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WE ALL DO BETTER WITH PEER SUPPORT. Whether it’s villagers in Uganda, farmers who have just moved to
large cities in China, middle-class retirees in England, or patients of a large provider system in the U.S., we all benefit
from feeling understood by someone who has “walked in my shoes.” We learn from each other and live healthier lives.
Peers for Progress has the privilege of promoting peer support around the world. There is strong evidence that peer
support helps people prevent disease, helps people manage diseases like diabetes, helps those dealing with stress or
emotional and psychological challenges cope with these, engages those whom many of our prevention and care
initiatives fail to reach, and reduces unnecessary care such as multiple hospital admissions for the same problem. With
all of this, peer support is generally cost-effective and often cost-saving.
With all of these concrete benefits, peer support also humanizes care. It provides individuals the personal connection
that helps them understand their health and expand their role in guiding their own care. Evidence-based, standardized
and flexible, peer support improves health and humanizes care. Put simply, it works and people like it!
To learn more about the range of peer support programs around the world, their benefits, and how they humanize care,
you may want to access our report, Global Evidence for Peer Support: Humanizing Health Care, and visit our website at
www.peersforprogress.org.
This guide is designed to help individuals start, expand and improve peer support programs. It is organized with two
key principles in mind:
Choice – For each topic, the guide presents multiple resources that you may adapt to your setting. Peer support
programs need to be integrated with the organizational settings, populations, and communities in which they are
situated, and flexible adaptation is central.
Organizational Development – A peer support program is not like a new version of a well-established medication
or treatment. It entails fundamental changes in how the needs of individuals are understood and how professionals
interact with each other, with peer supporters, and with the people they serve. It requires organizational resources
to anchor the program, provide training and guidance, and connect peer support to both the people it helps and
services it may complement. Beyond training peer supporters, it includes information on how to develop and
implement the organizational features that will make for a successful program, whether it’s in a medical or
community setting.
We see those in peer support – Community Health Workers, Promotores de Salud, Health Coaches, Patient Navigators,
Lady Health Workers in Pakistan, Village Health Volunteers in Thailand – and the professionals who work with them
as a broad community. We hope this guide serves the community and invite you to suggest additions, changes, or new
materials by reaching us at peersforprogress@aafp.org.
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Professor, Department of Health Behavior
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Preface
OVERVIEW OF THE GUIDE
Rigorous evidence indicates that peer support can play an integral role in addressing present and future health
challenges by providing concrete benefits for individuals, communities, health systems, and society at large.
The Comprehensive Peer Support Program Development Guide aims to assist the development, implementation,
evaluation, enhancement, and sustainability of peer support programs. A working document that catalogues
current resources for peer support programs, the Guide will be expanded and revised over time with additional
information, tools, and materials. We welcome suggestions from all users.

