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In summer 2000, the National
Abandoned Infants Assistance (AIA)
Resource Center staff conducted a
qualitative survey of AIA demonstra-
tion projects to learn more about the
various intervention strategies and
practices they use. The information
presented in this article is compiled
from both published research in the
field as well as the expertise of AIA
practitioners that responded to this
survey. Currently, approximately
one-third of the AIA projects employ
paraprofessionals.

Overview

Peer workers are paraprofessionals
whose backgrounds and experiences
parallel those of the clients they serve.
They promote health among groups
that traditionally have lacked access to
adequate care. Within AIA demonstra-
tion programs, peer workers have:
assisted clients in identifying needs
and accessing resources; worked as
outreach workers and parent educa-
tors; and functioned as role models.
Peer workers also provide substance
abuse counseling, personal support,
and home visitation services to their
clients. Their involvement and
support have been shown to have a
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positive effect on the following out-
comes: infant birthweight; general
infant health; interaction between
mother and infant; duration of breast
feeding; prevention of repeat pregnan-
cies; and the use of prenatal care and
community resources by pregnant and
parenting women (Flynn, 1999;
Schafer, Vogel, Viegas & Hausafus,
1998; Perino, 1992; Chapman, Siegel
& Cross, 1990). 

In addition to the positive impact
that they have on client outcomes, peer
workers benefit agencies in other ways.
They improve the cost effectiveness of
services, facilitate a more holistic
understanding of clients, and increase
client access to and utilization of serv-
ices (Dodds, Bryson, Nuehring,
Lizzotte, & Abruzzino, 2001). Further,
AIA programs have identified the 
following common strengths of peer
workers: unique ability to engage and
empathize with clients, and assess
client needs and behaviors; willingness
and ability to use a wide range of inter-
vention strategies; strong commitment
to their work; and a “natural” ability to
advocate on behalf of clients (Survey of
AIA Programs, 2000). 
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However, peer workers’ effective-
ness depends, in part, on a variety of
external factors including: 
■ targeted recruitment and careful

screening, 
■ clear roles and responsibilities, 
■ comprehensive initial and ongoing

training, 
■ supportive supervision, and
■ prevention and resolution of

client/worker boundary dilemmas. 

This article addresses some of these
program components that are associat-
ed with effective peer work. 

Recruitment Strategies

AIA programs have relied on varied
recruitment strategies. Effective peer
worker programs include those that
have recruited directly from their client
population, as well as those that have
recruited from the community at large
(Sherman, 1998; Blumenthal, Eng &
Thomas, 1999). Among programs that
recruit within the community at large,
peer workers that are identified by
their fellow community members as
“natural helpers” are particularly effec-
tive (Blumenthal et al, 1999).

The specific recruitment criteria
for peer workers will depend, in large
part, on the roles that these workers are
expected to assume. For example,
greater emphasis may be placed on
educational achievement if workers are
expected to have frequent contact with
professionals or act as advocates in the
community; conversely, one’s personal
qualities may be most relevant if the
peer will be expected to provide social
and personal support to clients
(Sherman, 1998). 

Similarly, ethnic matching
between workers and clients is often
advantageous, but the extent to which
it should be emphasized should depend
on the role that the peer worker is
expected to fill. If the peer worker is
expected to establish personal relation-
ships with his/her clients or to provide
services within a hidden or hard-to-
reach community, then some effort
should be made to match workers and
clients on the basis of ethnicity (Berg
& Wright-Buckley, 1988; Elwood,
Montoya, Richard & Dayton, 1995).
However, ethnic matching may be less
critical when the peer worker’s role is
that of educator (Tom & Cronan,
1998). 

In the field of substance abuse
treatment, recovery status is often
taken into consideration when hiring
peer workers. Many program directors
and supervisors view recovering and
nonrecovering substance abuse coun-
selors as equally competent (Anderson
& Wiemer, 1992). However, recover-
ing counselors have been shown to be
particularly effective in the following
aspects of substance abuse treatment
work: early confrontation of denial;
role modeling; teaching new habits of
sobriety; endorsing a wide range of
treatment goals; and using varied inter-
ventions (Anderson & Wiemer, 1992;
Stoffelmayr, Mavis & Kasim, 1998).

Of course, during recruitment, it
also is important to determine if candi-
dates have the necessary skills and abil-
ities to successfully serve clients. One
method of eliciting this information is
through the use of vignettes (Keim,
2000). For example, program managers
can ask prospective peer workers how
they would respond to specific situa-
tions that accurately reflect the pro-
gram’s work and dilemmas that peer
workers face.

“In our program, the recruitment

criteria for peer workers are based

largely on personal experience. Workers

are selected because they are street

smart and they know the ins and outs of

their clients’ communities. For example,

when clients need help with public

assistance, peer workers know what to

do because they have been in the same

position.”

— Michele Erazo, Program 
Coordinator, Leake & Watts 
Services 

Clear Roles & Responsibilities

AIA programs identified the following
most common roles/responsibilities of
peer workers: building a relationship,
outreach, social support, and educa-
tion. One of the most important
responsibilities of a peer worker is to
establish a trusting relationship with
his/her client (Rahimian & Pach,
1999). 

BUILDING A RELATIONSHIP

Peers that work with substance abusers
often find that disclosing their recovery
status helps them to establish these
relationships. In the words of one peer
worker: “The clients are more receptive
to us because the first thing that comes
out of my mouth is that I am in

Continued from page 1 . . .
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recovery and they let their guard down.
They are more willing to take advice
and suggestions” (O’Brien, 1994, p. 6).
However, self-disclosure of the coun-
selor’s recovery status should be used
judiciously. Considerations of the rea-
son for the disclosure, the purpose it
will serve, and the effects on the coun-
seling relationship should be made
before disclosure (Doyle, 1997).

Further, peer workers that initially
attend to their clients’ most immediate
problems appear to be particularly
effective at bonding with them. This
might include obtaining clothes and
diapers for newborns, locating tempo-
rary housing, and assisting with welfare
benefits. These activities demonstrate
to clients very early that the peer work-
ers care and can be trusted (Grant,
Ernst, Streissguth, Phipps & Gendle,
1996). 

The duration and frequency of
client/worker contact also impacts the
ability of peer workers to establish rela-
tionships and work effectively with
their clients. Drug addicted women
that are assigned to peer workers for
three years are more likely to enter
treatment, stay in recovery, and subse-
quently address other issues in their
lives than drug addicted women who
are assigned to workers for less time
(Grant et al, 1996). Peers that work as
home visitors have a positive impact on
infant health when services are provid-
ed continuously from birth through
infancy, and when the intensity of con-
tact between mother and worker is
high (Poland & Giblin, 1991; Poland,
Giblin, Waller & Hankin, 1992). Peer
workers themselves seem to appreciate
the amount of time that must be
invested in a client before change can
occur. As one peer worker commented,
“It takes a long time, six to eight
weeks, just to know someone before
you can start to take action” (O’Brien,
1994, p. 5). However, the intensity and

frequency of client/worker contact
should depend upon the specific needs
of the clients. Expecting all clients to
commit to a certain number of home
visits each month, for example, may
contribute to client drop out
(Korfmacher et al, 1999).

OUTREACH

Among their many responsibilities, peer
outreach workers are expected to pene-
trate social networks, locate and recruit
hidden populations, assess client behav-
ior, respond to client needs, and build
the trust necessary to engage clients in
risk-reduction interventions (Elwood et
al, 1995). In some cases, outreach work-
ers also are expected to provide informa-
tion to network agencies, fellow staff,
and officials of city, state, and federal
governments (Poland et al, 1991). 

SOCIAL SUPPORT

Peer workers, regardless of the specific
work they do, often are expected to pro-
vide social support to their clients. The
provision of social support appears to be
most effective when it includes emotion-
al support on a one-to-one basis, as well
as the practical case management that
clients need in order to make connec-
tions within their local communities.
Peer workers who begin helping clients
to make these connections during the
first few months of pregnancy appear to
have a more positive impact on infant
health outcomes than those workers who
begin providing assistance in the latter
part of pregnancy (Tessaro et al, 1997). 

EDUCATION

With sufficient training, peer workers
also can be relied upon to provide
health education services to their
clients. These services include nutri-
tional and lactation counseling, infor-
mation on birth control and safe sex,
and details about a wide range of serv-
ices available in the client’s local com-
munity (Blumenthal et al, 1999;
Poland et al, 1992; Schafer et al,
1998).

“Overall, peer workers are very

effective. They are able to build strong

relationships with clients and are

therefore able to work with clients in a

unique and effective way. On home

visits, for example, clients are very open

to what peer workers have to say and

often take their advice.”

— Judy Pack, Former Project 
Director, Great Starts

Training: An Opportunity for
Integration

The training of peer workers provides
an opportunity for agencies to foster
commonality and respect among pro-
fessional and paraprofessional staff. To
facilitate this, trainings should be inter-
active and should recognize the unique
strengths of peer workers. Supervisors

Continued on page 4 . . .
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and other staff should be involved in
peer worker trainings as much as
possible. Also, training should be struc-
tured around the individual skills,
knowledge, and attitudes of peer
workers. Gathering this information
may require that peer workers com-
plete individual assessments so that
their professional strengths and weak-
nesses can be better understood by
supervisors and trainers.

“We attempt to integrate peer workers

into our program right away. The cur-

rent peer worker in our agency attends

staff meetings and works as part of a

multi-disciplinary team. She is often

accompanied by other staff when she is

working in the community. One key to

training is flexibility which means that

trainings need to be adapted to meet

the specific needs of the peer worker.”

— Tina Goodman-Brown,
Former Clinical Supervisor,
Project Stable Home

Peer workers should receive both
initial and ongoing training. The train-
ing content, format, and intensity will
depend, in part, on the roles that peer
workers are expected to assume.
Programs that employ peer workers as
health educators generally offer inten-
sive initial trainings which might
include several months of field and
classroom work (Sherman, 1998).
When peer workers largely are relied
upon for social support, initial

trainings may be less intensive and
emphasis may be placed on field expe-
rience. Ongoing trainings should take
place at least once a month and should
include all staff. These trainings may
be provided on-site by program staff or
other community agencies.
Additionally, opportunities for contin-
uing education outside the agency
should be provided through tuition
support and time-off. (See Gould arti-
cle in this issue for more detailed infor-
mation on training paraprofessional
home visitors.)

Supportive Supervision

Supervision often is provided on both
an individual and group basis. Peer
workers may regard individual supervi-
sion as a fact-finding mission in which
supervisors aim to point out their fail-
ings. Therefore, attention should be
paid to the positive traits, skills, and
accomplishments of peer workers dur-
ing individual supervision (Hiatt,
Sampson, & Baird, 1997). Individual
supervision should be provided to peer
workers on a weekly basis. Optimally,
individual supervision sessions last
between one and two hours. When
possible, it is recommended that super-
visors be available for informal,
unscheduled individual sessions as well
(Hiatt et al., 1997).

Group supervision often is used to
compliment the achievements made
during individual supervision. Group
supervision time may be used to: 1)
present cases; 2) share coping and stress
reduction strategies; 3) clarify the
responsibilities of professional and
paraprofessional staff and; 4) explore
the ways in which the different values
and beliefs of staff members can be
incorporated into program goals and

practices (Azar, 2000; Donoghue &
Wright, 1994).

