its medical alternative to wean 

a person off and lessen the effects of withdrawal. 

Inpatient Rehabilitation. A person experiencing a mental illness and 

dangerous/dependent patterns of substance use may benefit from an inpatient 

rehabilitation center where they can receive medical and mental health care 

24/7. These treatment centers provide therapy, support, medication and health 

services to treat the substance use disorder and its underlying causes.  

Supportive Housing, like group homes or sober houses, are residential treatment 

centers that may help people who are newly sober or trying to avoid relapse. 

These centers provide some support and independence. Sober homes have 

been criticized for offering varying levels of quality care because licensed 

professionals do not typically run them. Do your research when selecting a 

treatment setting. 

Psychotherapy is usually a large part of an effective dual diagnosis treatment 

plan. In particular, cognitive behavioral therapy (CBT) helps people with dual 

diagnosis learn how to cope and change ineffective patterns of thinking, which 

may increase the risk of substance use. 
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Medications are useful for treating mental illnesses. Certain medications can 

also help people experiencing substance use disorders ease withdrawal 

symptoms during the detoxification process and promote recovery. 

Self-Help and Support Groups. Dealing with a dual diagnosis can feel 

challenging and isolating. Support groups allow members to share frustrations, 

celebrate successes, find referrals for specialists, find the best community 

resources and swap recovery tips. They also provide a space for forming healthy 

friendships filled with encouragement to stay clean. Here are some groups NAMI 

likes: 
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Video Exercise 

Story Center Dyani Bingham 

https://youtu.be/H3Z1f6mMxU0 

 

PTSD and Native American Medicine 

https://www.youtube.com/watch?v=scAgN__svvY 

 

Healing through story: Unpacking resiliency and hope. Annie Belcourt, Blackfeet 

 

https://www.youtube.com/watch?v=GDVwebiriAo 

 

If you want additional information about specific mental health disorders, 

please refer to the NAMI website, https://www.nami.org/Learn-More/Mental-

Health-Conditions 

 

On the left side there is a list of mental health conditions, click on a condition to 

learn more about the condition, treatment, support, and discussion points.   

 

  

https://youtu.be/H3Z1f6mMxU0
https://www.youtube.com/watch?v=scAgN__svvY
https://www.youtube.com/watch?v=GDVwebiriAo
https://www.nami.org/Learn-More/Mental-Health-Conditions
https://www.nami.org/Learn-More/Mental-Health-Conditions
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FIRE 18: COMMUNICATION              
In order to be an effective peer supporter we need to have good 

communication skills. This includes verbal and non-verbal communication, 

written skills and listening skills.  

As Native people, we value listening rather than speaking. A Crow elder told me 

that, “Creator gave you two holes for listening and just one for speaking—make 

sure that you listen more than you speak”.  

 

As Native people, we use story telling as an oral way of communicating our 

history, culture, values, and teachings.  

 

As a peer supporter, we may ask a lot of questions. Consider the way in which 

you ask a question. Do you have particular preference or phrasing? The words 

we say and how we say them, including tone or inflection can make a big 

difference. Try sticking with open ended or “helping” questions, in a low, even 

tone for best results. Be curious. Let people know you want to hear their story. 

Share gems from your own story that are appropriate. 

 

Closed ended vs. Open ended questions 

 

Closed ended questions usually begin with words like: “when”, “where”, “who” 

 Useful to elicit specific information: “Are you safe?”, “Are you 

suicidal?” 

 Can be answered with yes, no, a number or a specific fact. 

Open ended questions usually begin with words like: “what”, “how” or “tell me” 

  

  

 Also called ‘helper’ questions and are used to jump start or 

continue conversation: “How can I help you/best support 

you?”, “What do you need right now?”, “Tell me what has 

happened to you”  
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Exercise 

Make the following close-ended questions, open-ended.  

 

Where are you going after we meet?  

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 

 

 

Would you like to talk with a doctor? 

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 

 

 

 

Are you feeling better today? 

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 

 

 

When would you like to meet? 

 

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 
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Additional Resource-  Motivational interviewing is a form of collaborative 

conversation for strengthening a person's own motivation and commitment to 

change. (MI) refers to a counseling approach in part developed by clinical 

psychologists Professor William R Miller, Ph.D. and Professor Stephen Rollnick, 

Ph.D.   (learn more at: www.motivationalinterview.net/clinical/whatismi.html and 

http://peersforprogress.org/pfp_evidence/peer-support-for-cancer-survivors-

using-motivational-interviewing/ )                                                                       

 

 

 

 

LANGUAGE – words we use and how we use them 

Using recovery language is an important component to being a successful peer 

supporter. The words we use hold a great deal of weight as does the way we 

use those words. Our inflection, tone and volume are all equally important. As a 

group let’s discuss language at large. 

 

  

http://en.wikipedia.org/wiki/Counseling
http://en.wikipedia.org/wiki/Clinical_psychology
http://en.wikipedia.org/wiki/Professor
http://en.wikipedia.org/wiki/William_R._Miller_(psychologist)
http://en.wikipedia.org/wiki/Ph.D.
http://en.wikipedia.org/wiki/Professor
http://en.wikipedia.org/wiki/Stephen_Rollnick
http://en.wikipedia.org/wiki/Ph.D.
http://www.motivationalinterview.net/clinical/whatismi.html
http://peersforprogress.org/pfp_evidence/peer-support-for-cancer-survivors-using-motivational-interviewing/
http://peersforprogress.org/pfp_evidence/peer-support-for-cancer-survivors-using-motivational-interviewing/
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Average rate of 

speech 150 wpm 

Auctioneer – 

250wpm 

 

Exercise  

How many ways can you say “He got up and left.” 

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 

________________________________________________________________________

________________________________________________________________________

_______________________________________________________________________ 

 

Make a list of recovery words you can use in your work as a peer supporter. 

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 

 

What are some clinical words we may hear in our workplace? 

 

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 

 

 

Make a list of words that are off limits as a peer supporter. 

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 
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Listening Skills   

 Be in the moment 

 Active Listen to their story 

 Validate 

 

Be present in the moment - Are we truly listening to what the other person is 

saying or are we waiting for our turn to speak? 

Exercise 

What are some of the ways we can be sure we are present in the moment? 

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 

 

Active Listening   

SHORT VIDEO on active listening: https://youtu.be/-4EDhdAHrOg 

What are some ways in which we can utilize active listening? 

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 

 

 

 

 

 

What are some other ways we can validate someone’s experience? 

______________________________________________________________________________

______________________________________________________________________________

____________________________________________________________ 

 

Validation- process of validating a person’s experience 

 Make eye contact 

 Not fiddling 

 Nodding 

 Words 

https://youtu.be/-4EDhdAHrOg
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Body Language    

There are two components here to body language 

 Reading the body language of others 

 Making sure we have good body language 

If we slouch or frown we may inadvertently give negative messaging. Looking 

the person in the eye and having good posture, with our back straight, shoulders 

up tell the other person we are paying attention to what they are trying to 

convey to us. Even if we don’t know exactly what we are reading in the other 

person we do get a sense of what is happening emotionally. Clothing is another 

important component to our “body language”. The type of clothing we are 

wearing can say a lot about us. It is important that we dress accordingly for our 

job. If we run a homeless outreach program and we wear a uniform or a suit, we 

may not give the right body language to those we work with. We may create a 

gap that says, “I am not like you.”  

 

Exercise 

 

 What is the proper attire for you at work as a peer supporter? 

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 

 

 

What is your first impression of the following examples of varying body 

language? 

o Arms tightly folded while listening 

o Slouching in chair across from you while listening 

o Raised voice while speaking to you 

o Whispering voice and leaning in towards you 

o Yawning while you share your story 
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ROLE PLAY 

 

Compare the images below and write down what each person is conveying to 

you. 
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Resources – www.MotivationalInterviewing.org 

http://www.integration.samhsa.gov/clinical-practice/motivational-interviewing 

www.mindtools.com 

“You say more than you think” by Janine Driver 

“The Power of Body Language” by Tonya Reiman 

“Help for the Helper” 

 

 

“One of the greatest gifts a person can give another is support.”- Unknown 

  

http://www.motivationalinterviewing.org/
http://www.integration.samhsa.gov/clinical-practice/motivational-interviewing
http://www.mindtools.com/
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FIRE 19:  EMOTIONAL INTELLIGENCE 

Emotional intelligence (EI) is the ability to recognize one's own and other 

people's emotions, to discriminate between different feelings and label them 

appropriately, and to use emotional information to guide thinking and behavior. 

There are three models of EI. The ability model, developed by Peter Salovey and 

John Mayer, focuses on the individual's ability to process emotional information 

and use it to navigate the social environment.[2] Studies have shown that people 

with high EI have greater mental health, exemplary job performance, and more 

potent leadership skills. 13 

There are 4 factors of emotional intelligence: 

Exercise 

VIDEO – short video on E.I. www.youtube.com/watch?v=weuLejJdUu0 

 

 

 

 

 

 

 

 

Why is emotional intelligence important to develop as a peer supporter? 

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 

 

 

                                                 

13 Emotional Intelligence (EI). 2017. Retrieved from: 

https://en.wikipedia.org/wiki/Emotional_intelligence 

These are the four factors of emotional intelligence. 

1. Identifying emotions 

2. Emotional facilitation of thought 

3. Understanding emotions 

4. Managing emotions 

  

https://en.wikipedia.org/wiki/Emotions
https://en.wikipedia.org/wiki/Peter_Salovey
https://en.wikipedia.org/wiki/John_D._Mayer
https://en.wikipedia.org/wiki/Social_environment
https://en.wikipedia.org/wiki/Emotional_intelligence#cite_note-Emotional_Intelligence:_Theory.2C_Findings.2C_and_Implications-2
http://www.youtube.com/watch?v=weuLejJdUu0
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Watch the video on Seven signs of emotional intelligence. 

www.youtube.com/watch?v=wUdfblJEAY8  

 

Which ones are you strongest in?  

 

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 

 

Which would you like to improve on?  

 

           

I AM GOOD AT   I WOULD LIKE TO WORK ON  

 

 

 

 

 

 

 

 

 

 

 

http://www.youtube.com/watch?v=wUdfblJEAY8
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Resource: FREE ONLINE QUIZES 

http://greatergood.berkeley.edu/ei_quiz/ 

http://psychology.about.com/library/quiz/bl_eq_quiz. htm 

http://www.ihhp.com/free-eq-quiz/ 

 

  

http://greatergood.berkeley.edu/ei_quiz/
http://psychology.about.com/library/quiz/bl_eq_quiz.htm
http://www.ihhp.com/free-eq-quiz/
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FIRE 20: TRAUMA AND INFORMED CARE   
 

Trauma is deeply connected to addiction, abuse, and mental health conditions 

that are evident in our people today. Many of our ancestors grew up in 

boarding schools and when they came back, alcohol, drug abuse, and sexual 

abuse became a major problem in our communities.  

We must stop the cycle of intergenerational trauma. 

 

Video Exercise 

Historical Trauma and Recovery 

https://www.bing.com/videos/search?q=historical+trauma+and+recovery+ame

rican+indian&&view=detail&mid=68BFCE852C01F5C15EFC68BFCE852C01F5C15E

FC&FORM=VRDGAR 

 

Our relative Dr. Delores BigFoot is a known throughout the world for her work in 

trauma informed care. As the leader of the Indian Country Child Trauma Center, 

she has developed principles that help us be trauma-informed in all aspects of 

our work, including as Peer Mentors. One of the most profound differences in 

how trauma is viewed from a trauma informed standpoint is changing the 

question and thinking from, “What is wrong with you?” to “What has happened 

to you?” 
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When we engage people with histories of trauma with this approach, it 

recognizes the presence of trauma symptoms and acknowledges the role that 

trauma has played in their lives. For more information about the shift from a 

Western-informed Medical Model to a Recovery Enhanced Trauma Informed 

Model, see Appendix F. 

 

 

 

 

 

Change • What is wrong with you?

To
• What has happened to 

you?

Our grandparents, elders, and ancient ones have long prayed and 

offered sacred words to the Creator to watch over all things from the 

past, the present, and the future. We are taught to pray for all things 

because we are all connected. The air we breathe comes from the trees. 

The food we eat comes from the earth. The rain that cleanses us comes 

from the sky. Through sacred words comes healing from the past, 

strength for the present and hope for the future. - Delores BigFoot, 2015 
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Information about Trauma Informed Care in Native communities can be found 

at: 

http://www.nationaldec.org/goopages/pages_downloadgallery/downloadget.

php?filename=30199.pdf&orig_name=trauma__care_in_ic_2_-_db_02182015.pdf 

Other information in this section can be found at SAMHSA  

http://www.samhsa.gov/nctic/trauma-interventions 

SAMHSA working definition of trauma- 

Individual trauma results from an event, series of events, or set of 

circumstances that is experienced by an individual as physically 

or emotionally harmful or threatening and that has lasting adverse effects on 

the individual's functioning and physical, social, emotional, or spiritual well-

being. 

 

• Events - series of events, or set of circumstances – may be one 

event or an event repeated. 

 

• Experience -The individual's experience of these events or 

circumstances helps to determine whether it is a traumatic event. 

 

• Effects-The long-lasting adverse effects on an individual are the 

result of the individual's experience of the event or circumstance. 

 

 

 

 

http://www.nationaldec.org/goopages/pages_downloadgallery/downloadget.php?filename=30199.pdf&orig_name=trauma__care_in_ic_2_-_db_02182015.pdf
http://www.nationaldec.org/goopages/pages_downloadgallery/downloadget.php?filename=30199.pdf&orig_name=trauma__care_in_ic_2_-_db_02182015.pdf
http://www.samhsa.gov/nctic/trauma-interventions


DRAFT Peer Support Specialist Manual   Rev. 12-5-17 

132 | P a g e  

 

A trauma-informed approach can be implemented in any type of service 

setting or organization and is distinct from trauma-specific interventions or 

treatments that are designed specifically to address the consequences of 

trauma and to facilitate healing. 

 

  

Trauma-Informed Approach 

According to SAMHSA’s concept of a trauma-informed approach, “A 

program, organization, or system that is trauma-informed: 

1. Realizes the widespread impact of trauma and understands potential 

paths for recovery; 

2. Recognizes the signs and symptoms of trauma in clients, families, staff, 

and others involved with the system; 

3. Responds by fully integrating knowledge about trauma into policies, 

procedures, and practices; and 

4. Seeks to actively resist “re-traumatization.” 



DRAFT Peer Support Specialist Manual   Rev. 12-5-17 

133 | P a g e  

 

SAMHSA’s 

6 KEY PRINCIPLES OF A TRAUMA-INFORMED APPROACH 

A trauma-informed approach reflects adherence to six key principles rather 

than a prescribed set of practices or procedures.  These principles may be 

generalizable across multiple types of settings, although terminology and 

application may be setting- or sector-specific: 

1. Safety 

2. Trustworthiness and Transparency 

3. Peer support 

4. Collaboration and mutuality 

5. Empowerment, Voice and Choice 

6. Cultural, Historical, and Gender Issues 

 

From SAMHSA’s perspective, it is critical to promote the linkage to recovery and 

resilience for those individuals and families impacted by trauma.  Consistent with 

SAMHSA’s definition of recovery, services and supports that are trauma-informed 

build on the best evidence available and consumer and family engagement, 

empowerment, and collaboration. 
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Exercise 

How can you take these six key principles and apply them to the work you do as 

a peer supporter? Be specific. 

 

Safety 

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 

 

Trustworthiness and Transparency 

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 

 

Peer support 

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 

 

Collaboration and mutuality 

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 

 

 

Empowerment, voice and choice 

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 
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Cultural, Historical, and Gender Issues 

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 

 

TRAUMA-SPECIFIC INTERVENTIONS 

Trauma-specific intervention programs generally recognize the following: 

 The survivor's need to be respected, informed, connected, and hopeful 

regarding their own recovery 

 The interrelation between trauma and symptoms of trauma such as 

substance abuse, eating disorders, depression, and anxiety 

 The need to work in a collaborative way with survivors, family and friends of 

the survivor, and other human services agencies in a manner that will 

empower survivors and consumers 

Known Trauma-Specific Interventions 

The following are some well-known trauma-specific interventions based on 

psychosocial educational empowerment principles that have been used 

extensively in public system settings. Note that these interventions are listed for 

informational and educational purposes only. NCTIC does not endorse any 

specific intervention. 

 Addiction and Trauma Recovery Integration Model (ATRIUM) 

 Essence of Being Real 

 Risking Connection® 

 Sanctuary Model® 

 Seeking Safety 

 Trauma, Addiction, Mental Health, and Recovery 

(TAMAR) 

 Trauma Affect Regulation: Guide for Education and 

Therapy (TARGET) 

 Trauma Recovery and Empowerment Model (TREM and M-TREM) 

What are some trauma-specific interventions that are unique to our tribal 

communities and cultures? 

______________________________________________________________________________

______________________________________________________________________________

____________________________________________________________ 

http://www.samhsa.gov/nctic/trauma-interventions#Addiction and Trauma Recovery Integration Model
http://www.samhsa.gov/nctic/trauma-interventions#Essence of Being Real
http://www.samhsa.gov/nctic/trauma-interventions#Risking Connection
http://www.samhsa.gov/nctic/trauma-interventions#Sanctuary Model
http://www.samhsa.gov/nctic/trauma-interventions#Seeking Safety
http://www.samhsa.gov/nctic/trauma-interventions#Trauma, Addiction, Mental Health, and Recovery
http://www.samhsa.gov/nctic/trauma-interventions#Trauma, Addiction, Mental Health, and Recovery
http://www.samhsa.gov/nctic/trauma-interventions#Guide for Education and Therapy
http://www.samhsa.gov/nctic/trauma-interventions#Guide for Education and Therapy
http://www.samhsa.gov/nctic/trauma-interventions#Trauma Recovery and Empowerment Model
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ADVERSE CHILDHOOD EXPERIENCES 

 

SEE HANDOUT 

 

The CDC-Kaiser Permanente 

Adverse Childhood Experiences 

(ACE) Study is one of the largest 

investigations of childhood abuse 

and neglect and later-life health 

and well-being. 