KEY FEATURES OF THE GUIDE
The Guide represents a comprehensive and flexible approach to program development and management that
encompasses key behavioral, organizational, programmatic, and system elements needed for successful peer
support programs. Unique in its scope, the Guide also covers complex, emerging areas such as organizational
integration, quality improvement strategies, financial management, policy implications for quality assurance,
and advocacy for peer support programs.
The evidence-based, field-tested tools and practices featured in the Guide are curated from Peers for Progress
grantees, partners, and other colleagues and organizations. Because there is no “one-size-fits-all” approach to
peer support, the Guide includes a variety of resources from diverse peer support programs around the world.
We hope that the information, tips, and insider knowledge in this Guide create a solid foundation that allows
users to design and tailor peer support materials to their specific populations, settings, and needs.
The Guide is organized into five parts: What Is Peer Support, Program Development, Program
Implementation, Program Evaluation, and Program Sustainability. Each section stands on its own and provides
detailed recommendations, resources, and considerations. All of the resources are accessible online and
through the attached CD, which includes the complete text of the Guide and live links to all of the resources
listed.
All of the resources found in this Guide are publicly available or by request. If you intend to borrow or adapt
any of these materials, we ask that you credit the original author(s) of the resources. Please note that some
resources listed in the Guide may not be available until the next version.
Please contact Peers for Progress at peersforprogress@aafp.org with questions, suggestions, and/or any
resources you would like to share.
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Part I: What Is Peer Support?
Chapter 1: Key Concepts
Section 1: Defining Peer Support
Ongoing support is a key factor for managing health. It has been shown to be a critical and effective strategy
for health care and sustained behavior change for people with, or at risk for, chronic diseases and other
conditions. People need practical, social, and emotional support to manage and maintain good behaviors
for health.
Peers – people sharing similar experiences or
backgrounds – can be great sources of support for
one another. Unlike many health workers, people
who provide peer support (known as peer
supporters) are in a unique position because they
share knowledge and experiences of a health
condition or disease diagnosis. Peer support relies
on non-hierarchical, reciprocal relationships, which
provide a flexible supplement to formal health
system services. In addition, peer support fosters
understanding and trust of health care professionals
among groups who otherwise may be alienated from
or have poor access to health care.
Peer support is frequent, ongoing, accessible and
Figure 1: Four key functions of peer support
flexible. Depending on social and cultural contexts
as well as population characteristics, it can take
many forms – phone calls, text messaging, group meetings, home visits, going for walks together, and even
grocery shopping. Peer support complements and enhances other health care services by creating the
emotional, social and practical assistance necessary for managing a disease and staying healthy.
Check out this video, What is Peer Support?, in which global experts explain why peer support is
important to the present and future of chronic disease self-management, prevention, and health.
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Peer support has Four Key Functions
Assistance in daily management
Peer supporters use their own experiences with diet,
physical activity and medication adherence in helping
people figure out how to manage their chronic diseases
and other conditions in their daily lives.
Social and emotional support
Through empathetic listening and encouragement,
peer supporters can help individuals cope with social
or emotional barriers and stay motivated to reach their
goals.
Linkages to clinical care and community resources
Peer supporters can help bridge the gap between
individuals and health professionals, and encourage
them to seek out clinical advice or treatments when
appropriate. They can also identify key resources in
the community, such as where to buy healthy foods, or
pleasant and convenient locations for exercise.
Ongoing support, extended over time
Peer supporters successfully keep individuals engaged
by providing proactive, flexible, continual follow-up.

Standardize by Functions,
Not by Content
Peer support is as old as humankind. It has
been widely adapted as a key strategy for
health promotion, behavioral change and
maintenance. In both research and practice,
peer support has helped to address
challenges in community health, behavioral
health, HIV, diabetes, asthma, and other
conditions and diseases. However, there is
no “one size fits all” approach for peer
support around the world. Self-care
behaviors (e.g., eating patterns) and
preferred styles of support (e.g., eye
contact) are fundamentally dependent on
culture. It is possible to define or promote
peer support based on a single peer support
product or program. Rather, Peers for
Progress focuses on a set of four functional
components of peer support (known as the
Four Key Functions in this section) that can
serve as the foundation for both research
and program development.
To learn more about Peers for Progress and
concept of standardization by function
rather than by content, click here.

Contributions and Benefits of Peer Support
 Link people to share knowledge and
experience
 Provide health education to individuals and
communities
 Give practical assistance to achieve and
sustain complex health behaviors like those of
diabetes management

 Increase individual and community capacity for
understanding health problems and promoting
ways to address them
 Advocate for patients and their communities
 Build relationships based on trust rather than
expertise

 Offer emotional and social support

 Build cultural competence of health care
providers

 Help people cope with the stressors that
accompany health problems

 Improve two-way communication between
patients and health care teams

 Help people access and navigate clinical care
and community resources that they need

 Help address complex multi-morbidities, serving
as bridge between primary care and behavioral
health
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Section 2: Models of Peer Support
Who is a Peer Supporter?
A peer supporter is a person who has knowledge from their own experiences with a condition, or of the
circumstances of those they help, or has received training to be empathic and understanding in helping. For
example, in diabetes management a peer supporter is typically a person with diabetes or a person affected
by diabetes (e.g. immediate family member or caregiver).