Supervisors need to demonstrate
flexibility when working with peer
workers, as their supervisory roles will
change frequently, varying from
administrator to teacher to supportive
“therapist” (Hiatt et al, 1997). In their
role as teachers, supervisors may want
to address a wide range of topics
including: case discussions; socializa-
tion to the work environment; bound-
aries between clients and staff; organi-
zational and clinical skills; transference
and counter-transference; case manage-
ment techniques; and work ethics. 
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GENERAL TRAINING
GUIDELINES 

■ train peer workers and
supervisors together to
encourage shared skills and
perspectives; 

■ avoid rigid didactic
material; 

■ use informal, practical, and
interactive learning methods
(e.g., role playing, small
group activities, field trips,
on-the-job training); 

■ provide support and
model assertive, caring,
and problem-solving
behaviors; and 

■ encourage the trainee’s
contribution to the content
and procedures of the
training program
(Sherman, 1998).



Introduction

Recently, there has been a resur-
gence in early intervention home visi-
tation programs to improve the health
and well-being of disadvantaged fami-
lies, and a concurrent debate over the
relative merits of professional versus
paraprofessional home visitors
(Korfmacher, O’Brien, Hiatt & Olds,
1999; Musick & Stott, 1990; Olds &
Kitzman, 1993). The skills that profes-
sionals and paraprofessionals bring to
the intervention are distinctly different
but complementary (Berlin, O’Neal
& Brooks–Gunn, 1998; Wasik, 1993),
and both have advantages. Profes-
sionally credentialed home visitors
carry authority and instill trust on the
basis of their expertise. On the other
hand, paraprofessionals with shared
culture and some common experiences
may understand clients in a way that
allows them to gain access and build
rapport with women who might other-
wise be unapproachable (Musick &
Stott, 1990; Wasik, 1993). Regardless
of professional status, the background,
level of training, and personal charac-
teristics of the home visitor may influ-
ence program delivery and outcomes
(Hiatt, Sampson & Baird, 1997;
Korfmacher, 1998).

The Parent–Child Assistance
Program (PCAP) is a paraprofessional
model that has consistently demon-
strated positive outcomes with alcohol
and drug dependent mothers (Ernst,

Grant, Streissguth & Sampson, 1999;
Grant, Ernst & Streissguth, 1996,
1999). This article describes PCAP’s
theoretical underpinnings, the benefits
and challenges of employing parapro-
fessionals, and the administrative com-
ponents that contribute to the success
of the program.

The PCAP Model:
Paraprofessional Intervention

The Parent–Child Assistance Program
began in 1991 as a 5–year research
demonstration project funded by the
Center for Substance Abuse
Prevention. It was designed to test the
efficacy of a model of intensive,
long–term paraprofessional advocacy
with very high–risk mothers who abuse
alcohol or drugs heavily during preg-
nancy and are estranged from commu-
nity service providers. Mothers are
enrolled in PCAP during pregnancy or
shortly after delivery. The primary goal
of the program is to prevent the births
of future alcohol and drug affected
children, either by helping women
avoid alcohol and drug use during
pregnancy, or by motivating women to
prevent pregnancy if they are still using
alcohol or drugs. Reducing maternal
substance abuse and preventing
unwanted pregnancy have positive
effects for the mother—by removing
barriers that hinder her ability to build
a healthy, productive life—and poten-
tially for her children—by improving
the quality of the home environment

and redirecting the mother’s attention
to their care. 

In 1996, on the basis of demon-
strated positive outcomes, the
Washington State Legislature appropri-
ated funds for continuation of the
Seattle program and expansion to a
second site. In 1999, two additional
sites were funded, creating a capacity
to serve 360 families statewide. PCAP
has since been replicated at a dozen
sites in the United States and Canada.

PCAP intervention activities are
conducted by paraprofessional advo-
cates who each work with a caseload of
15 families for three years. Advocates
receive initial and ongoing training,
and are clinically supervised by a mas-
ter’s level professional in social work,
mental health, or chemical dependency
treatment. The model uses a case man-
agement approach to help mothers
reduce the spectrum of risk behaviors
associated with substance abuse, and to
increase protective factors to enhance
the health and social well–being of the
mothers and their children. PCAP does
not provide direct substance abuse
treatment or clinical services. Instead
the program offers consistent home vis-
itation and links women and their fam-
ilies with a comprehensive array of
existing community resources, with an
emphasis on alcohol/drug treatment,
family planning, housing, health care,
parenting, and legal resources. Advo-
cates visit client homes frequently
during the first 6 weeks, and then
approximately twice a month depend-
ing on client needs. They transport
clients and their children to important
appointments and work actively within
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the context of the extended family.
Advocates trace clients who are miss-
ing, stay in contact with the clients’
family members, and provide advocacy
services for the infant regardless of who
has custody. Clients are never asked to
leave the program because of relapse or
setbacks.

Among 156 PCAP clients who
have recently completed 36 months in
the program: 88% of mothers had
completed alcohol/drug treatment pro-
grams; 83% had at least one period of
abstinence from alcohol/drugs of 6
months or more; 73% were using fam-
ily planning methods on a regular
basis, and 45% were using more reli-
able family planning methods; 76% of
children were living with their own
families. 

The PCAP Model: Theoretical
Foundations

The critical component of the advoca-
cy model is the personalized, caring
support over three years, a period of
time long enough for the process of
gradual and realistic change to occur.
When we ask clients what it is that
made this program work for them, we
hear the concept “persistence” repeat-
edly: “My advocate never gave up on
me. She kept believing in me until I
finally started to believe in myself.”

The PCAP model draws on con-
cepts of relational theory, which
emphasizes the importance of positive
interpersonal relationships in women’s
growth, development, and definition of
self (Miller, 1991; Surrey, 1991), and
in their addiction, treatment, and
recovery (Amaro & Hardy–Fanta,
1995; Finkelstein, 1993). The model
puts into operation the idea that
paraprofessionals with some common

history and life experiences can play a
unique and therapeutic role in two
ways: by helping clients become con-
nected to another person in a trusting,
healthy relationship for perhaps the
first time in their lives; and by bridging
the gap between high–risk families and
needed services they are unlikely to
obtain without help. 

Stages of change theory and the
constructs of self–efficacy theory dove-
tail, and both have been useful in
explaining how home visitors and para-
professional peer counselors are able to
have a positive influence on clients’
efficacy expectations, motivational
states, and ultimately on behavior
(Olds, Kitzman, Cole & Robinson,
1997; Sherman, Sanders & Yearde,
1998). Clients are recognized to be at
different stages of readiness for change
at different times, and it is understood
that ambivalence about changing
addictive behavior is normal (Miller &
Rollnick, 1991; Prochaska &
DiClemente, 1986; Rollnick & Bell,
1991). Self–efficacy refers to an indi-
vidual’s belief in her ability to accom-
plish the behaviors required to produce
desired outcomes (Bandura, 1977). An
individual’s efficacy expectations are
influenced most powerfully by infor-
mation from her own performance
accomplishments, and by other sources
of information such as verbal persua-
sion, vicarious experiences, and emo-
tional arousal (Bandura, 1977).
Paraprofessional advocates can have a
positive effect on clients’ self–efficacy
in several ways: 1) by providing con-
crete, practical opportunities to accom-
plish goals of abstinence, recovery, and
social adjustment, and by helping
clients recognize and celebrate each
step toward performance achievements;
2) by offering ongoing verbal and emo-
tional encouragement regardless of
temporary setbacks or relapse; 3) by
role–modeling from a pragmatic, expe-
rience-based perspective; and 4) by

helping clients learn daily coping
strategies, including complying with
mental health recommendations and
medication regimens in order to avoid
negative emotional mood states. 

The PCAP Model: In Practice

An important characteristic shared by
advocates is that they have experienced
some of the same types of adverse life
circumstances as their clients, but have
overcome obstacles and subsequently
achieved success in important ways,
e.g., by going back to school, main-
taining steady and meaningful employ-
ment, and staying in long–term recov-
ery if they had an alcohol or drug
problem in the past. It is because of
this that they are able to be positive
role models and offer their clients hope
and motivation from a realistic per-
spective. For example, among the 24
current PCAP advocates, 15 (62.5%)
are in recovery from alcohol or drug
abuse, but all had been in recovery for
at least six years at the time they were
hired. Nine of the present advocates
are in school completing undergradu-
ate or master’s degree programs.

The women hired for these
salaried positions meet a standard high-
er than that required for most parapro-
fessional models. The PCAP requisite
is to have at least four years of prior
community–based experience related to
prenatal substance abuse or associated
problems, or the equivalent combina-
tion of education and experience. 

TRAINING

Comprehensive training is essential to
a successful paraprofessional program.
Advocates receive three types of
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training: initial 80 hour intensive train-
ing from administrative staff on pro-
gram protocols and working with
clients; formal training sessions con-
ducted periodically by professionals on
specific issues that advocates encounter;
and ongoing training opportunities
with representatives from key provider
agencies (e.g., Planned Parenthood)
who educate advocates about agency
dynamics and how to work more
effectively with them. For further
details on our PCAP advocate hiring
and training practices, see Grant, Ernst
& Streissguth, 1999.

THE ADVOCATE’S ROLE

In the PCAP model, instead of para-
professional advocates working in
teams with professionals within the
same program (a structure that carries
the potential for conflict and competi-
tion), advocates connect clients with a
variety of experts in the community
according to client needs. 

At the outset, the advocate helps
the client identify her own problems
and goals (Grant, Ernst, McAuliff &
Streissguth, 1997), identifies providers
with whom the client may be even
minimally involved (most of whom are
not aware of each other’s involvement),
and locates appropriate providers to
address unmet needs. In our experi-
ence, a community team approach is
often touted but infrequently practiced
except in crisis situations because no
professional provider has the role of
convener, or the time to do so. Nor do
agencies have the personnel and
resources with which to help disadvan-
taged mothers manage the everyday
problems they encounter through the
unpredictable process of recovery. A
PCAP advocate does these things. 

With the clinical supervisor’s guid-
ance and participation if necessary, and

after releases of information are signed,
the advocate arranges meetings or con-
ference calls to bring members of a
client’s provider network together (with
the client present if possible). The
clients typically have little self–esteem
and poor negotiating skills. Thus, the
advocate models appropriate phone
and interpersonal skills conducive to

eliciting support and help, and she
helps the client organize her thoughts
and articulate concerns and goals. The
advocate functions as a liaison for
communication within this group to
facilitate development of a service plan
that addresses concerns of providers,

yet is realistic for the client and does
not impose impossible expectations.
The advocate then assists her clients in
following through with the service
plan. 

Within this framework, for exam-
ple, a mother in recovery will not be
faced with trying to comply with the
Children’s Protective Services stipula-
tion that she attend outpatient treat-
ment five mornings a week in one part
of town, while the probation officer
requires urine screening twice a week
elsewhere, and the housing authority
assigns her to a low income unit in a
neighborhood that will require her to
make two bus transfers to get to these
destinations with her three children in
tow (a true scenario). When providers
communicate and are made aware of
relevant factors like these, they can
design a plan that will help a mother
succeed in her recovery rather than set
her up for another failure. Professional
and agency effectiveness is improved
when a paraprofessional advocate facili-
tates interaction and manages the com-
plications (e.g., lack of housing, trans-
portation, childcare) that could other-
wise hinder or defeat a service
provider’s aims. The primary care
physician, for example, can more fully
focus on the family’s health care needs
because environmental needs are being
met by the paraprofessional who
understands and can operate within the
high–risk setting in which her clients
live. 

