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BUILDING UPON THE
UNIQUE STRENGTHS OF PEER WORKERS

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 ATA 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

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).

Continued on page 2 . . .
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However, peer workers’ effective-
ness depends, in part, on a variety of
external factors including:

m targeted recruitment and careful
screening,

B clear roles and responsibilities,

B comprehensive initial and ongoing
training,

B supportive supervision, and

B 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.
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"“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
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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).
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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).

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).

“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
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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
supetvision 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

GENERAL TRAINING
GUIDELINES

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

B avoid rigid didactic
material;

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

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

B encourage the trainee’s
contribution to the content
and procedures of the
training program

(Sherman, 1998).

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.

Continued on page 24 . . .
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INTERVENTION WITH ALCOHOL AND
DRUG ABUSING MOTHERS AND THEIR CHILDREN:
THE ROLE OF THE PARAPROFESSIONAL

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

Continued on page 6 . . .
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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 unil 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
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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
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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

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, MAINTAINING
STEADY AND MEANINGFUL
EMPLOYMENT, AND
STAYING IN LONG-TERM
RECOVERY IF THEY HAD
AN ALCOHOL OR DRUG
PROBLEM IN THE PAST.

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

Continued on page 8 . . .



THE SOURCE, VOLUME 11, NO. 3

Continued from page 7 . . .

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.
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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.

Continued on page 26 . . .
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in Action

FAMILY SUPPORT WORKERS:
PART OF A TEAM APPROACH TO HOME-BASED SERVICES

I)eer 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,

Continued on page 10 . . .
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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.

MANY OF THE FAMILY
SUPPORT WORKERS WITHIN
THE CIWI PROGRAM HAVE

AN INTIMATE WORKING
KNOWLEDGE OF ADDICTION
AND RECOVERY.

THIS KNOWLEDGE, AND THE
LESSONS LEARNED
THROUGH THEIR OWN
RECOVERY PROCESS,
PROVIDES A REALISTIC
AND PERSONAL CONTEXT
FOR THEIR WORK WITH
FAMILIES.

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
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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 inidally
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 CIW1I 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 CIWTI 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

THE MODEL RECOGNIZES
THAT EACH TEAM MEMBER
BRINGS TO THE
PARTNERSHIP AND
INTERVENTION A UNIQUE
SET OF EXPERIENCES,
SKILLS AND KNOWLEDGE.

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
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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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Infants Assistance (AIA) Resource
Center is soliciting articles for the
spring 2003 issue of The Source.
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tributed to over 2,000 administra-
tors, policy makers, and direct

staff throughout the country.
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CALL FOR ARTICLES

The spring issue will focus on case management with families
affected by substance abuse and/or HIV. Individuals are encour-
aged to submit abstracts for articles that discuss any of the follow-
ing issues:

O Key elements, challenges, and unique aspects of providing
effective case management to families affected by substance
abuse and/or HIV.

Different models of providing case management to families.
Defining the role of case managers.

Characteristics of effective case managers.

OoOoono

Strategies for developing and maintaining working relationships
with other community-based organizations and local systems.

O

Effective practice for helping families to identify and prioritize
their needs and develop their goals.

O

Training, supervision, and support for case managers.

O A case manager’s perspective on challenges and effective
practice.

O Use and effectiveness of case management by an AIA program.

To be considered for publication, please send/fax/email a brief
(150-200 words) abstract of your proposed article to the ATA
Resource Center at the address below. Abstracts are due no later
than Friday, November 22, 2002. Authors of accepted articles will
be notified within a few weeks of the deadline.

SEND ABSTRACTS AND DIRECT QUESTIONS TO:
Amy Price, Editor

University of California, Berkeley

National AIA Resource Center

Family Welfare Research Group

1950 Addison Street, Suite 104, #7402

Berkeley, CA 94720-7402

Fax: (510) 643-7019; Phone (510) 643-8383
amyprice@uclink4.berkeley.edu
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TRAINING PARAPROFESSIONAL

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

HOME VISITORS

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.