What is the Role of a Peer Supporter?
A peer supporter complements, supplements, and
extends the work of health care professionals by
providing practical, social and emotional support.
Depending on the social and cultural contexts, in many
cases, peer supporters like community health workers
(CHWs) can also help with important tasks such as
providing simple health care services and participating
in community advocacy activities. These tasks are
beyond the scope of the Four Key Functions of peer
support but are essential for the populations that peer
supporters serve and settings where they work.
Fundamentally, peer supporters fill gaps within a health
system, yet their role is distinct and does not replace the
role of health care professionals. They complement and
enhance the role of providers by helping others to
implement and sustain needed health behaviors.

Featured Report
Complementarity on a Two-Way
Partnership: A Delegation of Peer
Supporters at the American Association of
Diabetes Educators Conference
This report highlights the complementarity of the work performed by peer
supporters and diabetes educators by
examining similarities in their roles,
challenges in practice, and strategies for
improvement. It provides a good example
how peer supporters can complement the
work of health care professionals.

What are Common Peer Support Models?
Models based on how peer support is delivered:


Professional-led group visits with peer exchange: In this model, patients who share the same
condition are brought together with a health care provider or team of providers to address their selfmanagement challenges.



Support groups: Support groups are gatherings of people who share common experiences, situations,
problems or conditions. In these gatherings, people are able to mutually offer emotional and practical
support.
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One-on-one
individual
support:
Provided on a one-to-one basis, peer
support is delivered face-to-face or by
phone and is tailored or individualized
according to the participant’s needs. Peer
support is especially effective in programs
targeting individuals with high needs and
requiring intensive interventions, such as
individual counseling and frequent
follow-up.
One-to-family, or family-to-family
support: In cultures that value strong
family ties and relationships (e.g.,
Chinese), peer support may extend to the
family of a participant in order to
facilitate behavioral change. In certain
populations like children with type 1
diabetes and adults with Alzheimer’s,
peer support for the whole family or their
caregivers is crucial. The support for
families, including caregivers, may be
provided through home visits or familyto-family support.
Telephone-based peer support: This
type of peer support is provided through
regular phone calls.
Mobile phone-based support: This type
of peer support is provided through a
combination of phone calls and text
messages.
Web- and e-mail-based support: These
programs use the Internet to mobilize
peer support through Internet-based
support groups and e-mail reminders.

eHealth vs. mHealth
1. Use in health-related settings: eHealth refers to
healthcare practice use of the Internet while
mHealth indicates the practice of public health
supported by mobile device (e.g., mobile phones,
tablet computers).
2. Range of use: eHealth covers a wide range of
services or systems combining healthcare and
information technology (e.g., electronic health
record, telemedicine) whereas mHealth considers
using mobile devices for healthcare process.
3. Tailored: While mHealth may be a narrower
concept in comparison to eHealth, the use of
mHealth is more personal, considering how
frequently and intimately people use their mobile
phones.
4. Feasibility: eHealth services are easier to
develop, create, and setup than mobile apps or
services.
5. Users: Internet access (used in e-health
applications) is more common among more
educated, affluent people, whereas mobile phone
use is more common among people across all
socioeconomic levels.
6. Ubiquitous: mHealth is more commonly used
than eHealth which is indicated by the fact that
there are more mobile phone users than Internet
users.
7. Setting: Compared with eHealth, mHealth is more
amenable for use in more resource-limited
settings.
Brian Dolan (2010). Six Differences between e-Health
and m-Health. MobiHealthNews, Feb. 19, 2010

Notably, many programs integrate multiple modes of interventions that complement each other, such as
combination of structural, protocol guided support (e.g., regular check-in phone calls) and informal or
flexible activities (e.g., exercise together). The key is to incorporate proactive and ongoing support with a
focus on increasing reach and engagement over time.
PfP Program Development Guide – July 1, 2015 version
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Models based on evidence-based programs




Peer coaches: Utilizing health coaching techniques,
individuals who share the same disease condition are
trained to be peer coaches and meet one-on-one with
participants to listen, discuss concerns and strategies, and
provide support. One example is a peer health coach
program conducted by Thomas Bodenheimer and
colleagues, a Peers for Progress grantee project in San
Francisco that has helped low-income, minority patients
manage their diabetes in a primary care setting.
Promotores de Salud: The promotores model is an
approach to peer support in health promotion that
enhances the strong, existing social helper networks that
are common in Latino culture. In addition to the social
networks that connect Latino communities, strong family
values reinforce peer support that promotes social
solidarity, family-centeredness, and social and
community engagement. Thus, promotores serve
individuals, families and communities together. This
model is the foundation for the Peers for Progress project
at Alivio Medical Center in Chicago, IL. To learn more
about the promotores model, visit the website of the
National Council of La Raza (NCLR) and the Institute for
Hispanic Health.