The original ACE Study was 

conducted at Kaiser Permanente 

from 1995 to 1997 with two waves of 

data collection. Over 17,000 Health 

Maintenance Organization 

members from Southern California 

receiving physical exams completed 

confidential surveys regarding their 

childhood experiences and current 

health status and behaviors. 

 

 

Resources –  

http://acestudy.org/index.html     

www.acesconnection.com/    

www.cdc.gov/violenceprevention/acestudy/index.html 

 

 

 

 

 

  

http://acestudy.org/index.html
http://www.acesconnection.com/
http://www.cdc.gov/violenceprevention/acestudy/index.html
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Exercise 

In your work as a peer supporter what are some of the common trauma 

symptoms that you recognize? 

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 

________________________________________________________________________

________________________________________________________________________

_______________________________________________________________________ 
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FIRE 21: CULTURAL COMPETENCE 
 

CULTURAL COMPETENCE: A set of congruent behaviors, attitudes, and policies 

that come together in a system, agency, or among professionals that enables 

effective work in cross-cultural situations.  In healthcare, cultural competence is 

defined as a tenet of professional competence or an integrated aspect of 

overall competence. As part of culturally competent care, a care provider 

would consider culture-specific elements of a patient’s lifestyle such as 

emotional expression, familial living arrangements, or recreational 

activities.  Considering these elements facilitates accurate diagnosis and 

treatment planning that reaches across cultural boundaries and is acceptable 

to patients and their families. 14 

 

Exercise 

How might you see cultural differences in: 

Emotional expression –

______________________________________________________________________________

______________________________________________________________________________ 

Familial living arrangements –

______________________________________________________________________________

_____________________________________________________________________________ 

                                                 

14 Cross, T. L., Bazron, B. J., Dennis, K. W., & Isaacs, M. R. (1998). Towards a culturally competent 

system of care, Volume 1. Available from National Technical Assistance Center for Children's 

Mental Health, Georgetown University Child Development Center, 3307 M Street NW, 

Washington DC 20007-3935, 202-687-5000. 
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Recreational activities –

______________________________________________________________________________

______________________________________________________________________________ 

 

As peer supporters, we gain cultural awareness through respect, 

communication, understanding, and engaging. 

 

  

FIGURE 7. CULTURAL AWARENESS 
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This is the Bennett Model of Cultural Competence that outlines the continuum of 

ethnocentric to ethnorelativism. These concepts are used in building cultural 

awareness in peer recovery support.   

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

Denial: Differences don’t exist 

Defense: Denigration, Superiority, Reversal 

Minimization: Can’t we just all be human? 

 

Acceptance: Recognizing and valuing cultural differences 

Adaptation: Developing cross-cultural communication skills 

Integration: Commitment to respect and self-reflection 

 
E
th

n
o

c
e

n
tric

 
E
th

n
o

re
la

tiv
ism

 

An acquired ability to 

see many values and 

behaviors as cultural 

rather than universal. 

a tendency to view 

alien groups or cultures 

from your own cultural 

perspective  

FIGURE 8. BENNETT MODEL OF CULTURAL COMPETENCE 
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Exercise 

Which stage of the Bennett Cultural Competence Model does each of the 

following statements represent? 

 

___________ 1. “Why do we need special telephone lines for the hearing 

impaired? We don’t have any hearing impaired in our office.” 

 

___________ 2. “Women are not aggressive enough. They will never make it to 

upper management.”   

 

___________ 3. “When I provide peer support, I try to put myself in my client’s 

shoes.”  

 

 ___________ 4. “I understand that some Latin Americans perceive time 

differently, and that is the reason you are often late. However, I will not tolerate 

you being late to our meetings.”  

 

____________ 5. “I don’t think it is necessary to study other cultures. We just need 

to learn how to care for their illness. After all, people are people.” 

 

____________ 6. “I am a heterosexual and my son is gay. I feel comfortable with 

my gay friends and their community. I enjoy the time I spend with them.”  

 

__________ 7. “Senior management values diversity and feels that gays and 

lesbians have a right to their sexual preference. However, we cannot provide 

medical benefits to gay partners.” 
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To learn more about the Bennett Model: 

Activity modified from: University of Albany’s School of Social Welfare “Expanding 

the FamilyCircle” curriculum  

Bennett, M. J. (1993). Towards Ethnorelativism: A developmental model of 

intercultural sensitivity. In R. M. Paige (Ed.). Education for the intercultural 

experience. Yarmouth, ME: Intercultural Press.  

Dr. Milton Bennett. The Intercultural Communication Institute, 8835 S.W. Canyon 

Ln, Suite 238, Portland, OR. 97225. http://www.intercultural.org. 

 

  

http://www.albany.edu/ssw/efc/efc-trainers-manual.html
http://www.albany.edu/ssw/efc/efc-trainers-manual.html
http://www.intercultural.org/
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EXAMPLES OF CULTURES AND SUB CULTURES 

 

Ethnicity -Native American, German, Japanese 

Religion- Catholic, Jewish, Buddhist 

Hobbies -Gamming, Fishing, Reading Club 

Sexual orientation-LGBT 

Financial – Upper, middle, lower class, poverty 

Recovery -Alcoholics Anonymous, Suicide or Cancer Survivor 

 

What are the National CLAS Standards? 

The National Standards for Culturally and Linguistically Appropriate Services in 

Health and Health Care (the National CLAS Standards) are intended to 

advance health equity, improve quality, and help eliminate health care 

disparities by providing a blueprint for individuals and health care organizations 

to implement culturally and linguistically appropriate services. Adoption of these 

Standards will help advance better health and health care in the United States. 

The history of the National CLAS Standards? 

In 2000, the Office of Minority Health published the first National Standards for 

Culturally and Linguistically Appropriate Services in Health Care (National CLAS 

Standards), which provided a framework for all health care organizations to best 

serve the nation’s increasingly diverse communities. In fall of 2010, the Office of 

Minority Health launched the National CLAS Standards Enhancement Initiative in 

order to revise the Standards to reflect the past decade’s advancements, 

expand their scope, and improve their clarity to ensure understanding and 

implementation. With the enhancement initiative, the National CLAS Standards 

will continue into the next decade as the cornerstone for advancing health 

equity through culturally and linguistically appropriate services. 

o Principal Standard 

o Governance, Leadership and Workforce 

o Communication and Language Assistance 

o Engagement, Continuous Improvement and Accountability 
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Exercise 

What can your organization do to adhere or embrace National CLAS 

Standards? 

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 

 

Resource: 

http://nyspi.org/culturalcompetence/what/reports.html 

https://www.thinkculturalhealth.hhs.gov/ 

 

Exploring Personal Bias - a particular tendency, trend, inclination, feeling, or 

opinion especially one that is preconceived or unreasoned.  

 

Confirmation bias refers to the tendency to selectively search for and consider 

information that confirms one's beliefs. (Psychologyandsociety.com) 

 

We all have personal bias’. What is important is that we are aware of our bias 

and acknowledging that it can impact us as a peer supporter. 

Exercise 

 

Consider these story problems. 

 

Ben a 35-year-old male who rarely showers or wears clean clothes, his hair has 

not been brushed and his teeth are yellow and stained. He comes to you and 

asks for peer support. He tells you he is in recovery for two years but struggling at 

times. He states that even though his therapist has asked him to consider 

curbing his daily use of marijuana he refuses. Is Ben living a life in recovery? What 

would you say to Ben? 

http://nyspi.org/culturalcompetence/what/reports.html
https://www.thinkculturalhealth.hhs.gov/
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________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 

 

Sally is a twenty-year-old very attractive woman comes to you for peer support. 

She begins to tell you about her neighbor and how he is spying on her. At the 

last place she lived, before she lived in her car, after she ran away from her 

abusive husband, her pervert neighbor also spied on her with cameras. She 

hangs out at a fast food restaurant most days. She refuses medication, believing 

its poison. Is recovery possible for Sally? What would you say to her? 

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 

 

Martin a 53-year-old divorced male who has recently returned from prison 

where he was given a mental health diagnosis of Antisocial Disorder comes to 

you for support. He was convicted of inappropriate contact with a 10-year-old 

girl who lived next door. This was discovered only after the girl began cutting on 

her arm repeatedly and questioned by her teacher and then the local police. Is 

recovery possible for Martin? Could you provide peer support to Martin? Is 

recovery possible for the girl? 

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 

 

 

Kathleen a 71-year-old woman has been hospitalized more than a dozen times. 

She was referred to you by the state run hospital for peer support. She tells you 

she was once a Senators wife, very wealthy and that he left her for a younger 

woman and stole all her money. She now lives in section 8 housing because she 

spends all of her money on clothes and jewelry. She demands that you help her 

move back into the Senator’s mansion where she belongs. What would you say 

to Kathleen?  Given her age is recovery possible for Kathleen? 
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________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 

 

Jack has had multiple opioid relapses in the last 5 years. Jack says he is really 

committed to recovery but he has tried abstinence time and time again and no 

longer thinks it is a recovery strategy that will work for him. Recently, Jack found 

a doctor who suggested he try methadone treatment. Jack has been utilizing 

methadone for the last month and now identifies as being in recovery. He says 

he has no plans of coming off his methadone treatment and even suggests he 

might use it for the rest of his life. Is Jack in recovery? 

 

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 

 

 

How might personal bias affect you as a peer supporter? Give two examples. 

1. 

2. 
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What is happening 

Telling our story 

Building rapport 

Connecting 

RECOVERY 

FIGURE 9. MODEL FOR PROVIDING PEER SUPPORT 
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FIGURE 10. PHASES OF PEER SUPPORT 

 

Exercise 

 

Sally has just finished sharing her experience being arrested after weeks of 

mania and 3 days in the crisis stabilization center. As her peer supporter, you 

begin to share a recovery gem from your own experience. 

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 

 

 

Engaging

SupportingConnecting

Read the following scenarios and identify which phase (engaging, 

connecting or supporting) of peer support is being utilized.  
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“I just need to stop getting high, then all of these problems will go away.” Bob 

tells you. “My wife would never have left me, and my boss, what the hell, he gets 

high too. Then he fires me!” Bob shakes his head. 

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 

 

Susie shares that she is having trouble opening up in her peer support group on 

Tuesdays. She says she feels shame and fearful of ridicule. 

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 

 

You and Bob have been meeting for a number of weeks now, you have built 

good rapport, heard his story and you have shared yours. You begin this 

meeting by asking how you can better support him. He says, “I don’t know.” 

And begins to tell you his wife left him. 

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 
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Four types of support that peer supporters offer: 

 

 Emotional support- demonstrations of empathy, caring, and concern in 

such activities as peer mentoring and recovery coaching as well as 

recovery support groups; 

 

 Informational support- provision of health and wellness information, 

educational assistance, and help in acquiring new skills, ranging from life 

skills to employment readiness and citizenship restoration (e.g., voting 

rights, drivers licenses) 

 

 Instrumental support- concrete assistance in task accomplishment, 

especially with stressful or unpleasant tasks (e.g., filling out applications, 

obtaining public benefits) or providing supports such as child care, 

transportation to support group meetings, and clothing closets. 

 

 Affiliation support- opportunity to establish positive social connections with 

others in recovery so as to learn social and recreational skills. 

 

We also include cultural support: 

 Cultural support-15provide peers with opportunities to connect with their 

culture, ceremonies, language, traditions, and values.  

 

  

                                                 

15 Note that SAMSHA identifies 4 types of support, TRAC includes cultural support as a 5th type of 

support.  
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Exercise 

On the left side of the paper make a list of all the tasks or activities you do or 

may do as a peer supporter. Then label each one as either; cultural, emotional, 

informational, instrumental or affiliation support, or cultural. 

 

Tasks and Activities that You Do        Type of Support Offered 
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FIRE 22: SUPPORT GROUPS 
Support groups are the cornerstone of recovery. They have been proven 

effective for decades. As a person in recovery you may have participated in a 

support group. Some of us have participated in them for years. As a peer 

supporter, you may find yourself leading a support group. This shift in role from a 

participant to a facilitator changes the dynamics of the group for you. It does 

not mean you cannot share, just the opposite, in fact if you do not share the rest 

of the group will feel less as ease with you. They may feel you are not in a role as 

a peer but as counselor. Because you are leading the group does not mean 

you do not need support. Yes, you are the facilitator of the group yet at the 

same time it is important to recognize the participants are probably in need of 

more support then you are. After all you are the peer supporter.  You are the 

designated group leader.  

 

We will talk more about how to facilitate support groups in Chapter 5.  

Exercise 

 

Make a list of the qualities that you feel are important in support groups. 

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 
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How to effectively facilitate a support group 

o Warmly welcome everyone to the meeting as they come in. 

 

o Start and finish on time. 

 

o Stay positive do not allow the group to turn into a complaint session.        

Persistent negative comments or repetitive putdown are out of 

bounds. As the leader remind people of that by gently redirecting 

them. 

 

o Read an introduction at every meeting.  This outlines the purpose of 

the support group, the time allotted, the expectations and any 

group rules. 

 

o Read a closing at every time. This thanks everyone for attending, 

lets them know when the next meeting is, and officially ends the 

meeting.  

 

o It is important to remind participants about confidentiality. This is 

vital to the long term survival of any support group. What is said in 

the group must stay in the group. If participants do not feel safe 

they will not be open and honest in their sharing. They will hold 

back. Consider whether to include a reminder in either the 

introduction or closing or even both. 

 

o Value is another important component of a support group. Value is 

built by having rules or guidelines and staying on topic. Some rules 

you will set some will be set by the group. Whatever rules you have 

stick to them. As the facilitator, you may have to step up and take 

more of a leadership role at times. Gently reminding people of the 

rules or guidelines is your responsibility. Staying focused on the topic 

or purpose of the meeting keeps things moving along. Letting 

people ramble or get off topic disrupts the flow of the meeting. It 

will also cause people to feel disinterested. 

  

o During the meeting make sure everyone is included and has a 

chance to share. Many people need to be given permission to 

share. Do this by asking or inviting them. Smile and speak in an even 

consistent tone of voice. 
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As a peer supporter, you will need to have a list of other support groups that are 

available locally, telephonically and online. At times those we work with will 

need more support than what is available locally or a different type of support. 

This is ever changing be sure to stay up to date with the latest happenings. 

 

Discussion – Develop a list of support groups to add to your toolkit as a peer 

supporter. 

1.____________________________________________________________________________ 

 

2. ___________________________________________________________________________ 

 

3. ___________________________________________________________________________ 

 

4. ___________________________________________________________________________ 

 

5. ___________________________________________________________________________ 

 

6. ___________________________________________________________________________ 

 

7. ___________________________________________________________________________ 

 

8. ___________________________________________________________________________ 

 

9. ___________________________________________________________________________ 

 

10. 

___________________________________________________________________________ 
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Giving permission to share requires  

 A safe environment 

 Space/Time 

 Acknowledgement 

 Validation 

Support Group Topics 

 

There are many topics which can be included in support groups. The list is 

endless. Keeping it fresh and being creative will spell success. Coming to a 

support group day after day week after week can get boring particularly if the 

same people attend regularly. There will be times when there is no crisis that is 

the obvious topic for discussion. As a facilitator always have one or two topics 

ready to go. Here are a few ideas to stimulate sharing. 

 

o Emotions – pick a single emotion positive or negative and discuss it  

o If you won a million dollars’ tomorrow what would you do with the 

money? 

o Explore the difference between spirituality and religion 

o Timeline of your life – draw a timeline of your life then take turns 

sharing the main points 

o Ask everyone at the end of group to bring in two or three famous 

quotes that mean something to them to the next group to discuss 

o Life wheel with the eight dimensions of life 

Exercise 

What are some other support group topics you can think of? 

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 

 

Resource 

“Leading Peer Support and Self-Help Groups” by Charles 

Drebing, PhD 
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FIRE 23: WORKING ONE ON ONE 
Working one on one with someone can lead to a deep bond between two 

people. To be a really effective peer supporter we must be able to operate 

from a place of love and compassion, to be in a place where we really hear 

what the other person is saying.  

At the same time having a point of focus or purpose can help direct the 

conversation keeping it on point.  Taking a few minutes to plan what you will 

focus on is helpful but flexibility is a must. The most effective peer supporters can 

do both. Find your balance. Achieve the goal or plan for the meeting and yet 

allow for freedom of discussion. There may be topics you are unaware of that 

are of the utmost importance to the other person. Or you may feel 

uncomfortable discussing them. Do not disregard these. The person you are 

working with is telling you for a reason. If this happens- 

 Let them know you are uncomfortable or unsure 

 Be sure to set and use boundaries 

 Gently guide the conversation - be sure to stay on point 

 

 

 

 

Prepare – If you have a set time to meet with someone take time before hand 

to prepare for the meeting. Be sure to arrive early. If your work is to provide 

support on the phone limit distractions around you. Turn off outside distractions.  

 

Purpose - Have a clear purpose for the meeting. It is important to establish this at 

the start of the meeting, if not done previously. Is it to set a goal, work on a task, 

build rapport, brainstorm, share something personal or something else? If you 

don’t know ask. 

 

Set time frame - How long are meeting for? Is it 10 minutes, one hour 

or simply five minutes? Establishing this early on, the ground rules will 

make the interaction more beneficial, set expectations and leave 

both individuals feeling satisfied when it is completed. If you do 

 Be patient and utilize active listening 
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not, this can turn into a gripe session or simply ramble on for some time getting 

very little accomplished. 