Some PCAP advocates have taken
exception to the term “paraprofession-
al” because of the implication that they
are peer counselors, when in fact they
are viewed by community providers
(and view themselves) as experts in the
field of outreach and case manage-
ment. As one PCAP clinical supervisor
states, “It's not the word ‘paraprofes-
sional’ that bothers advocates, it's the
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shared history part . . . they haven't
ever been, except for the rare excep-
tion, as impaired as the clients we
serve. A better way of saying it would
be that the advocates have some aspects
of their past which are similar to the
clients’ struggles. What is valuable is
that our advocates can share their
struggles and their solutions, and that
is one reason why the program works.”

SUPERVISION

PCAP clinical supervisors note that
challenges can and do arise in manag-
ing a paraprofessional staff. Advocates
may overstep boundaries by giving
advice outside their areas of expertise,
or by taking on roles and responsibili-
ties for which they are not trained.
Staff have, at times, become overly
zealous in their advocacy role, develop-
ing unwarranted confidence in a
client’s capabilities, which can result in
diminished credibility from other
providers. Experienced advocates have
noted that sometimes their own
task–oriented efficiency can collide
with the model’s aims of helping
women achieve healthy independence
within the context of a supportive
mentoring relationship. This can hap-
pen in two ways. An advocate may
become frustrated with a struggling
client and do the work the client
should be learning to do for herself,
instead of guiding her in a process that
will result in the client developing
competence and self–confidence.
Alternatively, an advocate may be
tempted to leave a more competent
client to her own devices, failing to
remember the importance of the stable,
supportive relationship in empowering
the woman to achieve goals beyond
the basic necessities. 

The PCAP administrative/supervi-
sory structure is designed to address
issues inherent in working with a para-
professional staff, while at the same
time creating a rewarding work envi-
ronment (Grant, Ernst & Streissguth,
1999). Advocates note that the oppor-
tunity to undertake difficult challenges,
work creatively and “think out of the
box” is fundamental to their job satis-
faction, and they describe three admin-
istrative components of the model as
contributing to job satisfaction and
retention: individual weekly supervi-
sion, weekly group staffing, and obser-
vation of client success over time. 

Individual supervision by clini-
cal supervisor. Clinical supervisors
meet individually with advocates at a
designated time each week for a mini-
mum of one hour, and they are avail-
able for consult throughout the week
either by phone or in person. The
supervisor acts as an administrator,
teacher, and mentor. She reviews advo-
cate paperwork and case notes, discuss-
es each client’s status and how the case
activities are related to client goals, and
makes recommendations. If the advo-
cate appears overwhelmed, she discuss-
es how her work can be redirected
toward the bigger picture and away
from the small crises that the client
might be able to handle herself. She
periodically discusses areas of growth
the advocate would like to see for her-
self and opportunities for additional
training.

Weekly staffing at each PCAP
site. Weekly group staffing meetings
are brainstorming, problem–solving
sessions intended to leave participants
in a positive frame of mind for the
challenges they face during the week.
As the clinical supervisor discusses the
status of cases in individual supervision
with advocates throughout the week,
she listens for common themes, prob-
lems, or service barriers that should be
addressed in a group discussion, and

she may ask advocates to present spe-
cific clients or situations at the next
group meeting.

Advocates may present particularly
problematic or unique scenarios to get
feedback from colleagues, or they may
describe successful strategies and situa-
tions resolved. As advocates listen, they
learn from each other, provide ideas
and support, and reflect on experiences
with their own clients. At subsequent
staff meetings, they give updates on
client status and how suggestions have
worked. 

Observing individual and aggre-
gate client success. From day–to–day it
is sometimes difficult for advocates to
see that they are having an effect on
clients’ lives. PCAP’s evaluation process
creates a dynamic feedback loop
among evaluators, supervisors, and
advocates that allows them to look at
the data and see that they are indeed
helping clients make gains, as well as to
note areas for improvement.

Advocates are trained in data col-
lection methods to assure quality con-
trol, and they record information on a
monthly and bi-annual basis to track
client progress. Client outcomes and
advocate job performance are clearly
separated. The evaluator presents data
reports every six months on outcomes
among graduated clients and among
those currently enrolled. Advocates and
supervisors discuss notable areas of
progress as well as areas in which
desired outcomes are not being
achieved, so solutions can be developed
as quickly as problems are observed.
While paperwork may not be a favorite
part of their job, this feedback helps
advocates better understand their work,
and they are empowered by active par-
ticipation in the evaluation process. 
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Peer workers, or family support workers, have always played an inte-

gral role at Yale Family Support Service. Since 1985, Yale Family

Support Service in New Haven, Connecticut has been providing home

based interventions to families through a team model. The team, a

master’s level clinician and a family support worker, engages, assesses,

and provides treatment to high-risk families referred for services. This

model was initially developed to provide intensive family preservation

services to families, identified by the protective service agency, when

a child was at risk for removal from the home. As the needs of the

families and social policy have changed over time, Yale Family Support

Service has expanded its client base while remaining focused on the

emotional and physical needs of children within family units. With

AIA funding, this approach has been adapted for the Coordinated

Intervention for Women and Infants (CIWI) program, which provides

home-based interventions to pregnant women, mothers, and relative

caregivers affected by substance abuse and HIV. The intervention, a

mix of clinical and concrete services, provides a child focused interven-

tion aimed to support the safety, stability and permanence of children.

Backgrounds of Family
Support Workers

Family support workers come to their
job with a variety of educational and
life experiences. Whereas a high school
diploma is required, several of the fam-
ily support workers have formal educa-
tion/training beyond high school.
Some are working towards a bachelor’s
degree, while others are working
towards certification in drug/alcohol
counseling. 

A great asset of the family support
worker is the unique perspective they
bring to the work. Often described as
“natural helpers”, many family support
workers have experience assisting oth-
ers as part of a natural support system
within their own community. 

The majority of family support
workers in the CIWI program resides
in the same community that the pro-
gram serves and is matched ethnically
and culturally. These similarities enable
clients to feel understood and appreci-
ated as a member of a larger communi-
ty. Due to their experiences and con-
nections in the community, family sup-
port workers are able to recognize both
the positive and negative forces affect-
ing vulnerable families. For instance,
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many of the family support workers
have had personal experience advocat-
ing for their own family members
within the local educational system.
These experiences provide an educa-
tion, beyond what one can learn in
the classroom, regarding systems and
the dynamics of advocating.

Responsibilities of Family
Support Workers

Family support workers have numer-
ous roles as part of the clinical team;
recovery support is one of them.
Many of the family support workers
within the CIWI program have an
intimate working knowledge of
addiction and recovery. This know-
ledge, and the lessons learned
through their own recovery process,
provides a realistic and personal con-
text for their work with families.
Clients have reported that the recov-
ering member of the team provided
motivation and hope that they too
could achieve sobriety. When asked
to reflect on the significance of hav-
ing a recovering person on the team,
clients have stated, “If she’s been
through it, then she knows what she’s
talking about,” and “. . . because my
support worker was in recovery . . .
that was a big factor in coming to
trust the team.” Likewise, some fami-
ly support workers have felt that their
own disclosure regarding their addic-
tion and recovery breaks down barri-
ers and makes the intervention feel
more genuine to the client, who may
distrust yet another helper in their
lives. A disclosure by the family sup-
port worker can be disarming to the
client, making defensive rationaliza-
tions and excuses less powerful.

Recovery support is only one
aspect of the family support workers’
role. For CIWI staff, it is at times diffi-
cult to distinguish between the roles of
a family support worker and a clinician
because both work together as a team.
All of the work with the family is clini-
cally informed and considered part of
the therapeutic process. During super-
vision, the impressions and observa-
tions of each team member leads to the
formulation of a clinical assessment
and treatment plan, which informs
ongoing work with the family. Each
team determines how the work will be
shared. At times this division of labor
is a natural process based on the set of
skills and knowledge family support
workers bring to the intervention, such
as advocacy, addressing housing needs,
and securing entitlements. However,
their role is not limited to addressing
concrete needs. Family support work-
ers, along with clinicians, also partici-
pate in family counseling sessions and
parent education. The flexibility of this

approach promotes the best fit between
a worker's style and the needs of the
family.

Team Approach

Family support workers and clinicians
visit families together as a team initially
and, in certain cases, throughout the
intervention. In chaotic environments,
this approach enables the team mem-
bers to simultaneously address the
recovery goals as well as the competing
needs of the adults and children. On
other occasions, when the roles are
more distinct, the team divides the
work through separate visits. For
instance, one staff member may work
on recovery support while the other
addresses the mental health needs of a
family member. This approach increas-
es the level of support and intervention
a family receives. 

An obvious strength to this model
is the double resources available to
families (Soule, Massarere & Abate,
1992). AIA programs throughout the
country see families affected by sub-
stance abuse and HIV struggle with a
multitude of psychosocial needs, which
can be overwhelming and paralyzing to
families if left unmet. A team approach
provides greater assurance that both the
concrete and clinical needs of the fami-
ly will be addressed, but requires the
team members to feel competent and
comfortable in their roles and with
each other.

Supervision and Training

Supervision and on-going training
opportunities are key elements for any-
one doing this work, but it is especially
true when the themes presented by
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families are reminiscent of one's past
challenges and obstacles. Just as an
ability to identify with a client’s diffi-
culties is a strength, identification
without professional boundaries creates
a barrier. Built into the CIWI program
are ample opportunities, both formally
and informally, for workers to process
the work and its effect on them. 

Paralleling the service model,
supervision in CIWI is also provided
through a team approach. A master's
level social worker and an experienced
family support worker coordinate and
supervise the CIWI team. The aim is
to provide clinical supervision in a sup-
portive atmosphere that is flexible

enough to address relationship issues
and the personal challenges that arise
out of the work. Supervision provided
to the team, by a team, addresses the
therapeutic needs of the family as well
as the working relationship between
the team members. In order for the
team to be able to support families
from a strength perspective, they them-
selves must feel supported and valued
for their expertise. Therefore, a task of
supervision is to nurture the relation-
ship between, and promote the
strengths of, the team members. 

Each week, in addition to team
supervision, a program meeting is held
for staff members to share and process
their experiences with families through

case presentations. In addition, birth-
day celebrations and other information
gatherings provide the best opportuni-
ties for sharing. Further, because CIWI
is just one of several programs at Yale
Children’s Center that employs family
support workers and visits high-risk
families, ongoing training among all
the programs addresses the needs of
family support workers and clinical
staff, and creates a large peer group for
additional support. 

Challenges

The work with families is laden with
emotionally charged moments and
experiences. Because team members all
experience the work differently, ques-
tions and disagreements arise.
Dilemmas related to personal style and
recommendations regarding a child's
best interest can create tension and
strain. Team members are encouraged
to address these issues among them-
selves. Making time for a cup of
coffee after a difficult visit is recom-
mended and encouraged to process the
work. Naturally, there are times in

supervision when team conflicts are
discussed. It has been our experience
that, in the context of a supportive
environment, these team challenges can
be resolved and relationships main-
tained.