Featured
Program Model Resources
 Heisler, M. (2006) Building Peer
Support Programs to Manage
Chronic Disease: Seven Models for
Success. California Health Care
Foundation
 Website of the National Council of
La Raza (NCLR) and its Institute for
Hispanic Health
 Peers for Progress’ Report: Global
Evidence for Peer Support:
Humanizing Health Care (pg. 23-24
on CHWs)
 Peers for Progress’ Alivio project –
Mi Salud Es Primero (My Health
Comes First) Guide and their model
 VA’s Peer Specialist Toolkit
 Center to Reduce Health
Disparities’ Patient Navigation
Program



Community Health Workers (CHW): Community health workers are community members who work
to bridge the gap between their respective communities and health care professionals. They do not
necessarily have a chronic condition, but they often share language, culture and community with those
they serve. To learn more about CHWs, read the section entitled Under a Big Umbrella: Community
Health Worker (pg. 23–24) in the Peers for Progress’ Global Evidence for Peer Support: Humanizing
Health Care. Also, see the program model of Thai Village Health Volunteers at the end of this section.



Peer Support Specialists (Peer Specialists): Peer Support Specialists (PSSs) are an emerging peer
support workforce for the behavioral health services. They typically are in recovery from mental illness
and/or substance use disorder. With formal training, PSSs provide support to those who can benefit
from their experience, and the services they provide can be reimbursed through Medicaid and other
payer systems. The Veterans Administration (VA) Health System employing Peer Specialists is a wellestablished model. Check out the Peer Specialist Toolkit to learn more about VA’s Peer Specialists and
their services.
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Patient Navigators: Derived from cancer fields, the National Cancer Institute defines “Patient
Navigators” as “trained, culturally sensitive health care workers who provide support and guidance
throughout the cancer care continuum.” They assist individuals with cancer, survivors and their
families in “navigating” the complex health system so those they serve can get the care and support
needed. To learn more, check out Center to Reduce Health Disparities’ Patient Navigation Program
webpage.

The evidence-based models presented here aim to provide a sample of the many best practices available and
many names that peer supporters may be called in order to better serve their targeted audiences.
In addition to these models, non-professionals may be trained to implement group classes and curricula
such as in the American Lung Association’s Freedom from Smoking program. Perhaps most well-known
among these is the Stanford Chronic Disease Self-Management Program.
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Example Model: Thai Village Health Volunteers
Acclaimed as “one of the most outstanding legacies of primary health care in the past
three decades”, the Village Health Volunteer (VHV) program has been instrumental in
contributing to the progress of health development in Thailand. The VHV program first
began in the 1960s. Since that time, with the growing focus on primary health care and
the “health for all” movement, the VHVs have been expanded to every province and
village in Thailand. In 2010, there were more than 800,000 active volunteers providing
coverage to over 12 million households in the country.

Their Place in the Community

VHVs are well-respected in their communities. After acceptance through a formal application process,
each volunteer receives three days of pre-training in health promotion, disease prevention, and health
education and subsequent training as needed. Following these trainings, each VHV supports approximately
10 households by linking their community and the health care system. Their health promotion activities
range from advocating for simple preventive measures, such as measuring blood pressure and providing
information, to fostering wider health-related community development, capacity building, and health
interventions. The picture at right shows an example of finding synergies between individual health and
community needs – an old bicycle hooked up to a generator drives a pump to irrigate a community vegetable
garden, while providing a resource for healthy exercise!