 

Communication skills 

 Use them 

 Chose words carefully 

 Validate 

 Tone and volume 

 Body language (yours and theirs) 

 Eye contact 

 

 

Conclusion  

 Thank them 

 Recap 

 Set next meeting time 

Exercise 

What three skills, tools or techniques do you use most often when working one 

on one? 

 

1. ____________________________________________________________ 

2. ______________________________________________________ 

3.         ____________________________________________________________ 
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Working with someone one on one can be very different than a peer support 

group. Make a list of topics you might discuss when meeting with someone one 

on one that you might not discuss in a group setting. 

 

 What are topics we should steer clear of as a peer supporter? 

 

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 
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Goal Setting 

Goal Setting is one tool in the peer supporter tool box. 

 

Homework Assignment # 7  

 

 

 

SMART Goals 

S - Specific, narrowing down the goal makes it easier to do 

M- Measurable, this allows you to see your progress 

A- Attainable, don’t set yourself up for failure  

R- Relevant, make it a goal YOU want to do for your own wellness 

T- Timely, start with short term goals so you are not tempted to give up before 

you see change 
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Exercise 

 

Why is goal setting important? 

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 

 

 

Write down a goal you set and achieved for yourself. 

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 
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Healthy Minds Healthy Bodies; a peer approach 

In September 2013 Montana’s Peer Network 

embarked on a three-year project to promote our 

signature program Healthy Minds Healthy Bodies: a 

peer approach by taking our program on the back 

roads of Montana. We visited both large and small 

communities as well as the Blackfeet, Salish Kootenai 

and Rocky Boy reservations. We participated in health fairs, radio interviews, 

podcasts, webinars and workshops. We wrote letters to providers and articles for 

magazines. Presenting our Healthy Minds Healthy Bodies: a peer approach has 

been a rewarding experience and feedback has been positive.  Our interactive 

workshops include education and activities on whole health wellness, peer 

support, trauma and trauma informed care, co-occurring disorders, and 

advocacy. We believe understanding the mind body connection is key to a 

long satisfying life. The workshops are presented by peers with lived experience. 

This project was made possible by a grant from the Substance Abuse and 

Mental Health Services Administration.  

This workbook is a continuation of our Healthy Minds Healthy Bodies project. We 

have organized the workbook around SAMHSA’s 8 dimensions of wellness which 

include emotional, physical, environmental, spiritual, intellectual, social, 

occupational, and financial. We have also tied in information about recovery, 

peer support, trauma, advocacy and personal recovery stories. There are many 

interactive components of this workbook. This is intended to be for you to self-

examine your own recovery journey and all of the aspects of that journey. 

Overall wellness connects all aspects of our lives. It is our hope that you will find 

the workbook a fun and useful tool in your pursuit of overall wellness.  They are 

available on our website. www.mtpeernetwork.org 

  

Let’s talk about the 8 dimensions of wellness and how to utilize them in your 

work. 
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From Homework assignment #3.   

Exercise 

 

What are the two most significant dimensions in your recovery? 

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 

 

Why is it important to identify these? 
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________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 

 

 

STAGES OF CHANGE 

The Stages of Change Model was created in the late 1970’s by James 

Prochaska and Carlo DiClemente at the University of Rhode Island. It has been 

adapted and modified through the years but is widely used and accepted in 

human development. As a peer supporter it is important to understand this 

process. This is how we meet someone where “they are at”. Let us take a look at 

the stages. 

Pre Contemplation – “I’ll think about it.” 

This is the stage where it all begins and ends. Awareness may be raised for 

the first time in this stage. Or we may simply be appeasing someone else 

who thinks we should change. We don’t really believe change is 

necessary. Or even caring about the change. 

Contemplation – “I intend to start soon.” 

This is the stage where the obstacles are stalling us out. We are often 

ambivalent about the change. We may not have enough information to 

form a plan.  “I should but…. I’ll start next week. If only…” 

Preparation – “I’m getting ready!”  

 This is the stages where plans are being made. (Recovery planning) 

 

 

Action – “I’m doing it!” 

This is the stage where we are doing it, actually carrying out the plan and 

“Hey this is great!” Example - 90 in 90 

Maintenance – “I’ve done it and I want to keep going!” 

 The hard work has paid off and we have lots of momentum. 

This is the planning Stage and the next stage is ACTION. 
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FIGURE 11. STAGES OF CHANGE 

 

 

(Termination, Transformation or Enlightenment stage) 

This is not an official stage on the Stages of Change Model but is often added. 

This is where the change had taken place for us and we are able to move on to 

the next change process. 

  

Maintence

Action

Preparation

Contemplation

Pre Contemplation
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Exercise 

Change Worksheet 

What do you want to change? 

 

On a scale of 1-5 how committed are you to this change? 

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 

 

 

Identify your stage 

What are the benefits of making that change? 

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 

  

 

What will you give up or lose in making that change? 

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 

 

What would need to happen in order to motivate you  

to move to the next stage? 

 

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 
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FIRE 24: SITUATIONAL AWARENESS 
NOTE: People with psychiatric disabilities are far more likely to be victims than 

perpetrators of violent crime (Appleby, et al., 2001). Researchers at North 

Carolina State University and Duke University found that people with severe 

mental illnesses—schizophrenia, bipolar disorder or psychosis—are 2 ½ times 

more likely to be attacked, raped or mugged than the general population 

(Hiday, et al., 1999). 

 

Situational awareness is knowing what is going on around you and responding 

appropriately. This may appear to be a very simple thing, but many people do 

not practice it. Situational awareness is an essential skill for first responders and 

other professions with potential risks. It used to be looked at as a skill that 

someone just needed to have. Now it is taught in academies, basic training 

courses, and private training seminars. 

The basis for situational awareness is to assess potential danger and evaluate 

how to respond. This is not something immediately thought of with peer support 

but it is very important. There are peer supporters that work in the community, or 

with law enforcement, where the risk is higher, but it is just as important to be 

aware of risk when working in a drop in center. 

In this training, you will learn some very basic skills to get you started in practicing 

situational awareness. If you would like to learn more, some helpful websites will 

be listed at the end of this section. 

Getting started 

Before entering any situation, know your options if there is danger. 

This involves: 

 Keeping your cellphone on and accessible 

 Knowing how to use the emergency call on your cell phone 

 Where are the exits and how to stay close to them 

 Always let someone know where you will be and when you expect to be 

back 

 Never remove your shoes 

 There may be other options to consider for your work. Prepare ahead of 

time! 
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Example: 

Be in the moment 

First and foremost: Trust your instincts!! The feeling that you get in the pit of your 

stomach that something’s not right, the hair standing up on your neck, goose 

bumps, a shudder… These are all ways in which our bodies warn us of potential 

danger. They should not be ignored but evaluated. Do these signs mean there is 

definitely danger? No, however it is better to be on the safe side. When you get 

these instincts it is important to check your surroundings for anything out of 

place. 

  

 

 

 

 

Example: 

“360 mindset” is a term used to promote situational 

awareness. This is to remind you that the world is all around 

you. When you enter a situation, remember to look up, down, and all around to 

get familiar with your surroundings. You should also use your other senses. What 

do you hear? What do you smell? This is all done subtly. After some practice, you 

should be able to observe your environment without anyone knowing that you 

are doing it. 

 

Example: 

Observe, Evaluate, Respond 

You will begin by observing your environment, use the 360 mindset. Next, 

evaluate what you have discovered. If everything seems normal, continue as 

planned but stay aware. If something seems off, evaluate what you think you 

should do. After making a plan, respond to the situation. Response should be as 

calm as possible. An already dangerous situation can be made worse by 

hysteria. If you feel you need to leave, do so (make a polite excuse, fake a 

phone call…).    
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Example: 

Practice 

Remember, these simple techniques need to be used every time. After some 

practice, it will become easier and easier. Soon it will be a habit and you won’t 

even have to think about 360 mindset, you will just have it. A good way to begin 

practicing these techniques is people watching. See if you can look around and 

then describe your surroundings, pick out emotions from people’s faces and 

body language, find exits, plan what you would do if something felt dangerous. 

If something does feel dangerous, respond! 

 

Barriers 

Below are some barriers to situational awareness that you need to watch out for. 

Perception: We are constantly seeing the world through filters. Some filters 

are our past experiences and our expectations.  

Excessive motivation: Getting too focused on what we are doing that we 

do not see what is happening around us. 

 

Complacency: The feeling that we have the training so we are fine, rather 

than using the training. 

 

Overload: Taking on too much and having our minds too full with other 

information can be distracting. 

 

Fatigue: It takes energy to be aware, so if you’re tired it is harder to do.  

 

Poor communication: If you are working with others, it is very important to 

share information. This keeps everyone safe.  

 

Exercise 
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What are some ways you can practice situational awareness in the work you 

do? 

______________________________________________________________________________

______________________________________________________________________________

____________________________________________________________ 

  

What are some potential dangers at your job? 

 

______________________________________________________________________________

______________________________________________________________________________

____________________________________________________________ 

  

Pick one of your potential dangers above. What would your exit strategy be for 

this situation? 

______________________________________________________________________________

______________________________________________________________________________

____________________________________________________________ 

  

Resources 

Situational awareness has mostly been taught to first responders and military. 

You may need to adapt some of what you read in these resources, but the 

information is valuable. 

www.samatters.com 

www.personalsafetygroup.com 

www.feinet.com/news/increasing-personal-safety-

through-situational-awareness 

www.uscg.mil/auxiliary/training/tct/chap5.pdf 

 

http://www.samatters.com/
http://www.personalsafetygroup.com/
http://www.feinet.com/news/increasing-personal-safety-through-situational-awareness
http://www.feinet.com/news/increasing-personal-safety-through-situational-awareness
http://www.uscg.mil/auxiliary/training/tct/chap5.pdf
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FIRE 25: SUICIDE INTERVENTION    
TRAC supports Montana’s Peer Network and their belief that peer support 

training should include education on suicide intervention. If we are going to do 

this type of work, we have to know how to handle the difficult topic of suicide, 

homicide and self-harm. At some point as a peer supporter you will encounter 

an individual who is a danger to themselves or others. 

 

 This is a topic that can make us uneasy. It can sometimes bring up past trauma, 

our own suicide attempt or a loved one who took their own life. This is one area 

of our work to take very seriously and address directly. People do take their own 

life. In 2014 - 243 Montanans took their own life. There are also thousands of 

attempts each year. Suicide attempt data is not collected so we do not know 

the actually number of people actually attempting to take their life but in our 

estimation, it is in the thousands. Suicide is very real. This is something you will 

encounter as a peer supporter. Be prepared. 

 

Exercise 

 

On a scale on 1-10 rate your comfort level with this subject matter. _______ 

 

Remember- Prevention is Intervention 

 

Does your organization have a policy on suicide prevention/intervention?    

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 

  

What is it? 

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 
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Know the SIGNS  

 

I deation—Threatened or communicated 

S ubstance abuse—Excessive or increased 

 

P urposeless—No reasons for living 

A nxiety—Agitation/Insomnia 

T rapped—Feeling there is no way out 

H opelessness 

 

W ithdrawing—From friends, family, society 

A nger (uncontrolled)—Rage, seeking revenge 

R ecklessness—Risky acts, unthinking 

M ood changes (dramatic) 

Below you will find the policy and procedure for 

Montana’s Peer Network. The organization you work 

for should have its own policy and procedure and that 

is the policy you should follow. This is for reference and 

will allow us to explore different scenarios. 
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Montana’s Peer Network 

Threat to self or others Policy and Procedure 

 

Policy 

In the course of peer support and recovery work it is inevitable that staff, 

volunteers or Board Members will encounter situations where someone they are 

supporting will present as a threat to self or others.  Montana’s Peer Network 

does not conduct formal suicide risk assessments. 

That being said a determination does need to be made regarding the intent or 

level of threat such as 

 Is there actually a threat to self or others? 

 Is the level of intent or threat unknown? 

 is the need simply for dialogue regarding the subject matter? 

 what is the MPN staff, volunteer or Board Members skill level in making this 

determination? 

Staff who work directly one on one with individuals will complete a suicide 

prevention training program as determined by the Executive Director within the 

first three months of employment. 

The procedure for handling the varied scenarios are listed below.   
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Procedure 

Situation involving unknown level of intent or threat: 

When someone presents suicidal thoughts to staff, board members or 

volunteer 

 Be direct (Are you thinking about killing yourself? or Are you planning on 

hurting someone else? It sounds to me like you are planning on killing 

yourself. Am I hearing you correctly?  If you are unsure, handle it as a 

situation with the highest level of concern and refer to the above 

procedure. 

 Ask open ended questions 

 Allow the individual to share what they are experiencing without 

judgment 

 Stay with the individual until a determination can be made. This will either 

move upwards towards a higher level of intent or threat or lower towards 

dialogue 

 Do not leave the situation until you are certain of the course of action. 

 Document this interaction and report to supervisor or the Executive 

Director within 48 hours 

 Schedule a follow up time to check in with the individual 

 

 

 

Situation with highest level of intent or threat. When someone presents, to 

staff, board members or volunteer as being a threat to themselves or others  

 let the individual know your concern and let them know you have to 

contact someone 

 If the individual works with a licensed mental health professional, s/he 

may choose to contact him/her.  If not, call 911 or have the individual 

report to the nearest emergency room. 

 Stay with the individual until contact with one of the above-mentioned 

entities is made 

 After help arrives you will need to document the event (this should 

include date, time, names and timeline of events) 

 Report this event and documentation to supervisor, or the Executive 

Director as soon as possible 
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Situation involving the lowest level of intent or threat: 

 The individual simply needs dialogue regarding thoughts and feelings 

related to suicide, self-harm, etc. and clearly has no intent or plan for 

acting on these thoughts or feelings 

 Utilize your support skills (listen, ask open ended questions, be curious, be 

patient) 

 If you are uncomfortable with the subject matter let the individual know 

how you are feeling and make a plan with them about whom to contact 

to discuss the matter. This is a good place to contact another member of 

MPN with a higher skill or comfort level to help support the both if you 

through this situation 

 Share your own thoughts and experiences with the individual 

 Encourage the individual to also dialogue with their own mental health 

professional 

 Schedule a follow up time to check in with the individual 

Never be afraid to directly ask someone if they are suicidal. You may be saving 

a life. It is not always easy to express suicidal thoughts or ideas. The words may 

not be readily available or saying it out loud may be too frightening. As a peer 

supporter you can open the door by simply asking the questions. Be direct. 

 

Example of open ended questions you may ask someone 

o Are you feeling suicidal? 

o What I hear you saying is you are considering hurting yourself, is that 

correct? 

o Do you have a plan as to how you would kill yourself? 

o Have you ever had these feeling of suicide before? 
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ROLE PLAY 

 

Exercise 

Let’s discuss some scenarios you may have already encountered.  

 

Suicide Prevention Resources 

 

 American Foundation for Suicide Prevention  www.afsp.org 

o Suicide Prevention: Saving lives one community at a time 

o http://www.afsp.org/files/Misc_//standardizedpresentation.ppt 

 

 Crisis Hotline Nationwide 1-800-273-8255 

 

 SAFE -T 

o Suicide Assessment Five Step Evaluation and Triage 

o www.stopsuicide.org 

 

 QPR Institute   

o www.qprinstitute.com 

o 3 steps anyone can learn to help prevent suicide 

o Question-Persuade-Refer 

   

 SAMHSA store http://store.samhsa.gov/shin/content/SVP05-0126/SVP05-

0126.pdf 

 

 ASIST- Applied Suicide Intervention Skills Training  

o www.livingworks.net 

 

 

 Suicide Prevention Resource Center 

o www.sprc.org 

 TEXT 741741 

http://www.afsp.org/
http://www.afsp.org/files/Misc_/standardizedpresentation.ppt
http://www.qprinstitute.com/
http://store.samhsa.gov/shin/content/SVP05-0126/SVP05-0126.pdf
http://store.samhsa.gov/shin/content/SVP05-0126/SVP05-0126.pdf
http://www.livingworks.net/
http://www.sprc.org/
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FIRE 26: RECOVERY PLANNING 

One of the important tasks we will do as a peer supporter is assisting 

others in developing a recovery plan. A recovery plan is a road map to 

lifelong wellness. Those of us in recovery have already developed our 

plan and are executing it every day. Otherwise you would not be here. 

For some of us, we have a formal plan that is written out, some people 

don’t write one out but discuss it with our inner circle of supporters. 

Once we begin taking action on our plan, it becomes instinctive or 

second nature.  

Exercise 

 

 

Homework Assignment #9 

 

Why is having a recovery plan important? 

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 

What are the components to a recovery plan? Develop recovery plan in class 

through group discussion. Start with the handout on the following page. 

 

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 

  

A recovery plan is a set of actions, steps and beliefs that can support, 

encourage and sustain our long-term recovery. The recovery plan can 

contain any number of elements and there is no right or wrong way to write a 

recovery plan. Note *this is different than crisis planning. Recovery planning is 

a long term plan and requires regular execution, a crisis plan is very short term 

or immediate.  Crisis planning is covered in the next section. 
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Exercise 

What’s in your wellness tool box? 

Make a list of items you have in your wellness toolbox. Then next to each item 

explain why this is in your toolbox. 

  

1. 

  

2.                             

  

3. 

  

4. 

  

5. 

  

6. 

  

7. 

  

8. 

  

9. 

  

10. 

  

The more tools we have in our toolbox the more effective we can be at building 

our recovery. 
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Crisis Planning 

Depending on the setting in which you are working the amount of crisis 

planning you are doing with individuals may vary. As a peer crisis worker, one 

could expect a great deal of crisis planning; while a whole health peer 

supporter may do much less. 