ANY GOOD TRAINING
PROGRAM MUST PROVIDE
THE OPPORTUNITY FOR
PARTICIPANTS TO DISCUSS
THEIR FEELINGS ABOUT
BOUNDARIES, COMFORT
LEVELS IN CLIENT'S HOMES,
THE INTIMACY OF THE
RELATIONSHIP, AND OTHER
DIFFICULT EMOTIONAL
ISSUES.

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,

Continued on page 14 . . .
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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
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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:

B History of home visiting

® Philosophy of home visiting

B 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)

B Knowledge and skills specific to
programs (program goals and
procedures, record-keeping and doc-
umentation, curriculum)

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; confidendiality; 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.
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B 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).
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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

experienced peer workers, can provide
an excellent opportunity to learn expe-
riendially 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.

PRINCIPLES OF ADULT LEARNING

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

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

B Learning is made easier when the material learned is related to what the

learner already knows.

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

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

B Period plateaus occur in learning.

B Learning must be reinforced.

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

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

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

TRAINING MUST BE
ONGOING AND INCLUDE
INFORMATION ON BOTH
THE TECHNIQUES TO BE

A SUCCESSFUL HOME

VISITOR AND THE
SKILLS/KNOWLEDGE
RELATED TO THE SPECIFIC
PROGRAM.

(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
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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.
Klass (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

REFERENCES

Alpaugh, P, & Haney, M. (1978).
Counseling the older adult: A training manual
for paraprofessionals and beginning counselors.
Lexington, MA: Lexington Books.

Chichin, E. R. (1992). Home care is where
the heart is: The role of interpersonal relationships
in paraprofessional home care. Home Health
Care Services Quarterly, 13, 161-177.

Danish, S. J., D’augelli, A.R., Brock, G.W.,
Conter, K.R., & Meyer, R.J. (1978). A symposium
on skill dissemination for paraprofessionals:
Models of training, supervision and utilization.
Professional Psychology, 16: 16-37.

Green, K. (1996). Home health aide training
manual. Gaithersburg, MD: Aspen.

Jackson, J. E., & Neighbors, M. (1990).
Home care client assessment handbook. Gaithersburg,
MD: Aspen.

Klass, C.A. (1996). Home visiting: Promoting
healthy parent and child development. Baltimore,
MD: Paul H. Brookes.

Musser-Granski, J. R., & Carrillo, D. E
(1997). Critical care update: The use of bilingual
and bicultural paraprofessionals in mental health
services: Issues for hiring, training, and supervision.
Community Mental Health Journal, 33,51-60.

Norris, J. A., & Baker, S. S. (1999).
Masximizing paraprofessional potential. Malabar, FL:
Keiger Publishing Co.

Robin, S. S. & Wagenfeld, M. 0. (1981).
Paraprofessionals in the human services. New York:
Human Services Press.

Wasik, B. H., Bryant, D. M., & Lyons, C.
M. (1990). Home visiting: Procedures for helping
families. Newbury Park, CA: Sage.

Wood, J. B. (1985). Final Report for Model
Training Project for Paraprofessional Home Care
Providers to Rural Minority Elderly. Alberta, VA:
Southside Virginia Community College.



THE SOURCE, VOLUME 11, NO. 3 ® THE NATIONAL ABANDONED INFANTS ASSISTANCE RESOURCE CENTER

TOGETHER EVERYONE ACHIEVES MORE (TEAM)
PEER LEADERS REACH OUT TO HIV AFFECTED YOUTH

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).

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.

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."

THE TEAM PROGRAM IS
A DYNAMIC AND VIBRANT
COMMUNITY THAT IS
CHANGING AND GROWING
AS THE YOUTH,
FAMILIES AND SERVICE
PROVIDERS ENGAGE
WITH EACH OTHER.

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

THE NATIONAL ABANDONED INFANTS ASSISTANCE RESOURCE CENTER

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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VOICES FROM PEER WORKERS IN THE
DRUG-EXPOSED INFANT PROJECT

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.

Our responsibilities

We are Family Support Workers who
assist p