An Evolving Program

With advances in Thailand’s development and changes in demographics, the focus of VHV activities has
shifted from preventing transmission of infectious disease, such as malaria and tuberculosis, to managing
chronic diseases and caring for the elderly. For instance, a recent initiative funded by Peers for Progress
extended the skills of VHVs to address diabetes in many communities. After receiving booster trainings in
diet, exercise, stress management, communication skills, and motivation, VHVs and health staff worked with
community members to identify health and behavioral challenges associated with diabetes, set appropriate
goals, and identify ways to achieve these goals. Interventions at each site were designed by taking into
consideration the characteristics of the people, VHVs, and local traditions.99 With health benefits for
community members and strong support from local administrative bodies, the projects were heralded as a
success and are likely to continue in other villages across Thailand.

Directions Moving Forward

Spending only 3.5% of its GDP on health care, Thailand and its VHV model have achieved remarkable
results in disease prevention and health promotion markers. Endowed with an inherent ability to understand
the needs of their community, take action, and provide support for individuals, VHVs have been key leaders
in connecting their communities to primary care. Future research should concern itself with how other
aspects of the program, such as supervision from public health officials and monetary incentives, are
affecting the activities of the VHVs and the support provided to community members.
Contributed by Boosaba Sanguanprasit, Chanuantong Tanasugarn, and Sarah Kowitt
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Section 3: What Support Looks Like
The Four Key Functions – assistance in daily living, social and emotional support, linkages to care and
community resources, as well as ongoing support – provide a general outline for the development of a peer
support program while leaving flexibility to tailor programs to local and regional needs, populations, health
systems, and cultures.
Peers for Progress’ peer-reviewed article, “Peer support for self-management of diabetes improved
outcomes in international settings,” published in Health Affairs’ January 2012 Issue (Volume 31, Number
1), describes how the Four Key Functions map onto Peers for Progress Grantee projects in Cameroon, South
Africa, Uganda and Thailand.

Examples from Two Peers For Progress Grantee Projects
Peer Support in Cameroon

Jean Claude Mbanya, University of Yaoundé and Central Hospital, Yaoundé
 Assistance in Daily Management: Group meetings, individual
contacts (five times per month), and varied activities
(e.g., group meals to demonstrate healthy diet, group exercise)
focus on barriers and personal targets.
 Social and Emotional Support: Participants discuss with Peer
Supporters personal problems that they are unable to discuss
in group meetings or with professionals.
 Linkage to Clinical Care: Peer supporters are trained not to be
clinicians, but to serve as motivational link between
participants and clinical care. They also refer and accompany participants to clinical care.
 Ongoing Support: The program was developed to be continued indefinitely with group meetings held in
convenient locations and peer supporters receiving only modest honoraria.

Community-Based Peer Support in San Diego, California, USA
Guadalupe X. Ayala, San Diego State University

 Assistance in Daily Management: Support groups help solve problems in self-management behaviors
such as medication use.
 Social and Emotional Support: Family home visits address relationships, communication, and issues
around handling illness.
 Linkage to Clinical Care and Community Resources: Clinic tours introduce diabetes education
programs and group visits to local libraries to explore community services.
 Ongoing Support: Support groups build positive and supportive social networks.
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Resources

Models of Peer Support

Definition of Peer Support

TYPE

NAME

DESCRIPTION

Peers for Progress: promoting peer support
for health around the world

This paper describes the need for peer support and defines what it is through the Four Key
Functions.

2011 Peers for Progress’ SBM Symposium on Peer
Support across Cultural, National and Organizational
Settings: Common Functions and Setting-Specific
Features

These presentations on several peer support programs examine common peer support
functions and their application across cultural, national and organizational settings.

What is Peer Support?

In this video, an international assembly of medical and public health experts explain why peer
support is important to the present and future of chronic disease self-management,
prevention, and health.

Tell Your Story – Personal Accounts of Peer Support

This document features a selection of personal stories about individual and collective impact
of peer support shared by of peer supporters, program staff, and recipient of peer support
around the world.

Peers for Progress Grantee Project Descriptions:
Puentes hacia una mejor vida/Bridges to a Better
Life, Coaching for Life, ENCOURAGE, PLEASED,
Australasian Peers for Progress Diabetes Project,
the Care Companions Program, PEARL, RAPSID, Peer
Champion Program, Diabetes Buddies Program

These are the program descriptions of the Peers for Progress grantees. These projects
represent a wide range of tailored approaches based on the Four Key Functions.