Conclusion

The CIWI program is committed to a
team model, which has been a vehicle
for encouraging effective communica-
tion and strong interpersonal relation-
ships. Family support workers teamed
with clinicians have enabled the pro-
gram's approach to be genuine, bal-
anced and supportive while remaining
focused on the clinical and concrete
needs of families.

Janice Currier-Ezepchick, LCSW

and Betty Ellis,

Co-Coordinators,
Yale Child Study Center, New Haven, CT
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be notified within a few weeks of the deadline.

SEND ABSTRACTS AND DIRECT QUESTIONS TO:
Amy Price, Editor
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In the vast majority of professions,
from plumber to surgeon, the trainee is
observed and coached while doing the
work he or she will perform independ-
ently one day. This hands-on training
has always been an accepted way to
ensure proficiency.  Yet, in the field of
home-based mental health services,
paraprofessionals frequently are trained
in a classroom setting and then sent
out alone to a client's home to put
their skills to use. 

Effective training provides hands-
on experiences to address the privacy
and challenges inherent in home visit-
ing. While this is true for any home
visitor, it is particularly important for
paraprofessionals who may be more
prone to boundary dilemmas. This
article will address the challenges
involved in training paraprofessional
home visitors. It also will give examples
of existing models and outline compo-
nents of successful training programs.

Challenges inherent in home
visiting

Because the home environment is
dynamic and unpredictable, it intro-
duces a unique experience for both the
client and the worker. Both may be
more prone to distraction in the home
than in a controlled office setting. A
good home visitor needs to remain
focused and use his or her observation
skills to assess the situation and envi-
ronment. For instance, it may be rele-
vant how many beds there are in the
house and whether there are toys for

the children. A skilled home visitor will
note these things in a subtle way that
goes unnoticed. However, it is chal-
lenging to teach home visitors how to
control the interaction while allowing
the client to control the environment. 

Klass (1996) refers to home visitors
as artisans. As artisans, home visitors
learn much on the job. It is an evolving
practice. Home visiting calls for a sharp
set of innate skills to achieve the care-
ful dance between worker and client.
There is no office available to protect
the worker from emotions or harsh
realities. Inexperienced workers may
not know how to act “professionally”
while displaying empathy and compas-
sion. Some home visitors, particularly
paraprofessionals, may not understand
their role and the concept of bound-
aries. For instance, if a client is experi-
encing stress due to having limited

access to transportation, a volunteer
may have to fight the desire to lend her
own car. Further, a paraprofessional
who is insecure of his or her skills may
come on too strong to a client in order
to position himself or herself as the
expert. This may be magnified in pro-
grams where the home visitor is from
the same community or shares other
similarities with the client.

Implications for training

All of these issues have relevance for
training. Most of these issues cannot be
taught in a didactic format but must
be addressed as part of the training
program. Any good training program
must provide the opportunity for par-
ticipants to discuss their feelings about
boundaries, comfort levels in client's
homes, the intimacy of the relation-
ship, and other difficult emotional
issues. 

As with most things in this field,
becoming a skilled home visitor is a
process. Most home visitors' approach-
es to the work change over time. This
calls for initial training for home visi-
tors, as well as ongoing training. Also,
because home visitors work in isola-
tion, they need intense supervision.
Without support from supervisors and
co-workers, it can be challenging to
maintain the necessary boundaries with
clients when they are the primary
source of interaction. To put it simply,
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if no one is asking the workers how
they are on a stressful day, they may be
likely to vent to the clients and focus
on their own issues rather than those of
the clients. Thus, programs must pro-
vide ongoing support for the home vis-
itor while teaching and continuously
reinforcing the skills necessary to get
the job done. 

Characteristics of effective
training programs

Successful paraprofessionals appear to
share at least two important beliefs.
The first is that they acknowledge that
there are many paths to get to the same
place. The second is that they do not
feel that others need to make the same
life choices they made. Experience sug-
gests that these two "mind-sets" influ-
ence the ability of volunteers and
paraprofessionals to succeed in helping
others. 

Effective programs encourage and
support these beliefs through training
in basic helping skills such as: commu-
nicating effectively, giving feedback,
active listening, judgments and biases,
professional and ethical issues, termina-
tion, therapeutic boundaries, and
observation skills. As part of this train-
ing, workers’ feelings also should be
addressed. For instance, Alpaugh’s and
Haney’s (1978) training manual for
paraprofessionals and beginning coun-
selors in the geriatric field addresses
issues such as using confrontation,
learning how to make interpretations,
developing a feeling vocabulary, and
practicing self-disclosure. 

In addition, if home visitors
understand the rationale behind the
home visiting approach, they are more

likely to benefit from training and
supervision. Further, Wasik, Bryant,
and Lyons (1990) note that it is useful
to present information about the pro-
gram’s philosophy and goals to clarify
expectations of the home visitors. They
also point out that the role(s) home
visitors play should be included in that
philosophy. 

Thus, Wasik et al. (1990) suggest
that, in addition to focusing on knowl-
edge and skills of the helping process,
the basic content of a home visitor
training program also should include: 

■ History of home visiting
■ Philosophy of home visiting 
■ Knowledge of families and children

(e.g., prenatal/perinatal develop-
ment, child development, child
management, family systems thera-
py, health and safety, special issues,
child abuse and neglect, alcoholism,
drugs, spouse abuse, chronically ill
child)

■ Knowledge and skills specific to
programs (program goals and
procedures, record-keeping and doc-
umentation, curriculum)
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At the Jewish Children's Bureau, in Chicago, IL, the training curricula
for volunteer (paraprofessional) home visitors in a program serving new
mothers at risk for difficulty in parenting includes: program procedures, rules,
note taking; confidentiality; prevention; history of home visiting; the high risk
family; parenting; abuse, neglect and violence; active listening/open ended
questions; problem solving; judgments and biases; therapeutic friendships and
boundaries; infant care; infant development; special parenting situations (e.g.,
adoptive parents, premature infants, infants with special needs, multiple
births); postpartum issues; and when to call for back up. 

The primary challenge in this training is the discussion of biases and hav-
ing a nonjudgmental attitude, which seems to determine how successful para-
professionals will be in their work. The trainers explain that everyone has bias-
es, especially when it comes to parenting, and that being aware of one's own
biases and judgments is necessary in order to keep them from interfering with
the work with clients. To help illustrate this, the trainers use a decorated shoe-
box labeled a "bias box." All participants are asked to write their biases on slips
of paper and put them in the box. The group leaders do the same to insure
that common biases are included. When the task is completed, the papers are
read aloud. Important biases such as "mothers should stay home with their
babies," "all babies should be breast-fed," "all babies deserve to live in two-
parent families," and "gay people should not be parents" are discussed by the
group. It is crucial that the paraprofessionals gain understanding of their own
biases before working with a client. For this activity to succeed, there needs to
be an atmosphere of trust between the paraprofessionals and the trainer(s).
Paraprofessionals must not fear that having any biases will have them dis-
missed from the program, but they need to understand and accept the impor-
tance of being nonjudgmental with their clients. 



■ Knowledge and skills specific to
communities (cultural characteris-
tics, health and human service
resources, other pertinent communi-
ty resources, transportation issues)

Cultural awareness and sensitivity
also is important for home visitors.
Thus, Musser-Granski and Carrillo
(1997) add that training for bilingual,
bicultural paraprofessionals employed
in mental health services should
address: interpreting both words and
affect in various cultures, English lan-
guage, and American cultural training.

TRAINING FORMAT

Training should be done in a comfort-
able setting, within reasonable time-
frames, and promote an atmosphere of
trust and comfort. Norris and Baker
(1999) recommend that supervisors do
a learning needs assessment prior to
training to advise them of safety and
comfort issues. For instance, a ques-
tionnaire can be distributed to partici-
pants asking what they would like to
get out of the training, their prior
training experiences on the topic, and
their preferred training format.

In addition, the format of the
training is critical to its effectiveness.
Green (1996), citing Jackson and
Neighbors (1990), urges trainers to use
the principles of adult learning in set-
ting up the training program (see
inset).  

Norris and Baker (1999) point out
that, for paraprofessionals, the least
effective training model is one that fea-
tures a lecture by a trainer with minor
support from printed materials. They
recommend an interactive, hands-on
approach to training. Robin and
Wagenfeld (1981) add that "training
that stresses the concrete and practical
is most effective" (p. 301). 

Wasik et al. (1990) strongly rec-
ommended three interrelated training
procedures: (a) role-playing, (b) experi-
ential learning, and (c) peer teaching.
The majority of paraprofessional
training models stress the use of
role-playing. In addition to being an
effective learning tool, role playing is a
safe, effective way of determining
whether the training material is being
absorbed without risk to clients. For

instance, demonstrating skills through
role-plays that mirror actual practice
can prove impossible for some trainees
despite their initial indications of com-
prehension. What is picked up in role-
plays most often is subtle evidence of
judgmental attitude, offering too many
opinions instead of encouraging the
client to find her own answers, and
communication problems (e.g., asking
"yes" or "no" questions instead of
open-ended ones). 

In addition to role plays,
mentorships, e.g., shadowing more

experienced peer workers, can provide
an excellent opportunity to learn expe-
rientially before going out alone. Close
supervision that includes discussion
and analysis of actual experiences also
can be instructive. Finally, programs
should provide opportunities for peer
workers to exchange feedback among
each other initially through training,
and ongoing through group supervi-
sion.

Evaluating Training Programs

Training programs should not be set in
stone but should be routinely adjusted
based upon feedback from clients and
workers. Thus, it is important to build
in formal evaluation procedures to
determine if training programs have
the desired outcomes and to identify
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PRINCIPLES OF ADULT LEARNING

■ Learning is more effective when it is a response to a felt need of the learner.

■ There should be active participation on the part of the learner.

■ Learning is made easier when the material learned is related to what the
learner already knows.

■ Learning is facilitated when the material learned is meaningful to the learner.

■ Learning is retained longer when it is put to immediate use.

■ Period plateaus occur in learning.

■ Learning must be reinforced.

Continued on page 16 . . .
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gaps in the training. In order to do
this, trainers need to clearly identify
what the intend for the participants to
learn and how they will know someone
has learned the material (i.e., how  they
will assess if a participant is learning
what is being taught). Danish,
D’augelli, Brock, Conter, & Meyer

(1978) recommend that training pro-
grams use a structured systematic for-
mat in which, for each identified skill,
there is an explicitly stated goal and
rationale, assessment of attainment
level, guidelines for acquisition of
responses and strategies, detailed proce-
dures, and homework.

Joan Wood (1985) illustrates a
similar model in her training project
for paraprofessionals, Home Care
Providers to Rural Minority Elderly,
which is based on very clear goals and
objectives. With each topic, partici-
pants complete pre- and post-tests.
They also evaluate each day of training

as well as the overall training program.
Additionally, this model includes a fol-
low-up questionnaire that is sent to
trainees after the training has been
completed and the paraprofessionals
have had an opportunity to apply their
training in the field. This allows partic-
ipants to identify additional training
topics that would have been useful. 