Ideally crisis planning should take place within a group of supportive 

individuals.  As a peer supporter, you will most likely be part of that group. There 

may be counselors, doctors, family members, friends, case managers and most 

importantly the individual who the plan belongs to. Never should a crisis plan be 

designed for someone it should always be designed with the individual with 

support of the other individuals in the group.  

 

Why do we include other individuals when building a crisis plan?  

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

 

 

Considerations for peer supporters 

 Ok to ask “Do you have a crisis plan?” “Do you have an Advance 

Directive?” 

 Structure of a crisis plan can vary and look different depending on who 

developed the outline for the plan 

 You may have to become an advocate 

 Lingo -Crisis plans can sometimes be called “safety plans” 

 Patience and practice  

 Crisis is not the time to make a crisis plan 
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CRISIS PLANNING WORKSHEET 

 

NAME:                                                                 CONTACT INFORMATION: 

 

1. How will I know if you are in a crisis? 

 

2. If a crisis happens who are you willing to call? 

 

3. If a crisis happens who don’t you want involved? 

 

4. What would be important to you in a crisis? 

 

5. As a supporter how can I support you in a crisis? 

 

6. Are there any medical issues I or health care professionals need to be 

aware of? 

 

7. What medications do you currently take? List them all and the dosages 

 

8. Who are your primary health care providers? Names and numbers. 

 

9. How will I know when the crisis is over? 

 

10. Who needs to have copies of this crisis plan? 
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Advance Psychiatric Directive 

 

Forms and Instructions can be found: 

www.mtpeernetwork.org     

www.disabilityrightsmt.org 

 

Recommended Reading - 

SAMHSA- Practice Guidelines Core Elements in Responding to 

Mental Health Crisis 

Wellness Recovery Action Planning – Mary Ellen Copeland 

Person Centered Planning by Steve Harrington 

Better Days by Craig Lewis 

 

  

Advance Psychiatric Directives or Mental Health Care Directives are legal in 

Montana. There is no official form. Any signed, dated, notarized document 

that expresses a person’s clear intention may serve as a mental health care 

directive. 

An APD is similar to a medical directive or end of life directive. It is an 

opportunity to direct your own care in the event of the mental health crisis. 

 

 Complete an Advance Psychiatric Directive 

 Notarize the document 

 Register it 

 Distribute it 

 Update it as needed 

http://www.mtpeernetwork.org/
http://www.disabilityrightsmt.org/
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FIRE 27: ADVOCACY 
Never be afraid to raise your voice for honesty and truth and compassion 

against injustice and lying and greed. If people all over the world...would do this, 

it would change the earth.”    William Faulkner, a Nobel Prize winning American 

novelist 

  

Standing up for what we believe is right, having a voice and a choice in our 

recovery. Or it may mean sharing our own recovery story publicly. It may also 

mean advocating for someone we work with as a peer supporter. These are 

some of things that make up advocacy and self-advocacy.  

Let’s start with self-advocacy which refers to an individual’s ability to effectively 

communicate, convey, negotiate or assert his or her own interests, desires, 

needs, or rights. It involves making informed decisions and taking responsibility 

for those decisions. 

Knowing yourself and your strengths, needs, and interests is the first step toward 

advocating for your rights. Once we begin to find our way on the path of 

recovery, we may want to begin to advocate for ourselves with those around us 

- peer supporters, friends, family, service providers and doctors.  These 

conversations may be difficult but having them is vital to your recovery. 

Remember you are the expert on yourself.  

It may be that prior to getting on the path to recovery others were making 

decisions for you or acting in what they believed to be your best interest. Now 

may be the time for you to let others know what you believe to be in your best 

interest. You may find yourself in the process of taking control and making 

decisions that affect your life and perhaps other’s lives. This process of self-

determination means making informed choices, problem solving, setting and 

attaining goals. 

Advocacy or advocating for others may be something you are interested in 

doing. Advocating for another person isn’t about acting in that person’s 

perceived best interest but standing with a person to ensure they are able to say 

and try to get what they want or need. Or you may want to speak up and 

advocate for change in the services in your community.             
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 Speaking to your tribal council, tribal leaders, legislature or a special 

committee.  

 Getting involved with an advocacy group or organization 

 Sharing your recovery story (mediums: in person, TV, testimonials, 

podcasts, etc.) 

  

Sharing of Recovery Stories 

 

CONFIDENTIALITY 

Client confidentiality is used to describe 

the responsibility of a professional to keep 

any personal information by or about a 

client in strictest of confidence. Breaking 

client confidentiality by revealing 

information without the expressed 

permission, typically in writing, of the 

client is considered unethical and possibly legal repercussions including the loss 

of license or certification in the field. 

 

Exercise 

 

List 2 things we can do to build trust: 

1. 

2. 

 

  

“Trust once broken is seldom restored. 

It is the most fragile yet essential 

attribute of leadership. No leader can 

afford to take his word lightly.” Doris 

Kearns 
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Name two situations in which a peer supporter may have to break 

confidentially: 

1. 

2. 

 

 

 

 Trust is vital to the work that we do. If we cannot be 

trusted, then we are not going to be very good at our 

job. After all, if no one will trust us no one will want to 

share anything with us. One way to build trust is to be 

vulnerable. We can do this by sharing our recovery 

story. We may have to put our trust in the other person first in order to begin the 

process of building trust. Another way to begin to build trust is to talk about it. Let 

them know the relationship between the two of you is built on trust. Let them 

know what is held in confidential and what is not. Being up front is always a 

good approach. 
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FIRE 28: MANDATORY REPORTING 
Mandated Reporter - In many U.S. states mandated reporters are professionals 

who, in the ordinary course of their work and because they have regular 

contact with children, disabled persons, senior citizens, or other identified 

vulnerable populations, are required to report (or cause a report to be made) 

whenever financial, physical, sexual or other types of abuse have been 

observed or are suspected, or when there is evidence of neglect. These 

professionals can be held liable by both the civil and criminal legal systems for 

intentionally failing to make a report, but their name can also be withheld. 

Mandated reporters include persons who have assumed full or intermittent 

responsibility for the care or custody of a child, dependent adult, or elder, 

whether or not they are compensated for their services. Wikipedia 

In Montana peer supporters are mandatory reporters. 

 

Exercise 

 

Make a list of situations you would have to report as a peer supporter. 

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 

  

 

 “We’re never so vulnerable than when we trust someone but paradoxically, if 

we cannot trust neither can we find love or joy.”  Walter Anderson  

  

http://en.wikipedia.org/wiki/U.S._state
http://en.wikipedia.org/wiki/Professional
http://en.wikipedia.org/wiki/Children
http://en.wikipedia.org/wiki/Senior_citizen
http://en.wikipedia.org/wiki/Financial_abuse
http://en.wikipedia.org/wiki/Physical_abuse
http://en.wikipedia.org/wiki/Sexual_abuse
http://en.wikipedia.org/wiki/Abuse
http://en.wikipedia.org/wiki/Neglect
http://en.wikipedia.org/wiki/Dependent_adult
http://en.wikipedia.org/wiki/Senior_citizen
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Health Insurance Portability Accountability Act (HIPPA)  

 

The following information is provided so that you understand the importance of 

the rules, regulations and penalties around Health Insurance Portability 

Accountability Act. The information in this section was taken from other credible 

websites. We in no way are we experts on the subject. This is not legal advice.  

 

The information below is provided by the U.S. Department of Health and Human 

Services website www.hhs.gov 

 

https://www.youtube.com/watch?v=MWK9DmmenIQ Short video on HIPAA 

 

At the same time, the Privacy Rule is balanced so that it permits the disclosure of 

personal health information needed for patient care and other important 

purposes.  

The Security Rule specifies a series of administrative, physical, and technical 

safeguards for covered entities to use to assure the confidentiality, integrity, and 

availability of electronic protected health information.  

Most of us believe that our medical and other health information is private and 

should be protected, and we want to know who has this information. The 

Privacy Rule, a Federal law, gives you rights over your health information and 

sets rules and limits on who can look at and receive your health information. The 

Privacy Rule applies to all forms of individuals' protected health information, 

whether electronic, written, or oral. The Security Rule, a Federal law that protects 

health information in electronic form, requires entities covered by HIPAA to 

ensure that electronic protected health information is secure. 

Who Must Follow These Laws? 

The Health Insurance Portability Accountability Act of 1996 Privacy and 

Security Rule provides federal protections for personal health information held 

by covered entities and gives patients an array of rights with respect to that 

information.  

http://www.hhs.gov/
https://www.youtube.com/watch?v=MWK9DmmenIQ
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We call the entities that must follow the HIPAA regulations covered entities.  

Covered entities include: 

 Health Plans, including health insurance companies, HMOs, company 

health plans, and certain government programs that pay for health care, 

such as Medicare and Medicaid. 

 Most Health Care Providers—those that conduct certain business 

electronically, such as electronically billing your health insurance—

including most doctors, clinics, hospitals, psychologists, chiropractors, 

nursing homes, pharmacies, and dentists.  

 Health Care Clearinghouses—entities that process nonstandard health 

information they receive from another entity into a standard (i.e., 

standard electronic format or data content), or vice versa. 

What Information Is Protected  

 Information your doctors, nurses, and other health care providers put in 

your medical record 

 Conversations your doctor has about your care or treatment with nurses 

and others 

 Information about you in your health insurer’s computer system 

 Billing information about you at your clinic 

 Most other health information about you held by those who must follow 

these laws 

What Rights Does the Privacy Rule Give Me over My Health Information? 

Health Insurers and Providers who are covered entities must comply with your 

right to:  

 Ask to see and get a copy of your health records 

 Have corrections added to your health information 

 Receive a notice that tells you how your health information may be used 

and shared 

 Decide if you want to give your permission before your health information 

can be used or shared for certain purposes, such as for marketing 

 Get a report on when and why your health information was shared for 

certain purposes 
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 If you believe your rights are being denied or your health information isn’t 

being protected, you can  

o File a complaint with your provider or health insurer 

o File a complaint with the U.S. Government 

You should get to know these important rights, which help you protect your 

health information. 

You can ask your provider or health insurer questions about your rights. 

Who Can Look at and Receive Your Health Information 

The Privacy Rule sets rules and limits on who can look at and receive your health 

information 

To make sure that your health information is protected in a way that does not 

interfere with your health care, your information can be used and shared: 

 For your treatment and care coordination 

 To pay doctors and hospitals for your health care and to help run their 

businesses 

 With your family, relatives, friends, or others you identify who are involved 

with your health care or your health care bills, unless you object 

 To make sure doctors give good care and nursing homes are clean and 

safe 

 To protect the public's health, such as by reporting when the flu is in your 

area 

 To make required reports to the police, such as reporting gunshot wounds 

Your health information cannot be used or shared without your written 

permission unless this law allows it. For example, without your authorization, your 

provider generally cannot: 

 Give your information to your employer 

 Use or share your information for marketing or advertising purposes 

 Share private notes about your health care 

What are the penalties associated with HIPAA violations? 

Taken directly from the American Medical Association website 
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www.ama-assn.org  

HIPAA Violations and Enforcement 

Failure to comply with HIPAA can result in civil and criminal penalties (42 USC § 

1320d-5). 

Civil Penalties  

The “American Recovery and Reinvestment Act of 2009” (ARRA) that was 

signed into law on February 17, 2009, established a tiered civil penalty structure 

for HIPAA violations (see below). The Secretary of the Department of Health and 

Human Services (HHS) still has discretion in determining the amount of the 

penalty based on the nature and extent of the violation and the nature and 

extent of the harm resulting from the violation. The Secretary is still prohibited 

from imposing civil penalties (except in cases of willful neglect) if the violation is 

corrected within 30 days (this time period may be extended). 

HIPAA Violation Minimum Penalty Maximum Penalty 

Individual did not know 

(and by exercising 

reasonable diligence 

would not have known) 

that he/she violated 

HIPAA 

$100 per violation, with an 

annual maximum of $25,000 for 

repeat violations (Note: 

maximum that can be imposed 

by State Attorneys General 

regardless of the type of 

violation) 

$50,000 per 

violation, with 

an annual 

maximum of 

$1.5 million 

HIPAA violation due to 

reasonable cause and 

not due to willful neglect 

$1,000 per violation, with an 

annual maximum of $100,000 

for repeat violations 

$50,000 per 

violation, with 

an annual 

maximum of 

$1.5 million 

HIPAA violation due to 

willful neglect but 

violation is corrected 

within the required time 

period 

$10,000 per violation, with an 

annual maximum of $250,000 

for repeat violations 

$50,000 per 

violation, with 

an annual 

maximum of 

$1.5 million 

http://www.ama-assn.org/
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HIPAA violation is due to 

willful neglect and is not 

corrected 

$50,000 per violation, with an 

annual maximum of $1.5 million 

$50,000 per 

violation, with 

an annual 

maximum of 

$1.5 million 

TABLE 2. HIPPA PENALTIES 

Criminal Penalties 

In June 2005, the U.S. Department of Justice (DOJ) clarified who can be held 

criminally liable under HIPAA. Covered entities and specified individuals, as 

explained below, whom "knowingly" obtain or disclose individually identifiable 

health information in violation of the Administrative Simplification Regulations 

face a fine of up to $50,000, as well as imprisonment up to one year. Offenses 

committed under false pretenses allow penalties to be increased to a $100,000 

fine, with up to five years in prison. Finally, offenses committed with the intent to 

sell, transfer, or use individually identifiable health information for commercial 

advantage, personal gain or malicious harm permit fines of $250,000, and 

imprisonment for up to ten years. 

Covered Entity and Specified Individuals 

The DOJ concluded that the criminal penalties for a violation of HIPAA are 

directly applicable to covered entities—including health plans, health care 

clearinghouses, health care providers who transmit claims in electronic form, 

and Medicare prescription drug card sponsors. Individuals such as directors, 

employees, or officers of the covered entity, where the covered entity is not an 

individual, may also be directly criminally liable under HIPAA in accordance with 

principles of "corporate criminal liability." Where an individual of a covered entity 

is not directly liable under HIPAA, they can still be charged with conspiracy or 

aiding and abetting. 

Knowingly 

The DOJ interpreted the "knowingly" element of the HIPAA statute for criminal 

liability as requiring only knowledge of the actions that constitute an offense. 

Specific knowledge of an action being in violation of the HIPAA statute is not 

required. 

Exclusion 

The Department of Health and Human Services (DHHS) has the authority to 

exclude from participation in Medicare any covered entity that was not 
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compliant with the transaction and code set standards by October 16, 2003 

(where an extension was obtained and the covered entity is not small) (68 FR 

48805). 

Enforcing Agencies 

The DHHS Office of Civil Rights (OCR) enforces the privacy standards, while the 

Centers for Medicare & Medicaid (CMS) enforces both the transaction and 

code set standards and the security standards (65 FR 18895). Enforcement of the 

civil monetary provisions has not yet been tasked to an agency. 

Please refer to the AMA's FAQs on the privacy regulations for additional 

information on enforcement of the privacy standards. 

No Private Cause of Action 

While HIPAA protects the health information of individuals, it does not create a 

private cause of action for those aggrieved (65 FR 82566). State law, however, 

may provide other theories of liability. 

Exercise 

Why is it important to understand HIPAA? 

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 

  

Why is it important to understand mandatory reporting? 

 

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 

  

Describe a situation that might cause a moral or ethical dilemma for you in 

regards to mandatory reporting? 

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 

http://www.ama-assn.org/ama/pub/physician-resources/solutions-managing-your-practice/coding-billing-insurance/hipaahealth-insurance-portability-accountability-act/frequently-asked-questions.page?
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FIRE 29: DOCUMENTATION  
As a peer supporter one thing is certain, 

 

 

 

This is an important aspect of our job. Documentation creates a record of our 

work, a medical record for the client, covers workers and employers for liability 

and is typically the way in which we get paid for the work we do. Payers want to 

know we are doing work, meeting regulations, policies and guidelines. We do 

live in a world where lawsuits are a reality. False accusations or claims are made 

against behavioral health workers and having a good record is a way to stay 

safe for both you and the organization.  

 Words 

 Tone 

 Accuracy 

 Timing 

 DAP 

D - Subjective and objective data about the client 

Subjective is - what client can say or feel Objective - observable 

behavior 

Start with a standard “I” sentence, progress on presenting problem 

and a description of both the content and process of the session 

A - Intervention, assessment – “what's going on?” 

Working hypotheses, gut hunches such as "Depression appears 

improved this week" or "more resistant ... less involved...etc. " 

we will have to complete “paperwork” or documentation.  

Documentation is to be taken seriously for our job may depend on it. It may 

seem that documentation is too “clinical” for peer support work but as part of 

the recovery team it is quite necessary. Clients have a right to view their 

medical records. They have a right to know what is in the document. Also, be 

sure to schedule time to enter the notes. They are just as important and the 

session. 

When entering notes in a client record consider: 
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P - Response or revision 

What you're going to do about it. Action steps such as - Next session 

date, what’s next and any topics to be covered in next session(s) 

 

The Montana Provider Manual indicates the following: (this may change over 

time for peer support staff) 

Documentation should include: 

 Name of the client; 

 Person providing service; 

 Date of service; 

 Time of service (start and end time); 

 Type of service; 

 Length of service; 

 Location; and 

 Relationship to the recovery plan  

 Specific goal 

 Objectives being addressed 

 Persons present 

 What happened 

 What was observed 

 What was the outcome 

 What are the next steps? 

 

What not to put into documentation- 

 Negative, discriminating or degrading words or descriptions about the 

client 

 Non-recovery language 

 Diagnosis/medications 
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Exercise 

 Imagine you have just met with a peer that you have been working with for at 

least 6 months. Answer the following questions and then create a DAP note 

using the information. 

 

1) Which of the 4 dimensions of wellness are you working on with them?  