Cancer Connect in Victoria

This program utilizes a targeted telephone-based peer support intervention for people with
cancer, which includes trained volunteers who have been through a similar cancer experience
plus assistance in volunteer matching.

Public Health Seattle and King County: Asthma and
Diabetes Programs

These are community health programs that serve low-income, ethnically-diverse families in
Seattle and King county.

Community-Based Peer Support for Diabetes in
Anhui, China

This program takes advantage of group support, as well as the strengths of the community
and health system, to help people with diabetes in Anhui, China.
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Models of Peer Support

Peer Educator Networks “P.E.N.” in Cambodia

This program shows how innovation can provide new answers in the struggle to provide
accessible and affordable care, as well as support for people with diabetes in a low-resource
setting.

Diabetes Sister

This U.S.-based program provides education and support for women with diabetes.

Circle of Care

This is an advanced stage cancer peer support program for African Americans in North
Carolina.

Diabetes Management through Peer Support and
Community Outreach from the Patient-Centered
Medical Home

This is a diabetes peer support program for low-income Latino adults in Chicago, IL.
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Part II: Program Development
Chapter 2: Planning a Peer Support Program
Section 1: Starting a Peer Support Program
Starting a peer support program involves thinking about the kinds of support that people need, and how
your programs can address those needs. Doing so requires attention to the needs and strengths of your
organization, the target population you aim to serve, the peer supporters and what they need to provide
support, and ideas about what peer support would look like in your setting. The following two sections
provide an overview of the essential phases in developing and managing a peer support program, as well as
information about adapting a peer support program from a previously successful one.

Program Development and Management
As illustrated in the Figure 2, starting or strengthening a peer support program often goes through four
phases, including:
1. Community and Organizational Readiness –
such as assessing needs, obtaining stakeholders’ buy-in, and securing resources.
2. Program Development – planning peer
support interventions, developing protocols,
and recruiting and training peer supporters.
3. Program Implementation – reaching and
engaging program participants, and monitoring and supporting peer supporters.
4. Evaluation – documenting the process, and
identifying indicators and tools to evaluate
outcomes/impact.

PfP Program Development Guide – July 1, 2015 version
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All phases are critical to Program Sustainability. However, attention should also be paid to behavioral,
programmatic and policy-related aspects in order to better sustain a program. This guide is organized in
the way that walks you through these phases and provides examples and resources to help you start or
enhance a peer support program.
For specific guidance for developing a peer support program addressing a particular disease or condition,
please refer to the example manuals in Resources section.

Adapting Peer Support
It is common for program managers to initiate a peer support program by adapting an existing program
that has demonstrated success. Adaptation is the modification of an evidence-based intervention without
competing with, contradicting, or removing its core elements or internal logic (Winwood et al., 2008). An
adapted peer support program will have a higher likelihood of success when it maintains fidelity to
established peer support frameworks (i.e. four key functions) while modifying program components to fit
the target population, increase cultural competency, address the needs of the community, and allow
integration with the local health system.
In general, various adaptation guidelines share the following steps (see Figure 3):
1.
2.
3.
4.
5.

Assess the needs of target population and settings
Determine core areas that need adaptation and ways to address them
Pretest your strategies, products and/or interventions
Modify or revise your strategies, products and/or interventions based on the feedback from pretesting
Proceed with full implementation and then evaluation

Figure 3: Framework for adaptation

When adapting an existing program, the key is to continually modify or revise your approaches based on
the needs and characteristics of your program participants and settings. In fact, Continuous Quality
Improvement (CQI) is applicable to all peer support programs regardless they are starting from the
ground up, or adapting an existing model.
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Key Points to Developing a Successful Peer Support Program
There’s no single ingredient that is required or guarantees success, but these components often comprise
successful peer support programs:


Maintain frequent contact (long-term and ongoing support).



Develop and maintain linkages with health systems and primary care providers.



Encourage regular care, healthy eating, physical activity and medicine adherence; share experiences and
advice for those activities; and assist in completing those activities.



Provide support in coping with day-to-day stressors.