Chichin (1992) and others have
solicited follow-up data directly from
the families served, as well as from the
workers themselves. These satisfaction
surveys also have implications for train-
ing. For example, the families who
have received services can identify pos-
sible gaps in their home visitors’
knowledge or skills. 

Additionally, home visitors should
be encouraged and taught how to eval-
uate their own practice; this can be
done through the supervision process.
KIass (1996) refers to this as "reflec-
tion-on-action" and views it as a criti-
cal skill in home visiting that parallels
the teaching of skills to clients. 

Summary

Paraprofessional home visitors must be
creative and flexible in their work with
clients, and have a heightened sense of
boundaries, the skills to control the
interaction without controlling the
environment, and an understanding of
the goals of the program. Their experi-
ence and skills in these areas can be
enhanced by comprehensive, on-the-
job training and close supervision.
However, the training must be ongoing
and include information on both the
techniques to be a successful home visi-
tor and the skills/knowledge related to
the specific program. The training pro-
gram should be evaluated and adjusted
based on feedback from trainees and
clients. With effective training and

supportive supervision, paraprofession-
al home visitors can make a tremen-
dous difference in the lives of the
people they serve.

Diane L. Gould, LCSW

Social Worker, Private Practice
Chicago, IL
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A SUCCESSFUL HOME

VISITOR AND THE

SKILLS/KNOWLEDGE

RELATED TO THE SPECIFIC

PROGRAM.
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TOGETHER EVERYONE ACHIEVES MORE (TEAM)

PEER LEADERS REACH OUT TO HIV AFFECTED YOUTH

In the GRA we have found that
traditional approaches do not work for
these youth; the last thing they want
to do is to talk about the pain they
have experienced. What they want to
do is to connect with others, have fun
and be of service to their community.
The youth leader program was
designed to provide an opportunity for
the young people to move from being
the "helpee" to being the "helper".
Specifically, youth leaders serve as facil-
itators for the younger clients in some
of the other TEAM programs includ-
ing a young girls and boys group, our
“Verbally Correct” recreational group,
and our Family Unity Camp.  Being of
service provides these young people
with an opportunity to have a clear
role in the community, valuable skills
in taking on adult responsibilities, and
an opportunity to demonstrate healthy
behaviors.

All the youth leaders have had
their lives touched by HIV and they
are ready to help other adolescents and
youth to cope with the reality of hav-
ing a family member(s) living with
HIV disease while caring for them-
selves. This is not easy, and increasingly
they are coping with life after the
death of a parent or family member.
Experiencing the death of a family
member is hard for any youth to cope
with. The stigma of HIV disease com-
pounds the challenges. While they do
not want to talk about their own pain
surrounding the loss of a parent,
TEAM youth leaders do want to help
others who are coping with this.

Adolescents living in HIV affected families experience the realities

of coping with HIV disease and its consequences first hand. Together

Everyone Achieves More (TEAM) Youth Leadership Services (TEAM

YLS) provides a coordinated, community-based response to the needs of

HIV affected and infected children and adolescents living in the Greater

Rochester Area (GRA) using therapeutic experiential and recreational

services including adventure-based interventions. These approaches

focus on enhancing the young peoples' assets and strengths and build-

ing peer, family and community support. The program aims to increase

the coping and adaptation of children and adolescents by enhancing

protective factors (healthy relationships with adults, community

involvement, positive reinforcement) and reducing risk behaviors (lack

of academic engagement, sexual activity, and drug/alcohol use). 

Continued on page 18 . . .
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Several examples of this have occurred
when members’ parents have died of
AIDS related complications and the
peer leaders went to calling hours or
the family member’s home to support
the young person and their siblings.
Thus, they use their experience to
build relationships with each other and
their younger peers and a vehicle for
the younger peers to communicate
about the challenges of coping with
HIV/AIDS. The youth find that help-
ing others in this way helps them too.
As one peer mentor said, "I don't want
others to be as scared as I was."

In addition to providing support
and outreach to affected youth, the
peer leaders provide AIDS education in
the community. For instance, they
recently ran a prevention session at a
Medical Academy of Science and
Health (MASH) camp for adolescents
interested in pursuing health careers.
The MASH campers learned about
HIV/AIDS through a group exercise
delivered in the swimming pool in
which they were asked true and false

questions by one of the peer leaders.
The campers had to swim to a place
in the pool that expressed their level
of belief in the statement being true or
false and then explain their answers.
The peer leaders then provided more
information to further educate the
young campers. The campers were
enthusiastic about learning about the
realities of the transmission of
HIV/AIDS from peers who had first
hand experience with the realities of
HIV.

The TEAM program provides
opportunities for the youth to develop
leadership though participation in the
development of an annual conference
on HIV/AIDS.  The peer leaders also
gain advocacy skills through participa-
tion in influencing public policy, e.g.,
meeting with local, regional, and state
legislatures, and involvement in other
political activities.

Conclusion

The TEAM program is a dynamic and
vibrant community that is changing and
growing as the youth, families and serv-
ice providers engage with each other.
New needs, areas of service deficiency,
and changes in how services are provided
all impact the team program and offer
opportunities for the program to grow
and develop to meet or address these
areas. Early evaluative data provides evi-
dence that the program is having an
impact on the youth.  For instance,
ethnographic analysis has begun to show
improvement in their communication,
leadership, team cohesiveness, and will-
ingness to be of support to others. We
are hopeful that the approach of the
TEAM program will provide a model for
other communities to provide support to
those families affected by HIV/AIDS.

Christian Itin, PhD,

Assistant Professor, and
Susan Taylor-Brown, PhD,

Professor, Greater Rochester Collaborative
MSW Program, SUNY Brockport/Nazareth
College, Rochester, NY
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WITH EACH OTHER.
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VOICES FROM PEER WORKERS IN THE

DRUG-EXPOSED INFANT PROJECT

Our responsibilities

We are Family Support Workers who
assist parents who are currently sub-
stance abusers, or who have a history
of substance abuse, and whose chil-
dren have entered foster care. It is
our job to work with the caseworkers
to reach out to these parents and
help them develop a permanency
plan for their children. If the parents
wish to have the children returned to
them, we help them access whatever
services have been mandated by the
courts. This means we may refer
them to drug treatment, therapy,
social services, housing resources
and/or parenting classes. And if the
parents are not ready to change their
lives around, we help them come up
with an alternative plan, such as giv-
ing custody to a relative or adoption. 

At first, the task seemed “big”—
bigger than either of us could fully
understand. It was part of a new pro-
gram; the title “Family Support
Worker” was new to the agency, and
most agency staff couldn’t figure out
how we fit into the system. We didn’t
know how we fit in either. We were
just single mothers coming off of
public assistance with some personal
knowledge of foster care. It wasn’t
until we read several detailed case
records that we began to realize what
was needed and how we could help.

One thing that became obvious,
early on, is that each parent comes
with a unique set of needs and
strengths, and each case needs to be

treated differently. While some parents
are eager to get help, some are very
resistant. Additionally, whether or not
the parent is cooperative in the begin-
ning does not determine the outcome
of the case; there have been parents
that have done all that was mandated
of them and then disappeared, just as
there have been parents who have
“lost” five, six (or even more) children
to foster care and adoption, and then
worked diligently to get the last child
back. The best we can do, then, is to
support and respect our parents with
whatever is going on in their lives,
reserve our judgments, and accommo-
date each parent so as not to over-
whelm him or her. We know that when
the clients start to feel good about
what they’re doing and what they
have accomplished, they can go even
further.   

Relating to professional staff

Establishing a working relationship
with the caseworkers was certainly a
challenge. Most of them thought we
were interfering in their cases and that
we were not needed. Because we don’t
have the formal education, many
thought that we couldn’t possibly
know anything about casework.  This
was tough to overcome, but we set out
to prove ourselves to both the case-
workers and the parents.  We started
making contacts at different drug
treatment centers, mental health

SANDRA & BRENDA
Family Support Workers

In New York, it is not

uncommon to walk past a

building in your own neigh-

borhood without ever think-

ing about what goes on

inside. For many years, we

walked past the building

housing Leake and Watts

Services and never stopped to

think about it. Little did we

know that eventually we

would work there, that our

lives would be changed, and

that the lives of total strangers

would be impacted.

Continued on page 20 . . .
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service facilities, social services centers,
shelters, hospitals, real estate agents,
churches and charities. We continually
reached to the parents, listened to
them, and accompanied them to the
various centers and court appearances.
As the months went by, the casework-
ers started to notice that they had
more time on their hands because we
had taken care of half of what they
had to do for the parents. Many cases
started to move along faster because
the parents were actively involved and
completing their mandated services.
And we were available as resources for
the parents when the caseworkers were
out of the office (attending to other
cases) so progress would not be held
up. Eventually, we gained the respect
of the caseworkers, and now they
come looking for us even before their
case is assigned to us. 

The appreciation of our co-work-
ers is gratifying, as is the joy that fills
us when we watch our clients grow
into confident parents. We established
a “Parents Helping Parents” support
group, and it is amazing to observe
parents, who have already regained cus-
tody of their children, come back regu-
larly to meetings to mentor the new-
comers.  They support each other by
sharing stories about the obstacles and
victories.

Nothing, however, compares to
the sight of a parent being reunited
with his or her child. It is one of the
most rewarding experiences ever. 

MARC
Visitation Specialist

When I was hired as a

Visitation Specialist at the

Drug-Exposed Infant Project, it

was both exciting and daunting.

I knew nothing about the foster

care system, except for the mis-

information you get from mis-

informed people, but I was con-

fident enough to know I would

rapidly learn the ins and outs of

the foster care system. I also

knew I was bringing something

to the table no one else knew

about. You see, I am a recover-

ing addict. I had worked for-

mally with substance abusers,

but I knew my own experience

would be the most valuable tool

I had in this new setting. After

all, I had used for 14 years and

was now in my eighth year of

sobriety. However, I had never

divulged this before to any

employer, so I had every inten-

tion of keeping this bit of infor-

mation a secret when I was

hired at the Project. 

At first, my director gave me a lot of
literature to read, to get me up to speed on
the foster care system, pertinent legislation,
child development, and other information
needed to perform my job--assisting birth
parents with their visitation needs. I would
also be observing visits, helping birth par-
ents and their children interact and bond,
and answering questions regarding child
development. 

Disclosing my history

Once I started getting my feet wet, I
noticed some of the parents with whom I
was working were members of the same
12-step meetings I attended. This made me
feel a bit uncomfortable because, sooner or
later, I knew the word would get out to my
colleagues and supervisors. At that point, I
made a decision to disclose my past to the
director. By this time, I felt the staff was
open-minded enough to hear about it
without being judgmental.  I also remem-
bered some of the points made during my
interview, about believing in change, espe-
cially concerning drug-addicted parents. It
was a surprise to me when I revealed this
information and found out that the direc-
tor initially wanted to look for someone
who had a substance abuse history.
Needless to say, this was a relief. 

A year and a half later, this job has
been one of the most gratifying experiences
for me. I have seen parents get clean, work
on themselves, and complete court man-
dates, eventually to be reunited with their
children. I’ve learned to be empathetic,
without becoming an enabler. Sometimes
just being an example helps clients who are
battling drug addiction. They see someone
who has overcome obstacles and landed on
his feet. Being a peer worker also helps me
in my personal recovery. It helps me
remember where I was not too long ago,
and where I can be if I forget. Those who
fail to remember are doomed to repeat.