 

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 

  

 

2) Refer to the model for providing peer support—which phase were you in 

during your meeting today?  

 

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 

  

 

3) Which of the 4 types of support were you providing them with?  

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 
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4) In which stage of change is the peer currently? 

 

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 

  

 

5) Using the information above and your DAP checklist, please complete a 

DAP note 

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 
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Training Evaluation – Reclaiming the Fire Day 3 

        

Date:                                                                     Location of Training:               

                                

  1=poor  2=moderate  3= average 4=above average  5=Excellent 

 

How would you rate the training today?  1 2 3 4 5 

How would you rate the communication presentation? 1 2 3 4 5 

How would you rate the presenter? 1 2 3 4 5 

How would you rate the resources on cultural competence? 1 2 3 4 5 

How would you rate the mandatory reporting and 

documentation resources? 

1 2 3 4 5 

 

 

What did you find most helpful in the training? 

 

 

 

What would you like to of been covered that was not? 

 

 

 

 

Other comments  
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CHAPTER 4: UNDERSTANDING THE FIRE 
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Day Four Agenda 

Chapter 4: Understanding the Fire 

Recap Day 3, Homework #7 submitted. Overview Day 4 

Fire 30: Addiction 101 

Fire 31: Post-Acute Withdrawal (PAWS) 

Fire 32: Harm Reduction 

Fire 33: Fetal Alcohol Syndrome Disorder 

Fire 34: Medication Assisted Treatment 

Fire 35: Our Evidence 

Fire 36: Community Recovery Support  

Fire 37: Completing the Circle 

Fire 38: Resources 

Fire 39: Ideas and Examples for Your Work 

Fire 40: The Final Exam  

Day Four Learning Objectives: 

•List the major symptoms of Post-Acute Withdrawal (PAW) 

•Define harm reduction and provide an example of harm reduction programming. Design a 

recovery medicine wheel based on individual story of recovery. 

•Describe Fetal Alcohol Syndrome Disorder (FASD) and describe the causes of FAS and 

prevention strategies.  

•Define Medication Assisted Treatment and instances where MAT is used to help peers in 

recovery. 

•Summarize the impact of drugs on the brain. 

•List research outcomes that support peer recovery support. 

•Define mental health and the factors that contribute to mental health problems.   

•Summarize community peer recovery support resources available. 
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DAY FOUR UNDERSTANDING THE FIRE 
Chapter 4, Understanding the Fire is really about what we have learned over the 

last four years. When we started this process or implementing peer recovery 

support, we were not aware of terms like PAWS, Harm Reduction, Fetal Alcohol 

Syndrome Disorder, Medication Assisted Treatment, and Addiction Science. 

Some of these fields have just started to emerge as we learn more about 

recovery and the specific kinds of recovery supports needed for certain drugs. 

This chapter will also give you resources and ideas for how to be successful as a 

peer supporter. We have learned that there are many paths to recovery. Some 

of these resources are helpful, some paths work—and others do not. We 

encourage you as a peer supporter to take what is helpful, and leave what is 

not. Our sincere prayer is that these resources and this training will help, Keep 

Your Fire Burning. 

One Native value that we embrace in this chapter is generosity. We are sharing 

resources that we have gathered with the hopes that they help you on your 

journey. Another value that we embrace in this Chapter is listening and 

observing. Many of these articles were written by experts, researchers, and the 

federal government.  

Note: This section was added to the Montana Peer Network 101 Manual after 

review by the TRAC team and the discussion of additional resources that may 

be useful for peer mentors and communities as they reclaim the fire. The 

presentation of personal recovery stories was moved to day 3/Chapter 4 so that 

individuals would not have to complete the exam and tell their recovery story all 

on the same day.  

 

 

 

 

 

  



DRAFT Peer Support Specialist Manual   Rev. 12-5-17 

199 | P a g e  

 

FIRE 30: ADDICTION 101 
We are learning more about the science of addiction through research and 

publication. The National Institutes on Drug Abuse have studied addictive 

behaviors since the 1930s. In the early research of addiction, scientist thought 

that addiction was due to a moral flaw or lacking the willpower to quit. These 

early views about addiction are still prevalent some communities and 

organizations today. The criminalization of addiction is just one of the many 

examples of how this view continues in our world today-addicts are viewed as 

morally flawed and criminal. However, new research on the science of 

addiction is changing these views.  

 

Exercise 

Facilitator Present: NIDA PowerPoint Presentation on Addiction 

 

As a result of scientific research, scientists have proven that addiction is a 

disease that affects both the brain and behavior. Scientist have identified many 

of the biological and environmental factors of addiction. They are now 

beginning to search for the genetic variations that contribute to the 

development and progression of the disease. Scientists use this knowledge to 

develop effective prevention and treatment approaches that reduce the toll 

drug abuse takes on individuals, families, and communities. 
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Watch this video by NIDA Researcher Dr.Volkow: 

https://www.bing.com/videos/search?q=youtube+science+of+addiction+nida

&qpvt=youtube+science+of+addiction+nida&view=detail&mid=B308E2B20C251

CED9BC3B308E2B20C251CED9BC3&&FORM=VDRVRV 

 

The National Institute on Drug Abuse published this article on the science of 

addiction.  

Drugs and the Brain: Introducing the Human Brain16 

The human brain is the most complex organ in the body. This three-pound mass 

of gray and white matter sits at the center of all human activity—you need it to 

drive a car, to enjoy a meal, to breathe, to create an artistic masterpiece, and 

to enjoy everyday activities. In brief, the brain regulates your body’s basic 

functions; enables you to interpret and respond to everything you experience; 

and shapes your thoughts, emotions, and behavior. The brain is made up of 

many parts that all work together as a team. Different parts of the brain are 

responsible for coordinating and performing specific functions. Drugs can alter 

important brain areas that are necessary for life-sustaining functions and can 

drive the compulsive drug abuse that marks addiction. Brain areas affected by 

drug abuse include: 

                                                 

16 NIDA (ND). Drugs, Brains, and Behavior: The Science of Addiction. Retrieved from: 

https://www.drugabuse.gov/publications/drugs-brains-behavior-science-addiction/preface 

https://www.bing.com/videos/search?q=youtube+science+of+addiction+nida&qpvt=youtube+science+of+addiction+nida&view=detail&mid=B308E2B20C251CED9BC3B308E2B20C251CED9BC3&&FORM=VDRVRV
https://www.bing.com/videos/search?q=youtube+science+of+addiction+nida&qpvt=youtube+science+of+addiction+nida&view=detail&mid=B308E2B20C251CED9BC3B308E2B20C251CED9BC3&&FORM=VDRVRV
https://www.bing.com/videos/search?q=youtube+science+of+addiction+nida&qpvt=youtube+science+of+addiction+nida&view=detail&mid=B308E2B20C251CED9BC3B308E2B20C251CED9BC3&&FORM=VDRVRV
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 The brain stem, which controls basic functions critical to life, such as heart 

rate, breathing, and sleeping. 

 The cerebral cortex, which is divided into areas that control specific 

functions. Different areas process information from our senses, enabling us to 

see, feel, hear, and taste. The front part of the cortex, the frontal cortex or 

forebrain, is the thinking center of the brain; it powers our ability to think, 

plan, solve problems, and make decisions. 

 The limbic system, which contains the brain’s reward circuit. It links together 

a number of brain structures that control and regulate our ability to feel 

pleasure. Feeling pleasure motivates us to repeat behaviors that are critical 

to our existence. The limbic system is activated by healthy, life-sustaining 

activities such as eating and socializing—but it is also activated by drugs of 

abuse. In addition, the limbic system is responsible for our perception of 

other emotions, both positive and negative, which explains the mood-

altering properties of many drugs. 

FIGURE 12. BRAIN AREAS AFFECTED BY DRUGS 
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How do the parts of the brain communicate? 

The brain is a communications center consisting of billions of neurons, or nerve 

cells. Networks of neurons pass messages back and forth among different 

structures within the brain, the spinal cord, and nerves in the rest of the body 

(the peripheral nervous system). These nerve networks coordinate and regulate 

everything we feel, think, and do. 

 Neuron to Neuron 

Each nerve cell in the brain sends and receives messages in the form of 

electrical and chemical signals. Once a cell receives and processes a 

message, it sends it on to other neurons. 

 Neurotransmitters - The Brain's Chemical Messengers 

The messages are typically carried between neurons by chemicals called 

neurotransmitters. 

 Receptors - The Brain's Chemical Receivers 

The neurotransmitter attaches to a specialized site on the receiving neuron 

called a receptor. A neurotransmitter and its receptor operate like a “key 

and lock,” an exquisitely specific mechanism that ensures that each 

receptor will forward the appropriate message only after interacting with the 

right kind of neurotransmitter. 

 Transporters - The Brain's Chemical Recyclers 

Located on the neuron that releases the neurotransmitter, transporters 

recycle these neurotransmitters (that is, bring them back into the neuron that 

released them), thereby shutting off the signal between neurons. 

FIGURE 13. BRAIN CELLS COMMUNICATE 

To send a message, a brain cell (neuron) releases a chemical (neurotransmitter) 

into the space (synapse) between it and the next cell. The neurotransmitter 
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crosses the synapse and attaches to proteins (receptors) on the receiving brain 

cell. This causes changes in the receiving cell—the message is delivered. 

How do drugs work in the brain? 

Drugs are chemicals that affect the brain by tapping into its communication 

system and interfering with the way neurons normally send, receive, and process 

information. Some drugs, such as marijuana and heroin, can activate neurons 

because their chemical structure mimics that of a natural neurotransmitter. This 

similarity in structure “fools” receptors and allows the drugs to attach onto and 

activate the neurons. Although these drugs mimic the brain’s own chemicals, 

they don’t activate neurons in the same way as a natural neurotransmitter, and 

they lead to abnormal messages being transmitted through the network. Other 

drugs, such as amphetamine or cocaine, can cause the neurons to release 

abnormally large amounts of natural neurotransmitters or prevent the normal 

recycling of these brain chemicals. This disruption produces a greatly amplified 

message, ultimately disrupting communication channels. 

How do drugs work in the brain to produce pleasure? 

Most drugs of abuse directly or indirectly target the brain’s reward system by 

flooding the circuit with dopamine. Dopamine is a neurotransmitter present in 

regions of the brain that regulate movement, emotion, motivation, and feelings 

of pleasure. When activated at normal levels, this system rewards our natural 

behaviors. Overstimulating the system with drugs, however, produces euphoric 

effects, which strongly reinforce the behavior of drug use—teaching the user to 

repeat it. 

Most drugs of abuse target the brain’s reward system by flooding it with 

dopamine. 
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FIGURE 14. DRUGS AND BRAIN REWARD CENTER 

 

 

How does stimulation of the brain's pleasure circuit teach us to keep taking 

drugs? Our brains are wired to ensure that we will repeat life-sustaining activities 

by associating those activities with pleasure or reward. Whenever this reward 

circuit is activated, the brain notes that something important is happening that 

needs to be remembered, and teaches us to do it again and again without 

thinking about it. Because drugs of abuse stimulate the same circuit, we learn to 

abuse drugs in the same way. 

 

Why are drugs more addictive than natural rewards? 

When some drugs of abuse are taken, they can release 2 to 10 times the 

amount of dopamine that natural rewards such as eating and sex do.15 In some 

cases, this occurs almost immediately (as when drugs are smoked or injected), 

and the effects can last much longer than those produced by natural rewards. 

The resulting effects on the brain’s pleasure circuit dwarf those produced by 

naturally rewarding behaviors.16,17 The effect of such a powerful reward strongly 

motivates people to take drugs again and again. This is why scientists sometimes 

say that drug abuse is something we learn to do very, very well. 

Long-term drug abuse impairs brain functioning. 

What happens to your brain if you keep taking drugs? For the brain, the 

difference between normal rewards and drug rewards can be described as the 

https://www.drugabuse.gov/publications/science-addiction/citations
https://www.drugabuse.gov/publications/science-addiction/citations
https://www.drugabuse.gov/publications/science-addiction/citations
https://d14rmgtrwzf5a.cloudfront.net/sites/default/files/images/colorbox/soa_014_large.jpg
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difference between someone whispering into your ear and someone shouting 

into a microphone. Just as we turn down the volume on a radio that is too loud, 

the brain adjusts to the overwhelming surges in dopamine (and other 

neurotransmitters) by producing less dopamine or by reducing the number of 

receptors that can receive signals. As a result, dopamine’s impact on the 

reward circuit of the brain of someone who abuses drugs can become 

abnormally low, and that person’s ability to experience any pleasure is reduced. 

This is why a person who abuses drugs eventually feels flat, lifeless, and 

depressed, and is unable to enjoy things that were previously pleasurable. Now, 

the person needs to keep taking drugs again and again just to try and bring his 

or her dopamine function back up to normal—which only makes the problem 

worse, like a vicious cycle. Also, the person will often need to take larger 

amounts of the drug to produce the familiar dopamine high—an effect known 

as tolerance. 

Decreased Dopamine Transporters in a Methamphetamine Abuser 

 

 

FIGURE 15. NORMAL VS. DRUG ABUSER BRAIN 

 

  

https://d14rmgtrwzf5a.cloudfront.net/sites/default/files/dopaminetransporters.gif
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How does long-term drug taking affect brain circuits? 

We know that the same sort of mechanisms involved in the development of 

tolerance can eventually lead to profound changes in neurons and brain 

circuits, with the potential to severely compromise the long-term health of the 

brain. For example, glutamate is another neurotransmitter that influences the 

reward circuit and the ability to learn. When the optimal concentration of 

glutamate is altered by drug abuse, the brain attempts to compensate for this 

change, which can cause impairment in cognitive function. Similarly, long-term 

drug abuse can trigger adaptations in habit or non-conscious memory systems. 

Conditioning is one example of this type of learning, in which cues in a person’s 

daily routine or environment become associated with the drug experience and 

can trigger uncontrollable cravings whenever the person is exposed to these 

cues, even if the drug itself is not available. This learned “reflex” is extremely 

durable and can affect a person who once used drugs even after many years 

of abstinence. 

 

What other brain changes occur with abuse? 

Chronic exposure to drugs of abuse disrupts the way critical brain structures 

interact to control and inhibit behaviors related to drug use. Just as continued 

abuse may lead to tolerance or the need for higher drug dosages to produce 

an effect, it may also lead to addiction, which can drive a user to seek out and 

take drugs compulsively. Drug addiction erodes a person’s self-control and 

ability to make sound decisions, while producing intense impulses to take drugs. 
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FIRE: 31 POST-ACUTE WITHDRAWAL SYNDROME (PAWS)17 
Post-Acute Withdrawal Syndrome (PAWS) is a set of impairments that occur 

immediately after withdrawal from alcohol or other substances. Alcohol 

withdrawal is one of the few withdrawal syndromes that can be life threatening. 

PAWS lasts from six to eighteen months after the last use. Withdrawal symptoms 

fluctuate but improve overtime. Understanding how PAWS impacts a Peers 

recovery, function effectively on the job, interact with family and friends, and 

regain emotional health are important for Peer Mentors.  

Exercise 

Watch this video: 

https://www.bing.com/videos/search?q=PAWs+addiction&&view=detail&mid=1

AC5B379607A8D4C74011AC5B379607A8D4C7401&FORM=VRDGAR 

Post-Acute Withdrawal Syndrome (PAWS) has three major areas of impact upon the 

individual: 

Cognitive: PAWS creates many difficulties with cognitive processes. Racing or 

recycling thoughts are often noted and found to be highly distracting by the 

individual. Thoughts may be scattered and even a lack of coherence at times 

may be present. Others may notice a certain rigidity of thinking and lack of 

required flexibility. In connection with this, abstract and conceptual thought 

may be negatively impacted. Cause and effect reasoning suffers as well in the 

early stages of recovery. Themes and threads connecting disparate events may 

not be recognized as easily. Concentration and attention span may be 

impaired. Confusion may be present. Prioritization by the individual will likely be 

a difficulty for six to twelve months. 

Emotional: PAWS tends to create in individuals either a dearth or excess of 

emotion. The individual may be hyper reactive emotionally. Even small events of 

little consequence may loom large in his/her mind and create strong and overly 

valent (not being able to bond thoughts together) reactions. This may lead 

others to suspect a relapse or create social withdrawal. Shame emotions may 

be noted. Conversely, the individual may notice a numbing of emotions. The 

inability to feel impairs proper emotional bonding with friends and family during 

the early recovery process. It also impairs the recovery process itself as the 

                                                 

17 Adapted from: Intervention Center (ND). PAWS Retrieved from: 

http://interventionctr.com/addictions/paws/ 
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individual struggles with trying to feel the resentments, anger, guilt, shame and 

other emotions common in recovery. 

Memory: Memory is frequently the most noted PAWS problem. Recently learned 

information (within the last 30 minutes) may be quickly forgotten. New skills or 

routines may be learned and then not assimilated as before the drinking began. 

Information may be retained for a short time (days/weeks) and then lost, 

requiring the individual to learn it anew. As recovery requires inspection of the 

past, the individual may discover that developmental and childhood memories 

are totally absent or only remembered in a spotty fashion. 

All of the above PAWS issues can obviously affect the early recovering person. 

The recognition of this syndrome by the recovering person as well as by friends, 

family and colleagues is important. The individual will note that the severity of 

PAWS decreases as time progresses and that PAWS is stress sensitive. Lowering of 

stress is helpful. Healthy habits such as limiting caffeine, getting 8-10 hours of 

sleep, eating three balanced meals and exercising three-four times weekly 

usually prove beneficial. Meditation, or relaxation exercises can be invaluable 

once properly learned. Involvement with a sensitive and experienced Peer is 

important for navigating PAWS. 