Assist in developing problem-solving, decision-making, and coping skills.



Take into account the individual, social and cultural characteristics of the patient.



Consider individual rights, privacy, and the limits on the role of the peer supporter.



Encourage peer supporters to contact health care providers if they are unable to answer specific
questions or provide assistance to patients. Peer supporters must acknowledge the boundaries of the
care that they can provide and should refrain from giving medical advice or diagnoses.

Through research and global networking, Peers for Progress has identified a few success factors for
designing and managing a peer support program:


Keep it simple – Remember that peer support is meant to be from “people like me”.



Avoid too many details of training – Remember, key is knowing, listening, and being available.



Ongoing support and information for peer supporters are key.
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Section 2: Developing Peer Support Protocols
A protocol is the “road map” for peer supporters to know
how to carry out their tasks and work with others in a team
setting. Depending on the host organization, a protocol
can include information about frequency and timing of
peer supporter contact, sample scripts for telephone
support, and approaches to common challenges and
potential solutions. Intervention protocols put the skills
and knowledge of peer supporters into context by
capturing their work “in action.” The development and
implementation of a protocol also help establish quality
assurance and quality improvement measures.
Well-developed protocols for peer support
interventions should:


Describe key tasks and associated tools (e.g., action
plan).



Detail various situations that a peer supporter may
encounter when reaching or interacting with a
participant, and how to react.



Outline scenarios during which a peer supporter
should ask for help, and guidelines for how to address
those issues with the supervisor or relevant team
members.
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Featured Example Protocols
 Peers for Progress’ project at the
Alivio Medical Center – Mi Salud Es
Primero (My Health Comes First)
Guide and the flow chart.
 Transtheoretical Model of Behavior
Change: A Guide for Asthma Coaches
on Behaviors for Stages of Readiness
and Recommended Intervention by
Shemya Vaughn and colleagues at
Washington University.
 Depression Screening and Follow up
Flow Chart of the CHW-led diabetes
program at the Gateway Community
Health Center in Laredo TX.
 Public Health Seattle and King
County’s Community Health Worker
protocols for their diabetes project
(Peer-AID).
 Peers for Progress grantee project in
Alabama (ENCOURAGE).
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Section 3: Collaborating with Existing Peer Support
Programs in the Community
If a health care setting lacks a preexisting peer support program or does not have the resources to create
one, you and your care team can help identify peer support programs within the community. We
recommend asking your community collaborators if they are currently offering peer support programs.
You can inquire the local health department or major professional association such as American
Association of Diabetes Educators and American Cancer Society for recommendations. Many patient
organizations like Diabetes Sisters, Beijing Diabetes Prevention and Treatment Association and Sisters
Network are very resourceful and collaborative.
Rooted in peer support, well-organized patient self-help organizations often offer a range services that are
in alignment with the four key functions, and are linked with local health care providers as well as other
community organizations. You may also check with members of Global Network of Peer Support of Peers
for Progress, or contact us if you need help determining whether the identified peer support programs are
credible and meet the needs of your program participants. Once you have identified credible peer support
programs, it can be beneficial to create, and keep updated, a community resource directory that providers
can easily access in order to refer their patients without difficulty.
More importantly, once appropriate peer support programs have been identified, a referral protocol should
be in place with a point of contact being identified for both the health care organization and the peer support
program.
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Resources

Starting a New Program – Toolkit/Manual

Adapting Peer
Support

TYPE

NAME

DESCRIPTION

The National Cancer Institute (NCI)’s RTIPs’ Guidelines for
Choosing and Adapting Programs

This resource provides guidelines and checklist for program adaptation.

The National Cancer Institute (NCI)’s Using What Works

This is a train-the-trainer course on adapting evidence-based programs to fit your needs.

Capacity for Health website

This website contains a list of resources to help adapt evidence-based interventions and
public health strategies, including CDC’s ADAPT-ITT Model.

The Peer Support Resource Manual by British Columbia
Ministry of Health Service

This manual describes formal and informal structures of peer support programs for adults
with mental illnesses.

The Chronic Illness Alliance Peer Support Network’s Best
Practice Framework

This online manual covers major aspects of developing and managing a volunteer-based,
chronic illness peer support program.