I am certain that my clients relate to
my experiences as I relate to theirs, and
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this makes it easier for them to speak
about sensitive issues without feeling as
though they are being judged. For
some, having their children placed in
foster care has been a wake-up call. As
a male, I cannot say that I know what
it feels like being a mother and having
my children placed in care, but I can
identify. I’ve had to face my wife and
child abandoning me, because, in
essence I had abandoned them in the
midst of my addiction. 

Challenges

Working with substance abusers may
come more naturally to me than some
others, but it is still challenging. Some
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A New Publication:

PARENTS TELL THEIR STORIES

The Journey Back: Parents’ Struggles to Overcome Addiction and Regain their Families is a new booklet published by the Drug-Exposed

Infant Project at Leake and Watts Services, Inc., which features six inspirational accounts written by recovering substance abusers.

The true-life stories describe what led these individuals to use drugs, the chaos they experienced during their drug use, and how they

turned their lives around for the sake of their children. The children of five of the six contributors had been removed from their par-

ents and placed into foster care; the sixth contributor eventually became a foster parent.  

The concept for the publication came from a support group, “Parents Helping Parents,” that the Project has been facilitating for

over one year.  The participants all have a history of substance abuse and their children have gone into foster care; most have com-

pleted a drug rehabilitation/treatment program, are in recovery, and are working diligently to meet the mandates set by Family

Court judges so they may be reunited with their children. Michele Erazo, who supervises the support group’s facilitators, compiled

and edited the stories to share them with other substance-abusing parents as well as foster parents and child welfare staff. “I want

others to see that these individuals are not all that different from ourselves or those closest to us.  Though they regret the decisions

they made in the past, their experiences have made them stronger and wiser, and they want to help the next person.” Funding for

the publication and the Drug-Exposed Infant Project’s activities is provided by the U.S. Department of Health and Human Services.  

Copies of the booklet are available free of charge. Contact the Drug-Exposed Infant Project at (718) 794-8314 or

merazo@leakeandwatts.org.

clients, for the first time in their lives,
are facing adversity without a chemical
to anesthetize their feelings. They come
to the agency feeling anger, resent-
ment, shame, guilt, but most of all
fear. Some come in complete denial.
They sometimes refuse to take respon-
sibility for whatever risk factors result-
ed in their child coming into care. I
can remember how difficult it was
when denial played a major part in my
addiction. At times, it becomes frus-
trating, but then I remember all the
games I played to get what I wanted
when I wanted it. Most of us (sub-
stance abusers) want the rewards of
hard work, without actually putting in
the legwork.

Conclusion 

But challenges aside, it is still very grat-
ifying to see a parent go from being an
angry, resentful individual to becoming
the respectful, responsible and produc-
tive parent he or she was meant to be.
It is a great feeling to know that you
played a small part in a successful fami-
ly reunification. In the end, knowing
you made a positive difference in
someone’s life makes all the challenges
in the process worthwhile. 

Sandra Walrond & Brenda Rodriguez,

Family Support Workers
Marc Vega,

Visitation Specialist, Drug-Exposed Infant
Project, Bronx, New York
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Who I Am

I am a 38-year old African
American woman. I am also
the mother of six and the
legal guardian of two addi-
tional children, my niece and
nephew. And, I am a
part-time Outreach Worker
for The Family Center.

Who I Am Not 

Since the death of my mother
in 1986, my father in 1993,
and my sister in 1997, I am
no longer a daughter or sister.
Because I measured my exis-
tence so whole heartedly in
these roles, I am not sure if I
am still me. If I am, it is defi-
nitely a new me, a reborn me,
perhaps a stronger, a more
empowered me, a phoenix!
This “empowered me” was
not always the case, especially
after all the losses I experi-
enced. I actually credit this
empowered me to the work of
outreach.

Background

In 1996, I had five children, was preg-
nant, was caring for my sister and her
two children, and was in court hoping
to establish myself as standby guardian
for my niece and nephew. My sister’s
health was rapidly deteriorating when
Cancer Care referred me to The Family
Center for legal assistance related to
the guardianship process.

The Family Center agreed to serve
us with my sister’s consent. A family
specialist called her then went to her
home to assess her needs.  A week later,
if that, the family specialist returned
with a Family Center lawyer. Soon they
began visiting me as well. The Family
Center followed up on the guardian-
ship petition that I had already submit-
ted to the court on my own and helped
finalize the process. The lawyer also
assisted my sister with a health care
proxy, a will, and a power of attorney.
The family specialist helped my sister
obtain information about clinical trials
and helped me seek information
regarding public housing and finding a
larger apartment. Then they just came
to support us. Our family specialist,
Michelle, came weekly to both my sis-
ter's home and to mine. Michelle
would come and listen to us cry. She
would come and hear the stories of
dreams lost and hope fading, and
through it all remind us that she would
be there for us. 
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GRADUATING FROM CLIENT TO OUTREACH WORKER:

ONE WOMAN’S EXPERIENCE

In 1997, I had my last child. A
little over a month later my sister died.
Michelle, our family specialist and
Sarah our attorney came to the funeral.
I believed the worst was over, but it
was not. I always have joy about my
children, but now in one year I gained
three more children. I was still on pub-
lic assistance, still had a drug-abusing
partner, had two children who had lost
their mother, and a house full of chil-
dren who were grieving. To my amaze-
ment, The Family Center remained in
my life like a buoy, a lifeguard, and a
support. 

Moving from client to advisor
and outreach worker

Over the next few years with The
Family Center, I received home-based
mental health counseling, graduated to
in-office therapy, joined the Caregiver
Advisory Committee, and was invited
to join the Board of Directors. I began



to feel my heart opening and hope re-
entering my life. I reveled in my roles
on the Caregiver Advisory Committee
and the Board of Directors, because I
knew I was somehow helping so many
others who were affected by many of
the same challenges that I was still
struggling with. 

In the year 2000, The Family
Center asked me to publically share
my personal story. As a shy person, it
was terrifying. I was also reluctant to
talk about my sister, but I wanted to
do it. I felt it was very important to
share our story so that others would
know more about young mothers who
are ill and their children.

In 2001, I was asked to do out-
reach as a peer consultant. This meant
telling my personal story to more peo-
ple in many different settings.  I have
now told my story in the context of
an overview of The Family Center's
services, at schools, hospitals, clinics,
and community based social service
agencies. I also participated in a
Family Center/Cancer Care telecon-
ference that reached over 600 people
nationwide. I even traveled to New
Orleans, Louisiana and shared my
experiences at an Abandoned Infants
Assistance conference. At that confer-
ence, my story touched a few to the
point of tears. To my relief, I was
more comfortable speaking to a group,
although I still was glued to the floor
in one spot!  As only fate would have
it, what was supposed to be a weekend
in New Orleans became a full week
due to the tragic events of September
11th. Like anyone else on that day, I
panicked and was overwhelmed with
worry about my loved ones back in
New York. My children were my
greatest concern. I have two children
with autism and I especially worried
that they would be cared for adequate-
ly. Once I spoke to them and knew all
eight of them were okay, I was able to

attend the scheduled workshops. I was
treated with so much respect and kind-
ness; I felt so empowered to be sup-
ported emotionally by strangers and to
be able to cope. In 14 years I had not
been away from my family and here I
was not falling apart. I felt like a
teenager that had just crossed the
threshold to adulthood. I was growing
into a new me, a me that could define
herself as a mother and someone else:
someone who has something all her
own. 

My role as outreach worker

I have now graduated to part-time
employee of The Family Center. My
duties consist of calling various hospi-
tals, clinics, community based and
non-profit organizations to schedule
presentations, workshops and trainings.
When my experience is best suited for
the population served at a particular
agency, I am scheduled to participate
in the presentation. I prepare the mate-
rials for the presentation, write letters
to providers and follow up as appropri-
ate. I am still not comfortable speaking
to crowded rooms, but my passion for
the mission of outreach pushes past my
discomfort. I still believe in The Family
Center's mission, and I am proud to
help them expand this mission actively
to parents and families affected by can-
cer, HIV and other serious illnesses. I
have noticed that I really don't sweat as
profusely or feel as tight in my chest
once I am past my story and answering
questions. I guess all those years of
building a hard surface over my feel-
ings of loss will take some time to chis-
el away; however, it is in the works.

I am now receiving fewer services
from The Family Center. My children
still have buddies through the agency’s
mentoring program and participate in

the camping program. I am continuing
my counseling through a private thera-
pist as a direct referral from my former
therapist at The Family Center. I am
finding this change in my life to be ful-
filling. My part-time outreach work has
also decreased my dependency on pub-
lic assistance. Although this is a life
style change, it too is empowering. I
can now see a time soon when I won't
need public assistance at all. 

My work as an outreach worker is
hard, challenging and rewarding. It
requires digging deep and opening
wounds, but it is also lightening the
burden. It is exposing dreams lost, but
it is opening the eyes of the public and
bringing about awareness. I am losing
secrets, but I am helping others.

Moving On

I have talked about graduating
throughout this article, not to imply
that there have been ceremonies, but
rather to reflect the upward climb out
of my dark world. It is my hope that
my climb will lead to all of my chil-
dren—nephew, niece, sons and daugh-
ters—being productive drug-free
adults. It is also my hope that my
climb will continue, that I will return
to college and possibly become a social
worker or family worker helping fami-
lies more directly.    

Tina Pack,

Outreach Worker, The Family Center,
New York, NY
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Just as supervisors should under-
stand that life experience is an asset for
peer workers, they also should under-
stand that peer workers, who look only
to their personal experience to help
clients, may encounter problems. For
example, peer workers may take an “I
did it, you can too” approach with
clients, even in cases when this is not
effective. Therefore, supervisors should
challenge peer workers to seek more
objective information, to utilize multi-
ple theories and frameworks, and to
tailor their interventions to the specific
needs of their clients. Additionally,
effective individual supervision requires
that supervisors familiarize themselves
with the specific work that peer work-
ers are doing. Therefore, it is recom-
mended that supervisors accompany
workers on home visits and other field-
work (Harris & Schmidt, 1993). 

Supervisors should also spend time
on the personal issues that workers
may bring with them to the work
place. These personal issues may
include family conflicts and health
concerns. For recovering staff, special
emphasis should be placed on possible
triggers for relapse. Supervisors may
encourage peer workers to seek outside
counseling when necessary and facili-
tate this through supportive discussions
and flexible work schedules. In cases
where peer workers are coping with
multiple personal issues, it is worth-
while for supervisors to talk to peer
workers about how these issues impact
their work with clients. Supervisors
should assist peer workers in reflecting
on their own needs and how these may
interfere with their clients’ sense of
mastery, self-efficacy, and empower-
ment (Dodds et al., 2001).

“It is important to realize that peer

workers in recovery may need addition-

al support and encouragement. A new

job is challenging for anyone, and may

be especially challenging for someone

who is struggling with recovery.

Supervisors should encourage peer

workers to talk about their recovery

openly during supervision.”

— Rosemary Mollinedo, Former 
Supervisor, Bienvenidos 
Children’s Center, Inc.