Most individuals find the first six months to be the most PAWS impacted with 

decreasing severity over the next six-month period. By the end of one year, most 

persons have returned to their respective levels of functioning. 

 

PAWS may be a condition with a cute acronym, but its symptoms are 

really ugly. Let’s set the scene. You’re a month or two into recovery, 

feeling better and starting to learn how to live sober. Out of nowhere, you 

start feeling different. Nothing horrible, just a little off, so to speak. 

But the next day, it gets worse. Social situations become difficult to 

navigate. The work environment seems extra stressful. Sleep is evasive at 

best, and you have trouble with cognitive tasks. You may also find yourself 

daydreaming about executing a fatal judo-chop to the guy who gave 

you a “funny look.” Welcome to post-acute withdrawal syndrome. 

Roughly 90% of those addicted to opiates, like heroin or prescription pain 

medication, experience this uncomfortable condition. 75% of those 

addicted to alcohol, benzodiazepines (Xanax, Klonopin) and 
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amphetamine (Adderall, methamphetamine) also experience PAWS. It 

affects virtually everyone who gets sober from substance abuse at some 

point. And it might be the most underestimated cause of relapse. For 

more information about PAW and methods to help alleviate PAW, review 

Appendix D.  

Here are some common symptoms of post-acute withdrawal. 

  

Symptoms of PAW: Insomnia. Anxiety. Heightened Stress or 

Increased Sensitivity to Stress. Trouble Thinking. Trouble with 

Emotions. Craving Your Drug of Choice. 
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FIRE 32: HARM REDUCTION   
Many Tribes embrace the values of “do no harm”. This can be found in nature, 

in our families, and in healing. The values of inclusivity, respect, generosity, and 

balance all support the concept of harm reduction. We have found differences 

in how people view harm reduction, some feel that it is condoning alcohol and 

drug use while others feel that it helps reduce the harms associated with 

exposure to risk-taking behaviors. Continue reading to learn more about the 

history of Harm Reduction and how it relates to our work as Peer Mentors.  

 

HARM REDUCTION DEFINED 

Harm reduction (HR), also referred to as harm minimization gained momentum 

in the 1980s and 1990s as a new way of addressing alcohol and drug (AOD) 

problems in public health.  HR programs were developed in response to the 

rising rates of HIV, HBV, and HCV infections. 18  

HR received considerable support, but also division and opposition. However, in 

the past decade, recovery has also emerged as a conceptual framework for 

the redesign of addiction treatment and the emergence of new recovery 

support services within the U.S. and U.K.  

The State of North Carolina published an article on harm reduction and 

recovery. The following text was retrieved from the NCHRC website. 19Harm 

reduction is a way of preventing disease and promoting health that “meets 

people where they are” rather than making judgments about where they should 

be in terms of their personal health and lifestyle. Accepting that not everyone is 

ready or able to stop risky or illegal behavior, harm reduction focuses on 

promoting scientifically proven ways of mitigating health risks associated with 

drug use and other high risk behaviors, including condom distribution, access to 

sterile syringes, medications for opioid dependence such as methadone and 

buprenorphine, and overdose prevention. 

Emphasizing public health and human rights, harm reduction programs provide 

essential health information and services while respecting individual dignity and 

autonomy. For drug users, harm reduction recognizes that many drug users are 

                                                 

18  Stimson, G. V. (2007).  “Harm Reduction—Coming of Age”:  A local movement with global 

impact.  International Journal of Drug Policy, 18, 67-69. doi:10.1016/j.drugpo.2006.12.012   

19 North Carolina Harm Reduction Campaign (ND). What is Harm Reduction? Retrieved from: 

http://www.nchrc.org/harm-reduction/what-is-harm-reduction/ 
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either unable or unwilling to stop, do not need treatment, or are not ready for 

treatment at a given time. Harm reduction programs focus on limiting the risks 

and harms associated with unsafe drug use, which is linked to serious adverse 

health consequences, including HIV transmission, viral hepatitis, and death from 

overdose. 

 

Harm reduction programs have been shown to lower HIV risk and hepatitis 

transmission, prevent overdose, and provide a gateway to drug treatment 

programs for drug users by offering information and assistance in a non-

judgmental manner. Harm reduction also protects law enforcement officers 

from needles tick injuries—accidental pricks to the skin from handling 

hypodermic needles. By providing safe disposal of injection equipment, harm 

reduction programs reduce the number of contaminated syringes circulating in 

a community. 

Harm Reduction Principles 

Important principles of harm reduction programs include: 

 A non-judgmental approach that treats every person with dignity, 

compassion, and respect, regardless of circumstance or condition. 

 Utilizing evidence-based, feasible, and cost-effective practices to 

prevent and reduce harm; 

Accepting behavior change as an incremental process in which 

individuals engage in self-discovery and transition through “stages 

of change;” 

 Active and meaningful participation of drug users, former drug 

users, and community stakeholders in shaping sensible policies and 

practices around drug use; 

 Focusing on enhancing quality of life for individuals and 

communities, rather than promoting cessation of all drug use; 

 Recognizing complex social factors that influence vulnerability to 

drug use and drug-related harm, including poverty, social 

inequality, discrimination, and trauma; 

 Empowering drug users to be the primary agents in reducing the 

harms of their drug use; 

 Commitment to defending universal human rights. 
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Harm Reduction Activities 

Harm reduction encompasses a broad range of activities and interventions 

designed to improve the health and quality of life of individuals and 

communities. These include: 

 Outreach and peer education to reduce risks associated with drug use; 

 Needle and syringe exchange programs (SEPs); 

 Opioid substitution therapies (OST) for drug dependence, including 

methadone and buprenorphine; 

 Confidential counseling and testing for HIV, hepatitis, and other sexually 

transmitted or blood borne infections; 

 Wound care; 

 Overdose prevention activities, including Naloxone (a prescription drug to 

prevent overdose) and first aid training; 

 Provision of primary care and treatment for HIV and other sexually 

transmitted or blood-borne infections; 

 

  

Harm reduction is about active drug use. Harm reduction is the goal, 

not a step along the road to recovery or the path to freedom from 

dependence. S Friedman, 1996 
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Referrals to drug treatment programs. The table below highlights examples of 

harm reduction programs.  

Seatbelt, designated driver programs, breath alcohol ignition interlock devices  

Alcohol server training programs  

Education/coaching/treatment to support moderation of high risk drinking  

Testing of illicit drug samples and dissemination of information to users 

regarding misrepresentation and adulteration of illicit drugs  

HR-focused street outreach programs aimed at lowering risk behaviors of AOD 

users, particularly injection drug users 

Organizing injection drug users for AIDS prevention, mutual support, and 

inculcation of safer injection and safer sex practice, e.g., reshaping norms 

within the injection subculture20 

Social marketing of safer methods of drug use (encouragement for lower risk 

drug choice, dosages, frequency of use, routes of administration [i.e., non-

injecting routes of administration], and settings for use) 

Needle and Syringe Exchange Programs, e.g., distribution of safer injection 

supplies (syringes, cookers, alcohol pads, cotton filters, water, bleach, 

antibiotic ointment, band aids) and safer sex supplies (male and female 

condoms, dental dams) 

Medically supervised safer injection rooms/centers   

Resources or sites for safe needle disposal   

Medical services for active users (e.g., first aid, HIV testing, and counseling) 

Education on safer injection techniques, needle and syringe disposal, and vein 

care  

Hepatitis B vaccination programs  

Distribution of bleach kits, condoms 

                                                 

20  Friedman, S. (1996). Theoretical bases for understanding drug users’ organizations. 

International Journal of Drug Policy, 7, (4), 212–21 
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Overdose prevention and intervention programs (naloxone distribution and 

training), including family education on overdose management  

Linkage to addiction treatment and recovery support resources  

Advocacy for inclusion of active drug users in treatment 

Methadone maintenance & other maintenance pharmacotherapies   

Housing First Programs (housing not contingent on abstinence, including “wet” 

and “damp” housing) 

TABLE 3. EXAMPLES OF HARM REDUCTION PROGRAMS 
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HR’s programmatic services are focused on supporting the health of all people 

who choose to use alcohol and other drugs, not just those with severe AOD 

problems.21  HR programs often serve the most marginalized drug users— 

persons with histories of severe drug dependencies, co-occurring 

medical/psychiatric illnesses, poverty, educational deficits, chronic 

unemployment, homelessness or unstable living arrangements, and limited 

social resources. Of particular note is the fact that HR programs serve individuals 

who do not seek addiction treatment and persons who are often not warmly 

welcomed by addiction treatment programs because of their history of multiple 

treatment admissions.   Several factors distinguish HR programs from traditional 

addiction treatment and recovery support programs, including: minimal if any 

service eligibility or service fee requirements, 

multiple points of service entry (versus a centralized intake), service delivery 

within the locations where clients live and use drugs, service goals set by each 

client rather than the program; abstinence not a requirement for service entry or 

retention, broad service menu encompassing numerous areas of life functioning, 

less hierarchical service relationships than in traditional professional service 

settings,  the option of anonymity in service participation, and   service duration 

(beginning and end) defined by the service consumer not the program or 

external funding/regulatory authorities. 

 

Harm Reduction in Montana 

The following locations were listed as syringe exchange programs in Montana: 

MIJA 

Missoula, MT | C/O Western Montana Community Center  

Open Aid Alliance 

Missoula, MT  

Fort Peck Harm Reduction 

Poplar, MT  

For more information about harm reduction, visit the harm reduction coalition 

website at: http://harmreduction.org/ 

                                                 

21 Rogers, S. J., & Ruefli, T. (2004).  Does harm reduction programming made a difference in the 

lives of highly marginalized, at-risk drug users?  Harm Reduction Journal, 1, 7. doi:10.1186/1477-

7517-1-7 17 

https://www.nasen.org/directory/mt/mija/
https://www.nasen.org/directory/mt/open-aid-alliance/
https://www.nasen.org/directory/mt/fort-peck-harm-reduction/
http://harmreduction.org/
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Current Research on Harm Reduction in Montana 

Researchers at Montana State University designed and published a study on the 

needs of American Indians who inject drugs. The study utilized harm reduction 

techniques to determine the risk factors associated with injection drug use, and 

to determine if harm reduction programs are effective for American Indian 

Injection Drug users. Read the abstract below to learn more about this research 

and their plans for future work.  

A PRELIMINARY NEEDS ASSESSMENT OF AMERICAN INDIANS WHO INJECT DRUGS IN 

NORTHEASTERN MONTANA22 

Background 

Injection drug use has not been well documented in American Indians living in 

the USA. American Indian and Alaskan Natives (AI/ANs) show higher rates of 

substance use compared to the general population, and have historically been 

subject to a number of risk factors that are known to increase the likelihood of 

substance use. AI/ANs also experience increased risk for infectious diseases that 

are transmitted via injection drug use and/or sexual activity. Harm reduction 

approaches have been shown to be effective for decreasing risk of disease 

transmission in at-risk populations, and may be well suited for AI/AN injection 

drug users residing in rural reservation communities. In this study, we aimed to 

examine the characteristics of American Indians (AI) who use injection drugs 

(PWUID) in northeastern Montana to identify needs that could be addressed 

with harm reduction programming. 

Methods of the Harm Reduction Study at Fort Peck 

For the present study, we used a respondent-driven sampling approach to 

generate a sample of 51 self-identified male and female injection drug users 

≥18 years of age who were American Indians living on the Fort Peck Indian 

Reservation. Sampling weights were applied to all analyses using Respondent-

Driven Sampling Analysis Tool (RDSAT). 

 

                                                 

22 Anastario, M., FourStar, K., Ricker, A., Dick, R., Skewes, M. C., & Rink, E. (2017). A preliminary 

needs assessment of American Indians who inject drugs in northeastern Montana. Harm 

reduction journal, 14(1), 22. 
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Results of Harm Reduction Study at Fort Peck 

There were no strong recruitment patterns by age, sex, or ethnic identity status 

of the recruiter or participant, but there were strong within-group recruitment 

patterns by location within the reservation. The majority of the sample reported 

initiating substance use before the age of 18. Participants reported significant 

risk for HIV, hepatitis, and other infectious diseases through their drug use and/or 

risky sexual behavior. Sixty-five percent reported having reused syringes, and 

53% reported drawing from the same filter. Seventy-five percent reported 

inconsistent condom use during the 3 months preceding the survey, and 53% 

reported injecting drugs during sex during the 3 months preceding the survey. 

Only 66% of participants reported having been tested for HIV in the 12 months 

preceding the survey. The vast majority (98%) of respondents expressed interest 

in a harm reduction program. Seventy-six percent reported that it was easy or 

very easy to obtain new syringes. 

Conclusions of Harm Reduction Study at Fort Peck 

We documented several risks for blood-borne pathogens, including elevated 

levels of syringe reuse. Further, we documented significant interest in harm 

reduction interventions in the present sample of AI/AN injection drug users. 

Findings suggest a need for increased access to harm reduction programming 

for AI/AN injection drug users to reduce the transmission of infectious disease 

and increase access to compassionate care. 
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FIRE 33: FETAL ALCOHOL SYNDROME DISORDER 
 

You have probably heard of the Seventh Generation philosophy. This was 

originally developed by the Iroquois Confederacy23 and today many Tribes 

embrace this philosophy. The Seventh Generation is really about considering the 

effects of our actions and decisions for descendants seven generations in the 

future. This philosophy supports the notion that everything that we do has a 

consequence, for something and someone use. We are all connected and must 

live in a way that supports the 7th Generation philosophy.  

 

Exercise 

 

List the ways that your Tribe embraces 7th Generation thinking? 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

 

What are some of the consequences of not thinking about how our actions and 

decisions impact descendants of seven generations?  

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

 

 

                                                 

23 Iroquois Constitution (ND). In reference to the 7th Generation. Retrieved from: 

http://www.indigenouspeople.net/iroqcon.htm 
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Today, many of our Tribes are dealing with the devastating effects of drugs, 

alcohol, trauma on the current generation. Thinking back on our history, we can 

see how women and children (including the unborn) were sacred and powerful. 

All life is sacred and as peer mentors we have the unique opportunity to support 

7th Generation thinking and embrace the history of life.  

Tribes had practices in place for women, with different birthing devices to 

help women to labor down. Many tribes lit birth fires, warmed water for 

poultices or medicinal teas, and used oils for body or perineal massage. 

Some tribes used musical gourds, songs and chanting to help the mother 

during labor; other women would make sympathy sounds to help the 

woman cope. More often than not, babies were not “caught” by human 

hands, but welcomed by the earth. Women would lay leaves under the 

mother’s bottom and allow the baby to fall out onto the ground. The short 

drop would act as a stimulus, akin to our rough handling in today’s 

Western cultures. Babies were generally rubbed vigorously with ashes or 

animal fats, and were bound tightly soon after birth. Women were 

encouraged to “discover” their babies and nurse them soon after birth.  

Native American women were educated in the use of herbs and other 

natural means of helping with labor. Black or blue cohosh, red raspberry 

leaf, partridgeberry, American licorice, broom snakeweed, buckwheat, 

black chokeberry, smooth sumac, balsam root bark, birth root, corn smut, 

wild yam, black hawk, hottentot fig, pennyroyal, bayberry, and cotton 

root were all employed for common childbirth issues, including long labor, 

postpartum hemorrhage and retained placenta.  

The most publicized account of a birth-related Native American medicine 

is that of Sacagawea. As noted by Captain Meriwether Lewis in The 

Journals of the Lewis and Clark Expedition:  

About five O clock this evening one of the wives of Charbono was 

delivered of a fine boy. It is worthy of remark that this was the first child 

which this woman had born, and as is common in such cases her labor 

was tedious and the pain violent. Mr. Jessome [a Mandan interpreter] 

informed me that he had frequently administered a small portion of the 

rattle of a snake, which he assured me had never failed to produce the 

desired effect, that of hastening the birth of the child; having the rattle of 

a snake by me I gave it to him and he administered two rings of it to the 

woman broken in small pieces with the fingers and added to a small 

quantity of water. Whether this medicine was truly the cause or not I shall 

not undertake to determine, but I was informed that she had not taken it 
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more than ten minutes before she brought forth, perhaps this remedy may 

be worthy of future experiments, but I must confess that I want faith as to 

its efficacy.24 

The TRAC program identified the importance of integrating the 7th Generation 

Philosophy into recovery teachings about FASD. The Indian Health Service has 

also called for more education around FASD in our tribal communities. In 2016 

the Indian Health Service presented information about the connection between 

FASD and suicide in Native youth (see 

www.ihs.gov/telebehavioral/includes/themes/responsive2017/display_objects/d

ocuments/slides/fasd/fasdsuicide0616.pdf). 

The Indian Health Service Presentation indicated that rates of FAS and FASD are 

high among some American Indian and Alaska Native populations.  

 In one 2015 study, FAS was 2 per 1,000 among Native children 

compared with .3 per 1,000 among non-Hispanic Whites.25 

 In another study, FASD rates in Alaska were 3 per 1,000 live births 

compared with .2 per 1,000 among non-Native births.26 

 Adults with FASD are 5 times more likely to attempt suicide than 

those in the general U.S. population.  

Peer recovery requires an understanding of the signs and symptoms of FASD. It is 

possible that you may work with a peer with FASD or you may encounter 

questions from peers about FASD and how to access care for their children.  

The following section was copied from the Centers for Disease Control Fact 

Sheet on FASD.27  

 

                                                 

24 Adapted from If You Lay Down, The Baby Will Never Come Out Written by Cole Deelah 

Tuesday, 01 December 2015 12:08 - Last Updated Friday, 15 September 2017 07:52 
25 Fox, D. J., Pettygrove, S., Cunniff, C., O’Leary, L. A., Gilboa, S. M., Bertrand, J., ... & Frías, J. L. 