Worker/Client Boundary
Dilemmas: Strategies for
Prevention & Resolution

The context in which peer workers
operate produces complex boundary
dilemmas that require flexible solu-
tions. It is imperative that supervisors
help peer workers set boundaries, clari-
fy their roles and responsibilities, and
establish a balance between meeting
clients’ needs and attaining program
objectives (Sherman, 1998). Because
many peer workers live in the same
communities as the clients they serve,
they may need ongoing support in
maintaining boundaries (e.g., at
church, AA meetings). Counter-
transference issues also can be prob-
lematic among peer workers who have
experienced many of the issues that
they are helping their clients to
address. This issue should be addressed

up-front and continuously through
training and supervision. Further, as
supervisors and staff learn about the
particular boundary problems that peer
workers face, agency policies and pro-
cedures can be modified to address and
minimize these problems (Fisk,
Rakfeldt, Heffernan & Rowe, 1999).

Lambert and Davidson (1999)
developed a general framework for the
resolution of boundary dilemmas
between paraprofessionals and clients.
The framework is based on the follow-
ing six points: 1) applicable legal and
ethical codes/regulations should be
examined; 2) traditional boundaries
(e.g., limits on self disclosure and dis-
couragement of dual relationships)
should be emphasized; 3) most com-
mon boundary crossings in a specific
program should be tracked and
addressed; 4) client variables (e.g., his-
tory, culture, diagnosis) and peer work-
er roles should be considered; 5) peer
workers should articulate the purpose
and rationale for any boundary cross-
ing; and 6) personal development of
peer staff should be encouraged
because boundary violations may occur
when staff are attempting to meet their
own unmet personal needs.

Conclusion

In conclusion, peer workers bring
many unique strengths to the work-
place. A review of the literature is testa-
ment to these strengths, as are the
opinions of those who work directly
with peer workers. In order to ensure
that these strengths are realized, super-
visors and staff must understand that
peer workers and professional staff may
differ with respect to their beliefs, val-
ues, and skills. These differences must
be respected and addressed through
comprehensive training and supportive
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supervision if peer workers are to be
successfully integrated into programs
serving at-risk families and infants.
The reward for those programs in
which peer workers are given the sup-
port and structure they need in order
to work effectively is well worth the
investment.

Michael Marchant, MSW

Psychiatric Social Worker, City of Berkeley
Mental Health, Berkeley, CA
(former research assistant of the AIA
Resource Center)
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"We have not had many boundary

dilemmas between peer workers and

clients. In part, this is because peer

workers have been utilized more in

group formats and have limited one-to-

one interactions with clients. Never-

theless, peer workers do have opportu-

nities to develop relationships with

clients and may even keep client infor-

mation confidential (from staff) if the

peer worker believes this to be best.

While this can lead to problems, partic-

ularly boundary violations, attempts are

made to limit problems by providing

training and utilizing supervision of

peer workers."

— Sharon Simpson, Project Director,
Oklahoma Infants Assistance 
Program
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EXAMINING THE PROCESS

What is it that makes this paraprofes-
sional model work? We attribute
PCAP’s success to a number of charac-
teristics that may distinguish it from
other paraprofessional programs. PCAP
paraprofessionals are hired at a high
standard. While they have some history
in common, they are able to form
enduring and healthy relationships
with their clients because they have
accrued the time and the achievements
that confer a level of emotional objec-
tivity and competency. This type of
perspective allows for a relationship
that is more therapeutic than sympa-
thetic, more professional than peer.
Other PCAP hallmarks that account
for program success include the strong
evaluation feedback loop, excellent,
ongoing training and close supervision;
the recognition that comes with oppor-
tunities for advocates to give commu-
nity presentations about their work;
and the sense of pride that comes with
being affiliated with a successful, uni-
versity-based project. 

Conclusion 

The Parent–Child Assistance Program
is a focused, theoretically based inter-
vention for high risk mothers in the
community. Within the context of a
relational model that enhances the
mothers’ ability to change, it provides a
framework in which carefully selected,
trained, and supervised paraprofession-
al advocates work. Advocates link
mothers with community providers as
needed, and support them as they grow
and change in order to prevent another
generational cycle of hopelessness and
deprivation.
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GOOD BETS

Pathways to Competence: Encouraging
Healthy Social and Emotional
Development in Young Children

In this comprehensive guide, profession-
als, paraprofessionals, home visitors, and stu-
dents address social and emotional develop-
ment in young children, discovering not only
how to interact positively with children and
their families, but also how to improve par-
ents’ interactions with their children. The
author explores nine social and emotional
domains of children from birth to 6 years.

Cost: $54.95
S. Landy, 2002. 582 pages. Available from

Brookes Publishing Co., Customer Service
Department, P.O. Box 10624, Baltimore, MD
21285-0624. Ph: (800) 638-3775.
Fax: (410) 337-8539.
Email: custserv@brookespublishing.com. 
www.brookespublishing.com

Addictions and Trauma Recovery:
Healing the Body, Mind, & Spirit

This hands-on book outlines a 12-week
program to address problems linked to trauma
and addiction. Each session includes suggested
activities, handouts, and overviews for the
group leader. The addictions and trauma
recovery integration model (ATRIUM) used
in this book consists of psychoeducation,
process, and expressive activities, all of which
are structured to address key issues linked to
the experience of both trauma and addiction.
In addition, this book addresses the physical
and spiritual impact of trauma. Cost: $25.00

D. Miller & L. Guidry, 2001. 240 pages.
Available from Norton Professional Books, 500
Fifth Avenue, New York, NY 10110.
Ph: (800) 233-4830. www.npbcatalog.com

Intimate Betrayal: Domestic Violence in
Lesbian Relationships

This book includes a review of strategies
to prevent domestic abuse among lesbians, the
link between domestic abuse and homopho-
bia, feminist models of lesbian battering and
responses of feminist counselors to abuse in
lesbian relationships. It suggests exciting new
models for freeing women from domestic vio-
lence, including the use of liberation theology. 

Cost: $19.95
E. Kaschack, Ed., 2001. 138 pages.

Available from The Haworth Press, Inc., 10 Alice
Street, Binghamton, NY 13904-1580.
Ph: (800) 429-6784. Fax: (800) 895-0582.
Email: orders@haworthpressinc.com.
www.haworthpress.com

Recovering from Sexual Abuse,
Addictions, and Compulsive Behaviors:
“Numb Survivors”

This book clearly describes the lengths
survivors of sexual abuse will go to in attempt-
ing to avoid dealing with their pain. Knauer
addresses this denial and its developmental
connection to other disorders such as addic-
tion and other compulsive behaviors. Rather
than providing a step-by-step recipe for treat-
ing clients with dual diagnosis, she shows the
process of health and recovery. The book,
which is based on Knauer’s success with her
own personal treatment and in treating others,
offers practical concepts for assessment and a
durable model for positive growth. Cost:
$34.95 soft cover

S. Knauer, 2002. 367 pages. Available from
The Haworth Press, 10 Alice Street, Binghamton,
NY 13904-1580. Ph: (800) 429-6784. get-
info@haworthpressinc.com;
www.haworthpress.com.

Substance Abuse Treatment and the
Stages of Change: Selecting and
Planning Interventions

This book provides a clear framework
for conducting treatment within the context
of the stages of change model. It presents, in
clear and accessible language, a coherent inte-
gration of the model with the entire process of
treatment for substance use disorders, from
assessment and treatment planning to the
management of relapse. It is useful for both
clinicians and researchers. Cost: $35.00

G. J. Connors, D. M. Donovan, & C. C.
DiClemente, 2001. 274 pages. Available from
Guilford Publications, Inc., 72 Spring Street,
New York, NY 10012-9902.
Ph: (800) 365-7006. www.guilford.com.

Motivational Interviewing: Preparing
People for Change, 2nd Edition

This book explains how to work through
client ambivalence to facilitate change. It pres-
ents detailed guidelines for using motivational
interviewing (MI) with a variety of clinical
populations. The book is broken down into
four parts: context, practice, learning, and
applications for MI (e.g., using the approach
with groups, couples and adolescents; and
applications to general medical care, health
promotion, and criminal justice settings).

Cost: $35.00
W. R. Miller, & S. Rollnick, 2002. 420

pages. Available from Guilford Publications, Inc.,
72 Spring Street, New York, NY 10012-9902.
Ph: (800) 365-7006. www.guilford.com.
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Seeking Safety: A Treatment Manual for
PTSD and Substance Abuse

This manual presents the first empirical-
ly studied, integrative treatment approach
developed specifically for PTSD and substance
abuse. It is divided into 25 treatment topics,
each of which forms the basis for one or more
sessions. The volume includes helpful, repro-
ducible handouts and forms. Cost: $35.00

L. M. Najavits, 2002. 389 pages. Available
from Guilford Publications, Inc., 72 Spring Street,
New York, NY 10012-9902.
Ph: (800) 365-7006. www.guilford.com.

Shattered Bonds: The Color of Child
Welfare

This book documents the disproportion-
ate representation of Black children in the
U.S. foster care system and its effects on Black
communities and the country as a whole. The
author includes moving accounts of mothers
battling the Chicago child welfare system for
custody of their children. Cost: $27.50

D. Roberts, 2002. 341 pages. Available from
Perseus Books Group, Customer Service
Department, 5500 Central Avenue, Boulder, CO
80301. Ph: (800) 386-5656.
Fax: (720) 406-7336.
Email: westview.orders@perseusbooks.com.
www.perseusbooksgroup.com

Recreating Partnership: A Solution-
Oriented, Collaborative Approach to
Couples Therapy

This book introduces a new concept in
couples therapy called the “good story/bad
story continuum.” This concept draws togeth-
er ideas and techniques from solution-focused,
narrative and other constructionist therapies.
The authors show clinicians how to use this
narrative concept in conducting effective and
efficient relationship therapy that will help
couples build solutions collaboratively and
invigorate partnership. Cost: $32.00

P. Ziegler & T. Hiller, 2001. 256 pages.
Available from Norton Professional Books, 500
Fifth Avenue, New York, NY 10110.
Ph: (800) 233-4830. www.npbcatalog.com

Enhancing Early Emotional
Development: Guiding Parents of Young
Children

This book helps professionals who work
with families of young children nurture those
bonds, giving parents the support and guid-
ance they need to identify their children's
needs, enhance interactions with their chil-
dren, and address any factors that may prevent
them from building a strong relationship with
their infant or toddler. The authors give an in-
depth look at children's emotional develop-
ment at five stages from birth to 24 months,
examine challenges to effective parenting, and
present vignettes that demonstrate appropriate
interventions. Cost: $29.95

J. W. Gowen & J. B. Nebrig, 2002. 400
pages. Available from Brookes Publishing Co.,
Customer Service Department, P.O. Box 10624,
Baltimore, MD 21285-0624.
Ph: (800) 638-3775. Fax: (410) 337-8539.
Email: custserv@brookespublishing.com.
www.brookespublishing.com

Alternative Approaches to Assessing
Young Children

This book offers ways to meet the needs
of young children who are culturally, linguisti-
cally, or developmentally diverse. Six alterna-
tive assessment methods are included: natura-
listic, focused, performance, portfolio, dynam-
ic, and curriculum-based language. The
authors offer a detailed description of each
approach, specific guidelines for implementa-
tion, and sample data collection forms.