(2015). Fetal alcohol syndrome among children aged 7–9 years—Arizona, Colorado, and New 

York, 2010. MMWR Morb Mortal Wkly Rep, 64(3), 54-57. 
26 Egeland, G. M., Perham-Hester, K. A., Gessner, B. D., Ingle, D., Berner, J. E., & Middaugh, J. P. 

(1998). Fetal alcohol syndrome in Alaska, 1977 through 1992: an administrative prevalence 

derived from multiple data sources. American Journal of Public Health, 88(5), 781-786. 
27 Centers for Disease Control (ND). Fetal Alcohol Fact Sheet. Available from: 

https://www.cdc.gov/NCBDDD/fasd/facts.html 

http://www.ihs.gov/telebehavioral/includes/themes/responsive2017/display_objects/documents/slides/fasd/fasdsuicide0616.pdf
http://www.ihs.gov/telebehavioral/includes/themes/responsive2017/display_objects/documents/slides/fasd/fasdsuicide0616.pdf
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Alcohol can harm your baby at any stage during a pregnancy. That includes 

the earliest stages before you even know you are pregnant. Drinking alcohol 

can cause a group of conditions called fetal alcohol spectrum disorders 

(FASDs). Effects can include physical and behavioral problems such as trouble 

with: 

 Learning and remembering 

 Understanding and following directions 

 Controlling emotions 

 Communicating and socializing 

 Daily life skills, such as feeding and bathing 

Fetal alcohol syndrome is the most serious type of FASD. People with fetal 

alcohol syndrome have facial abnormalities, including wide-set and narrow 

eyes, growth problems and nervous system abnormalities. 

FASDs last a lifetime. There is no cure for FASDs. Treatments can help. These 

include medicines to help with some symptoms and behavior therapy. No one 

treatment is right for every child. 

Fetal alcohol spectrum disorders (FASDs) are a group of conditions that can 

occur in a person whose mother drank alcohol during pregnancy. These effects 

can include physical problems and problems with behavior and learning. Often, 

a person with an FASD has a mix of these problems. 

FASD Cause and Prevention 

FASDs are caused by a woman drinking alcohol during pregnancy. Alcohol in 

the mother’s blood passes to the baby through the umbilical cord. When a 

woman drinks alcohol, so does her baby. 

There is no known safe amount of alcohol during pregnancy or when trying to 

get pregnant. There is also no safe time to drink during pregnancy. Alcohol can 

cause problems for a developing baby throughout pregnancy, including before 

a woman knows she’s pregnant. All types of alcohol are equally harmful, 

including all wines and beer. 

To prevent FASDs, a woman should not drink alcohol while she is pregnant, or 

when she might get pregnant. This is because a woman could get pregnant 

and not know for up to 4 to 6 weeks. In the United States, nearly half of 

pregnancies are unplanned. 
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If a woman is drinking alcohol during pregnancy, it is never too late to stop 

drinking. Because brain growth takes place throughout pregnancy, the sooner a 

woman stops drinking the safer it will be for her and her baby. Resources are 

available here (https://www.cdc.gov/ncbddd/fasd/alcohol-use.html). 

 

Signs and Symptoms 

FASDs refer to the whole range of effects that can happen to a person whose 

mother drank alcohol during pregnancy. These conditions can affect each 

person in different ways, and can range from mild to severe. 

A person with an FASD might have: 

 Abnormal facial features, such as a smooth ridge between the nose 

and upper lip (this ridge is called the philtrum) 

 Small head size 

 Shorter-than-average height 

 Low body weight 

 Poor coordination 

 Hyperactive behavior 

 Difficulty with attention 

 Poor memory 

 Difficulty in school (especially with math) 

 Learning disabilities 

 Speech and language delays 

 Intellectual disability or low IQ 

 Poor reasoning and judgment skills 

 Sleep and sucking problems as a baby 

 Vision or hearing problems 

 Problems with the heart, kidneys, or bones 

file:///C:/Users/kelle/Dropbox/TRACII/Manual2017/here%20(https:/www.cdc.gov/ncbddd/fasd/alcohol-use.html)
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Types of FASDs 

Different terms are used to describe FASDs, depending on the type of symptoms. 

 Fetal Alcohol Syndrome (FAS): FAS represents the most involved end of the 

FASD spectrum. Fetal death is the most extreme outcome from drinking 

alcohol during pregnancy. People with FAS might have abnormal facial 

features, growth problems, and central nervous system (CNS) problems. 

People with FAS can have problems with learning, memory, attention span, 

communication, vision, or hearing. They might have a mix of these problems. 

People with FAS often have a hard time in school and trouble getting along 

with others. 

 Alcohol-Related Neurodevelopmental Disorder (ARND): People with ARND 

might have intellectual disabilities and problems with behavior and learning. 

They might do poorly in school and have difficulties with math, memory, 

attention, judgment, and poor impulse control. 

FIGURE 16. FAS FACIAL FEATURES  
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 Alcohol-Related Birth Defects (ARBD): People with ARBD might have problems 

with the heart, kidneys, or bones or with hearing. They might have a mix of 

these. 

The term fetal alcohol effects (FAE) was previously used to describe intellectual 

disabilities and problems with behavior and learning in a person whose mother 

drank alcohol during pregnancy. In 1996, the Institute of Medicine (IOM) 

replaced FAE with the terms alcohol-related neurodevelopmental disorder 

(ARND) and alcohol-related birth defects (ARBD). 

People with ND-PAE have problems with thinking, behavior, and life skills. ND-PAE 

occurs from being exposed to alcohol during pregnancy.  

 Neurobehavioral Disorder Associated with Prenatal Alcohol Exposure (ND-

PAE)(https://www.cdc.gov/ncbddd/fasd/features/neurobehavioral-disorder-

alcohol.html): ND-PAE was first included as a recognized condition in the 

Diagnostic and Statistical Manual 5 (DSM 5) of the American Psychiatric 

Association (APA) in 2013. A child or youth with ND-PAE will have problems in 

three areas: (1) thinking and memory, where the child may have trouble 

planning or may forget material he or she has already learned, (2) behavior 

problems, such as severe tantrums, mood issues (for example, irritability), and 

difficulty shifting attention from one task to another, and (3) trouble with day-

to-day living, which can include problems with bathing, dressing for the 

weather, and playing with other children. In addition, to be diagnosed with 

ND-PAE, the mother of the child must have consumed more than minimal 

levels of alcohol before the child’s birth, which APA defines as more than 13 

alcoholic drinks per month of pregnancy (that is, any 30-day period of 

pregnancy) or more than 2 alcoholic drinks in one sitting. 

Diagnosis 

The term FASDs is not meant for use as a clinical diagnosis. CDC worked with a 

group of experts and organizations to review the research and develop 

guidelines for diagnosing FAS. The guidelines were developed for FAS only. CDC 

and its partners are working to put together diagnostic criteria for other FASDs, 

such as ARND. Clinical and scientific research on these conditions is going on 

now. Diagnosing FAS can be hard because there is no medical test, like a blood 

test, for it. And other disorders, such as ADHD (attention-deficit/hyperactivity 

disorder) and Williams syndrome, have some symptoms like FAS. 

 

https://www.cdc.gov/ncbddd/fasd/features/neurobehavioral-disorder-alcohol.html
https://www.cdc.gov/ncbddd/fasd/features/neurobehavioral-disorder-alcohol.html
https://www.cdc.gov/ncbddd/fasd/features/neurobehavioral-disorder-alcohol.html
http://www.niaaa.nih.gov/about-niaaa/our-work/ICCFASD/proceedings/2011
http://www.niaaa.nih.gov/about-niaaa/our-work/ICCFASD/proceedings/2011
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To diagnose FAS, doctors look for: 

 Abnormal facial features (e.g., smooth ridge between nose and upper lip) 

 Lower-than-average height, weight, or both 

 Central nervous system problems (e.g., small head size, problems with 

attention and hyperactivity, poor coordination) 

 Prenatal alcohol exposure; although confirmation is not required to make 

a diagnosis. Learn more about the criteria for 

diagnosis:(https://www.cdc.gov/ncbddd/fasd/diagnosis.html) 

 

 

 

 

  

FIGURE 17. FASD DISABILITIES 

https://www.cdc.gov/ncbddd/fasd/diagnosis.html
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Treatment 

FASDs last a lifetime. There is no cure for FASDs, but research shows that early 

intervention treatment services can improve a child’s development. 

There are many types of treatment options, including medication to help with 

some symptoms, behavior and education therapy, parent training, and other 

alternative approaches. No one treatment is right for every child. Good 

treatment plans will include close monitoring, follow-ups, and changes as 

needed along the way. 

Also, “protective factors” can help reduce the effects of FASDs and help people 

with these conditions reach their full potential.1, 2 

Protective factors include: 

 Diagnosis before 6 years of age 

 Loving, nurturing, and stable home environment during the school years 

 Absence of violence 

 Involvement in special education and social services 

Learn more about treatments 

»(https://www.cdc.gov/ncbddd/fasd/treatments.html) 

Get Help! 

If you or the doctor thinks there could be a problem, ask the doctor for a referral 

to a specialist (someone who knows about FASDs), such as a developmental 

pediatrician, child psychologist, or clinical geneticist. In some cities, there are 

clinics whose staffs have special training in diagnosing and treating children with 

FASDs. To find doctors and clinics in your area visit the National and State 

Resource Directory from the National Organization on Fetal Alcohol Syndrome 

(NOFAS). At the same time as you ask the doctor for a referral to a specialist, call 

your state’s public early childhood system to request a free evaluation to find 

out if your child qualifies for intervention services. This is sometimes called a Child 

Find evaluation. You do not need to wait for a doctor’s referral or a medical 

diagnosis to make this call. 

Where to call for a free evaluation from the state depends on your child’s age: 

If your child is younger than 3 years old, contact your local early intervention 

system(https://www.cdc.gov/ncbddd/actearly/parents/states.html). 

 

https://www.cdc.gov/ncbddd/fasd/facts.html#References
https://www.cdc.gov/ncbddd/fasd/treatments.html
https://www.cdc.gov/ncbddd/fasd/treatments.html
http://www.nofas.org/resource-directory/
http://www.nofas.org/resource-directory/
https://www.cdc.gov/ncbddd/actearly/parents/states.html
https://www.cdc.gov/ncbddd/actearly/parents/states.html
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Find your state’s early intervention contact information 

here(https://www.cdc.gov/ncbddd/actearly/parents/states.html). 

Learn more about early intervention » 

 

If your child is 3 years old or older, contact your local public school system. 

Even if your child is not old enough for kindergarten or enrolled in a public 

school, call your local elementary school or board of education and ask to 

speak with someone who can help you have your child evaluated. 

Learn more about this process » 

For more information, review these references: 

Streissguth, A.P., Bookstein, F.L., Barr, H.M., Sampson, P.D., O’Malley, K., & Young, 

J.K. (2004). Risk factors for adverse life outcomes in fetal alcohol syndrome and 

fetal alcohol effects. Developmental and Behavioral Pediatrics, 5(4), 228-238. 

Streissguth, A.P., Barr, H.M., Kogan, J. & Bookstein, F. L., 

Understanding the occurrence of secondary disabilities in clients with 

fetal alcohol syndrome (FAS) and fetal alcohol effects (FAE). Final 

report to the Centers for Disease Control and Prevention (CDC). 

Seattle: University of Washington, Fetal Alcohol & Drug Unit; 

August 1996. Tech. Rep. No. 96-06. 

  

https://www.cdc.gov/ncbddd/actearly/parents/states.html
http://nichcy.org/babies/overview
http://nichcy.org/schoolage
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FIRE 34: MEDICATION ASSISTED TREATMENT 
Tribes have a long-history of using indigenous and native plants as medicine. 

These plants were also part of our traditional diets before Western contact. 

Today these indigenous plants are still used. For example, Bitterroot (Sinkpe 

tawote) is used for fevers, sore throats, coughs, stomach problems, hear 

problems, diabetes, and externally as a poultice for muscle cramps. 28 Our 

traditional medicines can still be used to treat various health problems. Other 

kinds of medicines are also being used to help people in recovery.  

 

Medication Assisted Treatment (MAT) is increasingly used to treat individuals to 

manage withdrawal symptoms, to address psychiatric disorders, and for harm 

reduction.  

Video Exercise 

 

Watch the YouTube Video, MAT  

https://www.bing.com/videos/search?q=medication+assisted+treatment+video

+you+tube&&view=detail&mid=0714E6A544802379A54D0714E6A544802379A54D

&rvsmid=0FD9B2069F66BD0030880FD9B2069F66BD003088&FORM=VDRVRV 

 

There is an old saying to the effect that if your only tool is a hammer, the whole 

world will appear to be a nail. Recovery from addiction is a complex project 

that requires the use of a variety of tools. Although psychosocial treatments may 

be the more critical tools with which the foundation of addiction treatment is 

constructed, medications are becoming an increasingly important tool in the 

recovery process. Substance-related uses of medication include detoxification, 

managing protracted withdrawal symptoms and cravings, treating co-occurring 

psychiatric disorders, and harm reduction (e.g., methadone maintenance), 

where the emphasis is on reducing drug-related harm and engaging individuals 

in treatment. Other uses of medications include the comprehensive 

                                                 

28 National Library of Medicine (2011). Healing Ways. Medicine Ways. Healing Plants. Retrieved 

from: https://www.nlm.nih.gov/nativevoices/exhibition/healing-ways/medicine-ways/healing-

plants/images/ob1680.html 

https://www.bing.com/videos/search?q=medication+assisted+treatment+video+you+tube&&view=detail&mid=0714E6A544802379A54D0714E6A544802379A54D&rvsmid=0FD9B2069F66BD0030880FD9B2069F66BD003088&FORM=VDRVRV
https://www.bing.com/videos/search?q=medication+assisted+treatment+video+you+tube&&view=detail&mid=0714E6A544802379A54D0714E6A544802379A54D&rvsmid=0FD9B2069F66BD0030880FD9B2069F66BD003088&FORM=VDRVRV
https://www.bing.com/videos/search?q=medication+assisted+treatment+video+you+tube&&view=detail&mid=0714E6A544802379A54D0714E6A544802379A54D&rvsmid=0FD9B2069F66BD0030880FD9B2069F66BD003088&FORM=VDRVRV
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management of co-occurring medical problems (pneumonia, HIV, diabetes), 

including acute and chronic pain. 

In recent years, the medication options available during the early phases of 

recovery are expanding for opiate, nicotine, and alcohol addiction, and many 

others have been developed for treating co-occurring mental illnesses. As with 

other scientific advances, there are risks and benefits to medications and 

specific issues to consider. When used appropriately, medications can help 

support recovery, but inappropriate use can result in misuse or dependence. For 

more information on MAT, see Appendix D). 

 

ABSTINENCE 

The focus of personal recovery within the framework of physical, psychological, 

relational, and spiritual health is important in our work as Peer Mentors. Too 

often, the media, government, clinicians, and even our own family members 

focus on alcohol and other drug related problems and abstinence from drugs 

and alcohol as the goal of long-term recovery. The following article sheds light 

on how we define recovery and the role of abstinence in the recovery process.  

What does it mean to be in recovery from alcohol or drug use?29 

Research shows that most define it as a commitment to being totally abstinent 

from the substance as a way of breaking its hold. Abstinence, in fact, is the 

foundation upon which most 12-step support groups and addiction treatment 

organizations are built. Even the use of any kind of medication for addiction — 

to ease cravings or as a substitute for a more dangerous drug, for example — 

has been seen as incompatible with the concept of abstinence in recovery. 

Today, however, a broader definition of recovery is gaining currency, one that 

puts the focus on improved quality of life and accepts that abstinence may not 

be the only way to get there. 

In its definition of recovery, released in 2011, the Substance Abuse and Mental 

Health Services Administration (SAMHSA) describes recovery as “a process of 

change through which individuals improve their health and wellness, live a self-

                                                 

29 Patterson, K (2015). A New Definition of Recovery: Beydon Abstinence. Retrieved from: 

https://www.addiction.com/10687/a-new-definition-of-recovery-beyond-abstinence/ 
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directed life, and strive to reach their full potential.” In an accompanying list of 

guiding principles, it notes that abstinence remains the safest approach for 

those with substance use disorders, but emphasizes that “recovery occurs via 

many pathways.” 

Among those paths are a growing number of therapeutic medications that can 

help minimize cravings and reduce use of a substance, as well as mutual 

support organizations that aim to meet substance users where they’re at rather 

than insisting abstinence be the starting point — or even the goal. 

This more flexible mindset reflects the growing understanding that problems with 

substances (as well as some compulsive behaviors) occur across a spectrum, so 

solutions should too. In the past, it was thought that people either had a 

problem with drugs or alcohol or they didn’t; there was no middle ground. This 

concept was embraced by Alcoholics Anonymous (AA), founded in the mid-

1930s, an era when there were few options, medical or otherwise, for the 

problem drinker. Abstinence, thus, seemed to provide the only real hope for 

change. 

Starting about 30 years ago, that thinking began to change, says Keith 

Humphreys, PhD, a professor in the department of psychiatry and behavioral 

sciences at Stanford University and an authority on addictive disorders and the 

role of mutual-support organizations like AA. “There has been increasing 

recognition that people with lower-severity alcohol problems can return to non-

problem use, and that some people need medications in order to recover,” 

explains Dr. Humphreys. He adds, “Funnily enough, AA co-founder Bill Wilson 

believed both of these things to be true, so they are not actually new ideas.” 

The AA Big Book, in fact, notes that “our hats are off” to those who can 

successfully moderate their drinking. AA’s Wilson knew, though, that he wasn’t 

one of them. 

  

http://www.aa.org/assets/en_US/en_bigbook_chapt3.pdf
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The growing recovery landscape also includes mutual support organizations that 

hold out abstinence as the ideal, but keep the focus on reducing harm no 

matter where someone is. SMART Recovery® for example, was created in 1994 

as a science-based, secular alternative to 12-step recovery. Participants are 

allowed to define recovery and to use the program as they see fit, explains its 

president, Tom Horvath, PhD. “Rather than focusing on ‘abstinence,’ meetings 

often focus more on ‘stopping,’” he says. In some cases, he adds, participants 

stop using some substances but not others. For example, a person might quit 

heroin but still use marijuana. “Although this idea may seem radical, in fact, in 

most 12-step groups, participants give up some substances but not caffeine, 

nicotine or food [overeating]. The last two lead to more premature deaths than 

the other substances of abuse, so not stopping them is not a trivial matter,” 

Horvath says. SMART Recovery® also supports members’ use of psychiatric and 

addiction medication, like naltrexone and acamprosate.  

FIRE 35: OUR EVIDENCE 
 

People might ask you, “Does peer recovery support actually work?” We have 

learned that for most people, peer recovery support does work, but it depends 

largely on how we measure success. For example, some programs measure their 

success based on abstinence rates, others criminality, housing, or education. In 

our work, we have found that most peers who complete the 6-month TRAC 

program sustain their recovery and lead more fulfilling lives with healthy 

relationships, permanent housing, jobs, and support of their families.  

Previous studies have demonstrated that Peer Mentors were often better able 

to:  

• Empathize  

• Access social services   

• Respond to clients' strengths and desires   

• Be tolerant, flexible, patient, and persistent  

 

Peer Support has been recognized by the Center’s for Medicare and Medicaid 

Services as an Evidence Based Practice since 2007. Today, more than 20 states 

have Medicate reimbursement for Peer Support! 

Research outcomes demonstrate considerable benefits from Peer Support. 

http://www.smartrecovery.org/
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Benefit Study 

Less inpatient Use Landers & Zhou, 2009 

More stable housing Kelley, Bingham, Pepion, 2017 

More time and engagement in 

community 

Min et. al., 2007 

Greater satisfaction with life Felton et al., 1995 

Greater quality of life Klien et al., 1998 

Greater hopefulness Cook et al, 2010 

Better social functioning Klie et al., 1998 

Fewer problems and needs Craig et al., 2004 
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FIRE 36: COMMUNITY RECOVERY SUPPORT 
We believe that recovery (healing) cannot be separated from culture and 

spirituality. Native traditional healing practices and cultural enhancement 

activities are important for promoting wellness, long-term recovery, and cultural 

recovery.  These practices and activities should be woven throughout our 

recovery programs and approach:  

 Sweat Lodges 

 Smudging/Purification 

 Talking Circles 

 Songs and Drumming 

 Red Road teachings 

 Native crafts 

 Storytelling 

 Cultural presentations 

 Family Activities 

Exercise 

 

Develop a list of traditional healing and cultural enhancement activities 

available in your community, share these with the class!  

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 

 

 

The following pages were developed by the Montana Peer Network. They 

outline various resources available in the State of Montana for Peer Mentors.  

Can you think of others?  

 

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 
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Understanding the behavioral health system in 

Montana is imperative for a peer supporter. 

Knowing who is who and what information is 

out there can help make your job easier. There 

are many ways to get involved in the system 

through advocacy, policy change and 

education. We do not have to know the 

answers to every question but knowing where to go for the answers is important. 

Another key element to being familiar with the mental health system is being 

able to advocate with the appropriate people. You may have a great idea to 

improve the system and knowing who or where to go to share that idea is the 

start. 

 

Make a list of places/programs where peer services are found in Montana 

(including urban Indian and reservation locations).  

 

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 

 



DRAFT Peer Support Specialist Manual   Rev. 12-5-17 

235 | P a g e  

 

 



DRAFT Peer Support Specialist Manual   Rev. 12-5-17 

236 | P a g e  

 

  



DRAFT Peer Support Specialist Manual   Rev. 12-5-17 

237 | P a g e  

 

  



DRAFT Peer Support Specialist Manual   Rev. 12-5-17 

238 | P a g e  

 

 

 

Community Health Centers?  

 

Community Health Centers 

(CHCs) are non-profit or 

public health care providers 

with a mission to provide 

comprehensive primary care 

to low income working 

families. Montana’s 15 CHCs 

provide a health care home 

for nearly 100,000 Montanans 

in urban, rural, and 

agricultural communities - your friends and neighbors! Health Centers are 

governed by local boards that must have health center patients as a majority of 

their members which assures responsiveness to patient needs.  

Libby, Kalispell, Missoula, Cut Bank, Havre, Chinook, Great Falls, Helena, Butte, 

Bozeman, Livingston, Billings, Miles City, Ashland, and Lewistown 

 

FQHC – Federally Qualified Community Health Center 

Exercise 

 

Does your community have a SUD Provider? (Substance Use Disorder) 

______________________________________________________________________________

______________________________________________________________________________

____________________________________________________________ 

  

Does your community have a Mental Health Provider? 

______________________________________________________________________________

______________________________________________________________________________

____________________________________________________________ 
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FIRE 37: COMPLETING THE CIRCLE 
Being an effective peer supporter requires regular practice, training, supervision 

and continuing education. Peer support is a skill that requires us to reclaim on 

our fires and keep them burning so that we can help others. As Peer Mentors we 

must attend to our fires, we must select the fuel that we need to keep us going, 

we must ensure that the right people are sitting around our fire.  

Exercise 

 

Why does a professional baseball player, who makes millions of dollars a year, 

still take batting practice each day? 

 

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 

  

 

How will you keep your own skills at a high level? 

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 

  

 

 

Where do you see yourself in 1 year? 5 years? 

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 
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For more information about future Peer Supporter Skills Training, visit the Montana 

Peer Network Website at: www. mtpeernetwork.org/ 

 

Please check out the RM-TLC website for upcoming trainings and information 

about TRAC: www.rmtlc.org 

 

If we look at the path, we do not see the sky. We are earth 

people on a spiritual journey to the stars. Our quest, our earth 

walk, is to look within, to know who we are, to see that we are 

connected to all things, that there is no separation, only in the 

mind. – Unknown 

  

http://mtpeernetwork.org/
http://www.rmtlc.org/
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FIRE 38: RESOURCES 
It is important as a peer supporter to have a list of names, numbers and web 

addresses available to us. This is invaluable with the work that we do. Take some 

time to visit all of the resources listed here and take additional time to develop 

your own. By no means is this list complete, it is simply a place to start. 

 

In tribal communities and organizations, peer to peer work may be 

implemented under different titles. Below is an example of a resource wheel 

developed by the TRAC project that gives you an idea of how individuals might 

access resources in tribal communities. Working in your communities to identify 

these resources will help peers access resources. 

 

FIGURE 18. RESOURCE WHEEL EXAMPLE EASTERN SHOSHONE 
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Below is list of organizations that support peer to peer recovery. This list is not 

complete, please help us increase this resource list by sharing your knowledge 

about peer to peer in Native communities and contexts. Additional resources 

are located in the Appendix E & H. 

 

TRAC Project RMTLC- https://www.rmtlc.org/ 

 

Indian Health Service- https://www.ihs.gov/mspi/bppinuse/treatmentbp/ 

 

White Bison-http://wellbriety.com/meditations/ 

 

Northern Arapaho White Buffalo- https://www.facebook.com/White-

Buffalo-Peer-Support-Specialist-214416112270867/ 

 

Eastern Shoshone Recovery- https://www.easternshoshonerecovery.org/ 

  

https://www.rmtlc.org/
https://www.ihs.gov/mspi/bppinuse/treatmentbp/
https://www.facebook.com/White-Buffalo-Peer-Support-Specialist-214416112270867/
https://www.facebook.com/White-Buffalo-Peer-Support-Specialist-214416112270867/
https://www.easternshoshonerecovery.org/
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 FIRE 39: IDEAS AND EXAMPLES FOR YOUR WORK 
These are a few examples, see Appendix H Additional Examples for more 

information. You can also search the internet, Pintrest, or talk with your friends. 

Recovery is possible. Culture heals. People matter. 

Sample - Support Group Opening and Closing 

OPENING 

 

 

Welcome to the ___________________________________________ This meeting is 

open to anyone wanting support for their own recovery and wellness journey. 

My name is ______________, and I will be today’s facilitator. 

 

This is an open peer to peer recovery group. We are made up of individuals with 

a “lived experience” that is as unique and valuable as each of us. We come 

together to support one another in a healthy, positive and meaningful way. We 

may each be struggling with different issues that affect us in a variety of ways 

but as peers we share the common experience recovery. At times in life we may 

find ourselves overcome with emotion, anxiety and fear. This is common and 

finding others to connect with can help. Together with the support of one 

another we may find that the mountains and valleys in our journey seem a bit 

smaller and more achievable. 

 

We will go around the room and everyone will have a chance to share. Please 

keep your sharing relevant to your own recovery experience. Please turn off 

your cell phone during the meeting. No cross talk during sharing. Let the group 

know if you would like feedback on your sharing. This is a one-hour meeting 

please adjust your sharing so that everyone may have a chance to share. 

 

 

Read the affirmation for the day 

 

 

 

Open to sharing 

 

 

 

 

CLOSING 
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This concludes our peer support group for today. 

Please join us next week _________________________________________  

Thank you for sharing and remember confidentiality is an important component 

to any support group. Please do not share what you have heard here today or 

who has attended this meeting. This is how we can provide a healthy, positive 

and safe environment where we can all share openly and honestly.  

If you know someone who might be interested in attending this group, please 

bring them to the next meeting. 

 

Take care and we will see you next week. 
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Talking Circle L. Pepion 

Protocols for Talking Circle vary depending in the purpose of the group, 

leadership and the persons attending.  At the Rocky Mountain Tribal Leaders 

Council Tradition, Recovery and Culture (TRAC) Program’s Talking Circle we 

have only three rules.  These include: 

 Have the desire to recover from Substance Use or Disorders, Trauma or 

other issues;  

 Turn cell phones down or off 

 Be respectful of other participants (includes not talking for the whole hour) 

The atmosphere is intentionally very relaxed. We offer them coffee, sit in a circle, 

smudge* (description below – not required.  Nothing in Talking Circle is required) 

then go clockwise around the room giving each participant the chance to talk 

about issues that are on their minds, their week or whatever they want to – as 

long as it’s not disrespectful to other participants. 

If there is time left after each person has had a chance to talk we problem 

solve, joke, laugh and get to know each other better. 
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Smudging L. Pepion  

* Smudging is the burning of sage, sweet grass, cedar or other dried herbs (use 

varies by Tribe and location) to help carry prayers to the grandfathers, cleanse 

our bodies and minds, create positive energy flow and to help us to feel more 

relaxed. 

For more information about Smudging go to:  http://powwow-

power.com/smudging/ or see http://powwow-power.com/smudging/ 

 

The smudging ceremony is a custom of Native American and other indigenous 

cultures. For centuries many cultures have used smudging as a way to create a 

cleansing smoke bath that is used to purify the body, aura, energy, 

ceremonial/ritual space or any other space and personal articles. Smudging is 

performed to remove negative energy as well as for centering and healing. Our 

bodies and environments are not only physical but vibrate with invisible, silent 

energy. 

 

Smudging calls on the spirits of sacred plants to drive away negative energies 

and restore balance. Plants such as tobacco, sage, cedar, sweet grass, juniper, 

lavender and copal are burned and the smoke is directed with a single feather 

or a fan made of several feathers. Sage is said to purify and drive out negative 

energy, sweet grass to attract positive energy, beauty and sweetness, cedar to 

ward off sickness, lavender to bring spiritual blessing. Many tribes consider 

tobacco to be the most sacred plant, chasing away bad or negative feelings 

and bringing on good and positive thoughts and to connect people with the 

spiritual world. Native peoples used tobacco as a medicine, smoked in the 

evenings and not as a daily occurrence. Tobacco can become a poison when 

abused and treated without proper respect. 

A single plant or mixture of plants is placed in a shell or other fireproof bowl and 

lit. Some cultures use only shells such as abalone, believing the shell, an element 

of water, balances the other elements of fire, air, and earth (plants) while some 

cultures will not use shells believing that the water element of the shell nullifies 

the fire element of the smudging. The dried plants are lit and aided in burning by 

waving a feather, fan or hand. Blowing on the mixture is not advised as it is seen 

as blowing one’s negativity into the mixture as well as blowing away the 

effectiveness of the plant. The smoke is than wafted around oneself and 

environment creating a bath of smoke. 
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Dried plants that are tied into bundles are called smudge sticks, which are lit 

and burned on one end. Loose plants can be burned in the shell or bowl or 

placed directly onto burning wood or crumbled over a piece of charcoal. 

 

In native cultures birds are highly revered because of their closeness to 

Grandfather Creator in the heavens. It is believed the feather possesses the spirit 

qualities of the bird– to be the breath of life as well as connecting us to the 

heavens above and mother earth below. Because of the way they are 

constructed, it is believed that feathers have the ability to comb someone’s 

energy or aura of blockages therefore aiding in the cleansing smoke bath. 

Ceremonial & dance fans are made by Native Americans from all or part of a 

wing of an eagle. Some indigenous peoples may use other raptor or exotic bird 

feathers. Southwestern, Central and South American tribes often use macaw 

feathers, especially for prayer fans. 

Remember that smudging is for cleansing your body and environment, not to fill 

the room or your lungs with smoke! Avoid smudging where there are allergic 

people, infants or pregnant women. 

 

Don’t leave bowls, smudge sticks, candles, charcoal or other items used for 

smudging unattended. Usually the plants in the container or the smudge sticks 

will burn out on their own. If you need to distinguish them, tap the end of the 

smudge sticks or sweet grass braids on the container until burned out, or keep a 

little sand or soil in the bowl or shell to snuff them out with and to keep the 

bottom of the container from getting too hot. 
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What’s in your wellness tool box? 

Make a list of items you have in your wellness toolbox. Then next to each item 

explain why this is in your toolbox. 

 

1. 

  

2.                             

  

3. 

  

4. 

  

5. 

  

6. 

  

7. 

  

8. 

  

9. 

  

10. 

 

The more tools we have in our toolbox the more effective we can be at building 

our recovery. 
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Team Building Exercise   

“Coming together is a beginning. Keeping together is progress. Working 

together is success.”    Henry Ford 

                  

Knowing the members of your team is essential for success. We all have 

strengths and weaknesses that we bring to the job each day. If we know what 

we are good at and what our teammates are good at we can start building a 

strong game plan. Conversely knowing the areas that we need to work on is 

vitally important and allows for growth. We may find that the team needs to get 

more training in a particular area so we can turn a perceived weakness into a 

strength increasing the overall success rate of the team. 

 

Warm up: La Fresh a new restaurant has opened recently with four kitchen staff. 

The team leader notices right away that Bobby takes twice as long to chop 

vegetables as anyone else on the staff but he excels on the grill, while Sherri who 

works the grill in the evenings complains constantly about the heat. The third 

team member Don does a great job no matter where he works in the kitchen.  

What should the team leader do?  

Fire the staff and hire different people 

Fire Bobby 

Fire Sherri 

Call a team meeting 

Yell at the team members 

Ignore the issues 

 

As it turns out the team leader called a meeting and found out that Sherri is a 

vegetarian and Bobby was never taught the proper way to chop vegetables. 

What might you do now with this additional information if you were the team 

leader? 

 

Suggestions for team building: 

Use ice breakers to start each team meeting 

Have down time together outside of work - BBQ or a walk 

Play to your strengths – These are built in assets 

Weaknesses are opportunities to learn, educate and train- treat them as such 

Search the internet for free team building ideas used by successful companies 
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Team Work Exercise 

Name: 

 

Write down three of your role as a peer supporter. 

 

 

 

 

Write down at least two weaknesses you have as a peer supporter. 

 

 

 

 

Pass your sheet to the left. Write down one thing you like or admire about the 

person whose sheet you are now holding as it relates to work. Once you have 

done this pass the sheet to the left. Repeat this process until you have your own 

sheet back once again. 

 

 

 

You now have valuable information about your team. What are the team 

strengths? What are the weaknesses? How will you use this valuable 

information? 
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Life Balance Wheel Exercise 

 

Ask each person in the group to design their own personal life balance wheel 

using the example below. This is an example of a life in perfect balance.

 

 

 Draw a large circle on a blank sheet of paper. 

 

 Divide the wheel into sections containing: Love, Health, Money, Work, Fun, 

Spiritual, Family/Friends and Education 

 

 Each section should have its own unique color and each section should 

be sized according to your own life. 

 

 Example - someone who is a workaholic they may have half the pie 

dedicated to career and a tiny slice dedicated to Fun. 

Love

Health

Money

WorkFun

Spiritual

Family/Friends

Education

Life Balance Wheel

Love Health Money Work Fun Spiritual Family/Friends Education
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FIRE 40: THE FINAL EXAM 
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Training Evaluation – Reclaiming the Fire Day Four   

        

Date:                                                                     Location of Training:               

                                

  1=Poor  2=moderate  3= average 4=above average  5=Excellent 

 

How would you rate the training today?  1 2 3 4 5 

How would you rate the information on PAWS? 1 2 3 4 5 

How would you rate the presenter? 1 2 3 4 5 

How would you rate the science of addiction summary? 1 2 3 4 5 

How would you rate the role play scenarios? 1 2 3 4 5 

How would you rate the resources provided for PRS? 1 2 3 4 5 

How would you rate the presenter? 1 2 3 4 5 

How would you rate telling your Recovery Story exercise? 1 2 3 4 5 

How would you rate final exam? 1 2 3 4 5 

 

Would you recommend this training to other peer supporters?             

  

 

What did you find most helpful in the training? 

 

What would you like to of been covered that was not? 

 

 

Other comments  

 