Cost: $29.95
A. Losardo & A. Notari-Syverson, 2001.

272 pages. Available from Brookes Publishing Co.,
Customer Service Department, P.O. Box 10624,
Baltimore, MD 21285-0624.
Ph: (800) 638-3775. Fax: (410) 337-8539.
Email: custserv@brookespublishing.com.
www.brookespublishing.com

Communication and Symbolic Behavior
Scales Developmental Profile

This manual is an easy-to-use, norm-
referenced screening and evaluation tool that
helps determine the communicative compe-
tence (use of eye gaze, gestures, sounds, words,
understanding, and play) of children with a

functional communication age between 6
months and 24 months (chronological age
from about 6 months to 6 years). The manual
comes with a one-page Infant-Toddler
Checklist, a four-page follow-up Caregiver
Questionnaire, and a Behavior Sample that is
taken while the child interacts with a parent
present. Cost: $65.00

A. M. Wetherby & B. M. Prizant, 2002.
177 pages. Available from Brookes Publishing Co.,
Customer Service Department, P.O. Box 10624,
Baltimore, MD 21285-0624.
Ph: (800) 638-3775. Fax: (410) 337-8539.
Email: custserv@brookespublishing.com.
www.brookespublishing.com

Infant-Toddler and Family Instrument
(ITFI) and Manual

This tool helps to evaluate the strengths
and vulnerabilities of children from 6 months
to 3 years, and their families. The ITFI helps
to organize the users impressions about the
child, family, and the environment, enabling
the user to decide whether further referrals
and services are needed. The Manual provides
guidelines to help family service providers,
including home visitors, determine whether
the family and child are at sufficient risk to
require referrals for further evaluation to other
professionals or agencies. The Manual
includes four case studies to illustrate the use
of the ITFI. Cost: $50.00

N. H. Apfel & S. Provence, 2001.
Instrument: package of 15, 24 pages each,
Manual: 88 pages. Available from Brookes
Publishing Co., Customer Service Department,
P.O. Box 10624, Baltimore, MD 21285-0624.
Ph: (800) 638-3775. Fax: (410) 337-8539.
Email: custserv@brookespublishing.com.
www.brookespublishing.com
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10th National Roundtable on Outcome
Measures in Child Welfare Service

Building on the previous annual
Roundtables, AHA strives to bring together
administrators, practitioners, researchers, and
advocates in the field to share their experi-
ences and knowledge about effective elements
of outcome-based models of service delivery.

DATE: October 21-23, 2002 

LOCATION: San Antonio, TX

SPONSORING AGENCY: American Human
Association

CONTACT: Mickey Shumaker, American
Human Association, 63 Inverness Drive East,
Englewood, CO 80112-5117.
Ph: (303) 925-9416. Fax: (303) 792-5333.
Email: Mickey@americanhumane.org.
www.americanhumane.org.

18th Annual Conference on
Developmental Interventions in
Neonatal Care

This conference will examine the multi-
disciplinary challenges posed by the high-risk
newborn population, and provide strategies
for improving outcomes. A specialized faculty
of clinicians and researchers from the fields of
medicine, nursing, psychology, education and
rehabilitative medicine will discuss the appli-
cability of research findings and appropriate
intervention strategies during hospitalization
and following discharge.

DATE: October 24-26, 2002 

LOCATION: San Francisco, CA

SPONSORING AGENCY: Contemporary
Forums

CONTACT: Registrar, Contemporary Forums,
11900 Silvergate Drive, Dublin, CA 94568-
2257. Ph: (800) 377-7707, Ext. 3.
Fax: (800) 329-9923.
Email: info@cforums.com.
www.contemporaryforums.com.

National Black Child Development
Institute’s 32nd Annual Conference

This conference is an opportunity to
meet with and learn from a broad range of
experts working to develop new and imagina-
tive ways to more effectively serve the needs of
African American children and strengthen
their families. The conference theme is
Collective Will and Imagination: Responding to
Today's Children. 

DATE: October 27-29, 2002

LOCATION: Atlanta, GA

SPONSORING AGENCY: NBCDI

CONTACT: NBCDI, 1101 15th Street, NW,
Suite 900, Washington, DC 20005.
Ph: (800) 556-2234 or (202) 833-2220.
Fax: (202) 833-8222.
Email: moreinfo@nbcdi.org.  www.nbcdi.org.

The GAINS Center Year 2002
National Conference

This conference will expand the dialogue
from the GAINS 2000 National Conference,
Building on Our Successes.  It will highlight
diversion and community re-integration mod-
els for adults and juveniles with co-occurring
disorders in contact with the justice system,
and strategies for expanding access to commu-
nity based services. The conference will
revolve around two major themes: Diversion
to Community Based Services, and Institutional

Programs and their Linkages to Community
Based Services. Each day of the conference will
feature juvenile and adult tracks incorporating
a wide spectrum of workshops and panel pre-
sentations.

DATE: October 28-30, 2002

LOCATION: San Francisco, CA

SPONSORING AGENCY:The Substance Abuse
and Mental Health Services Administration
(SAMHSA), the Center for Substance Abuse
Treatment (CSAT), the Center for Mental
Health Services (CMHS) and the Florida
Mental Health Institute, USF.

CONTACT: Policy Research Associates, 345
Delaware Avenue, Delmar, NY 12054. 
Ph: (800) 311-4246. Fax: (518) 439-7612.
Email: gains@prainc.com.
www.gainsctr.com/conference/.

Lifetime Connections: Achieving
Excellence in Adoption Conference

The conference will feature workshops
and information on all facets of adoption: spe-
cial needs adoption, domestic (private infant
agency) adoption, and intercountry adoption.
It is designed to provide high quality training
for beginning and experienced frontline staff
and supervisors, administrators of child wel-
fare and related programs, and professionals in
related disciplines.

DATE: November 6-8, 2002 

LOCATION: Fort Lauderdale, FL

SPONSORING AGENCY: Child Welfare League
of America

CONTACT: Ada White, Director of Adoption
Services, CWLA. Ph: (202) 942-0255.
Email: awhite@cwla.org.  www.cwla.org
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International Society for Traumatic
Stress Studies (ISTSS) – 18th Annual
Meeting

The ISTSS Annual Meeting is the pre-
miere trauma conference, with presentations
and workshops on a wide variety of trauma-
related topics offered by researchers, clinicians,
and others. This year’s conference will focus
on complex psychological trauma and its psy-
chosocial effects. In addition, in the wake of
the 9/11 terrorist attacks, a special track will
address clinical response to mass trauma.

DATE: November 7-10, 2002 

LOCATION: Baltimore, MD

SPONSORING AGENCY: ISTSS
CONTACT: International Society for Traumatic
Stress Studies, 60 Revere Dr., Suite 500,
Northbrook, IL 60062 USA.
Ph: (847) 480-9028. Fax: (847) 480-9282.
Email: conf@istss.org. www.istss.org.

American Public Health Association
130th Annual Meeting & Exposition

The theme of this conference is Putting
the Public Back into Public Health. It will focus
on improving the services and infrastructure
that promote and protect the health of the
public. 

DATE: November 9-13, 2002 

LOCATION: Philadelphia, PA

SPONSORING AGENCY: APHA
CONTACT: Edward Shipley, APHA Meeting
Coordinator.  Ph: (202) 777-2478.
Fax: (202) 777-2530. Email:
edward.shipley@apha.org.  www.apha.org.

2002 NOAPPP/CACSAP Conference

The theme of this joint conference is
Communities Connecting for Youth: Research,
Trends and Innovations in Adolescent Pregnancy,
Parenting and Prevention.

DATE: November 20-23, 2002 

LOCATION: San Diego, CA

SPONSORING AGENCY: National
Organization on Adolescent Pregnancy,
Parenting and Prevention (NOAPPP) and
California Alliance Concerned with School-Aged

Parenting and Pregnancy Prevention (CACSAP)
CONTACT: National Organization on
Adolescent Pregnancy, Parenting and Prevention
(NOAPPP), 2401 Pennsylvania Ave., NW,
Suite 350, Washington, D.C. 20037.
Ph: (202) 293-8370. Fax:: (202) 293-8805.
Email: noappp@noappp.org. www.noappp.org.

4th National Harm Reduction
Conference

Conference highlights include: harm
reduction efforts in Latino and African-
American communities, with a Spanish track;
user-to-user interventions, education, organiz-
ing and advocacy; practical interventions for
methamphetamine and crack cocaine users;
new research on drug use, AIDS, hepatitis C,
syringe exchange and harm reduction;
methadone information and advocacy; advo-
cacy and community organizing, including
the faith community; how to start and main-
tain a syringe exchange program; and overdose
intervention and response. The theme of the
2002 conference is Taking Drug Users
Seriously.

DATE: December 1-4, 2002 

LOCATION: Seattle, WA

SPONSORING AGENCY: Harm Reduction
Coalition
CONTACT: Harm Reduction Coalition, 22
West 27th St., 5th Floor, New York, NY 10001.
Fax: (212) 213-6582. Email:
conference@harmreduction.org.
www.harmreduction.org

The Role of Faith-Based Organizations
in the Social Welfare System

This 20th anniversary research forum
seeks to address the following questions: What
measurement and evaluation tools are needed
to assess the effectiveness of faith-based organ-
izations offering social services? What are
some of the effects of “charitable choice” legis-
lation? What is the capacity of religious con-
gregations to provide complex social services
such as counseling teens about pregnancy and
treating drug addiction? What strengths or
weaknesses do religious congregations possess
in building social capital? Is there any indica-
tion that either increasing competition or col-
laboration for federal funds among faith-based

organizations, public agencies, and nonprofits
will lead to more effective service to commu-
nities in need?

DATE: March 6-7, 2003

LOCATION: Washington, DC Metro Area

SPONSORING AGENCY: Independent Sector;
Roundtable on Religion and Social Welfare
Policy at the Rockefeller Institute of Government
CONTACT: Jocabel Michel, Independent Sector,
1200 Eighteenth Street, NW, Suite 200,
Washington, DC 20036. Ph: (202) 467-6100.
Fax: (202) 467-6101.
Email: jocabel@independentsector.org.
www.independentsector.org.
www.independentsector.org.

The 14th National Conference on Child
Abuse and Neglect

This conference will examine the past,
present, and future of prevention. Attendees
will have the opportunity to learn from
demonstration projects and from the experi-
ences of colleagues who are working to engage
both families and communities in preventing
the occurrence and reoccurrence of child mal-
treatment. The theme for this conference is
Gateways to Prevention.

DATE: March 31-April 5, 2003

LOCATION: St. Louis, MO

SPONSORING AGENCY: Office on Child
Abuse and Neglect, Children's Bureau,
Administration for Children and Families, U.S.
Department of Health and Human Services
CONTACT: The 14th National Conference on
Child Abuse and Neglect, 1901 North Moore
Street, Suite 204, Arlington, VA 22209.
Ph: (703) 528-0435. Fax: (703) 528-7957.
Email: 14Conf@pal-tech.com.
www.calib.com/nccanch/cbconference/index.cfm.
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on Behalf of Infants and Young Children (1995)................................................................FREE* ________
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