The Peer Mentoring Program Manual by the Mt. Sinai
School of Medicine et al.

This manual provides comprehensive guidelines on how to start up a peer support
program for individuals with brain injury and their families.

Building an Effective Peer Support Program by CIL-NET, a
program of the IL-NET national training and technical
assistance project

This online manual provides centers of independent living with practical tools and
strategies on how to develop a peer support program.

Peer Specialist Toolkit: Implementing Peer Support
Services in the VHA

Developed by two Mental Illness Research, Education, and Clinical centers (MIRECC), this
toolkit provides guidelines on how to implement peer support for mental health services
in the Veterans Health Administration.

Live, Learn and Share – A Diabetes Peer Support Group
Guide for the Black Caribbean Community

This guide provides step-by-step guidance and resources for people living with diabetes
on how to start a diabetes peer support group.

Peer Support for HIV Treatment Adherence by the
Harlem Adherence to Treatment Study

This manual for program managers and supervisors provides resources for developing a
peer support program on HIV care and treatment adherence.
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Starting a New Program – Toolkit/Manual
Developing
Protocol

Rural Assistance Center’s Community Health Worker
Toolkit

This toolkit is designed to help evaluate opportunities for developing a CHW program and
provide resources and best practices developed by successful CHW programs.

Building a Foundation for Recovery: A Community
Education Guide on Establishing Medicaid-Funded Peer
Support Services and a Trained Peer Workforce

This SAMHSA publication is a resource kit for implementing federally funded peer support
services that help drive recovery and system transformation

Cancer Support Groups: A Guide to Setting Up Peer
Facilitated Supports

Developed by Health Issues Center for Cancer Australia, this guide provides resources for
setting up a peer facilitated support group for people affected by cancer.

The National Cancer Institute (NCI)’s RTIPs’ Guidelines for
Choosing and Adapting Programs

This resource provides guidelines and a checklist for program adaptation.

The National Cancer Institute (NCI)’s Using What Works

This is a train-the-trainer course on adapting evidence-based programs to fit your needs.

Capacity for Health website

This website contains a list of resources to help adapt evidence-based interventions and
public health strategies, including CDC’s ADAPT-ITT Model.

Public Health- Seattle and King County’s CAS Guidelines

This document outlines situations and guidelines for CHWs describing when to ask for help
from their clinical team addressing asthma management concerns.

Guide for Asthma Coaches on Behaviors for Stage of
Readiness and Recommended Intervention by
Washington University Internal Medicine

This document outlines common behaviors based on the six stages of change and the
corresponding intervention ideas that can be incorporated into an asthma action plan.
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Chapter 3: Community and
Organizational Readiness
Section 1: Organizational Readiness
It is important to consider the capacity of an organization and the community in which your program
operates before implementing a new program, intervention, or organizational policy. In many cases, these
attempts are unsuccessful due to insufficient organizational readiness for change. 1 Organizational readiness
is defined as “the extent to which organizational members are psychologically and behaviorally prepared to
implement organizational change.” 2 A high level of organizational readiness is usually associated with a
successful change because organization members are more likely to invest in the change initiative and
exhibit more cooperative behaviors, resulting more effective implementation of the change. Below
summarizes key considerations when assessing if your organization is ready to initiate or enhance a peer
support program.


Organizational culture and experience when it comes to managing change



Buy-in from key stakeholders (e.g., decision makers, community partners, targeted audiences, internal
staff members, health care providers)



A secure funding source and/or continuing fundraising mechanism



Facility, equipment and other resources that are crucial for peer support delivery



A dedicated staff person for program coordination

To learn more, SAMHSA and USDHHS’s Sustaining Grassroots Community-Based Program: A Toolkit for
Community- and Faith-Based Service Providers (Section 2) have substantial content related to
organizational assessment and readiness. Also, Peers for Progress project at Alivio Medical Center has an
assessment tool that examines organizational support for a diabetes peer support program. This tool is
adapted from the Assessment of Primary Care Resources and Supports for Chronic Disease SelfManagement (PCRS) developed by the Robert Wood Johnson Foundation’s Diabetes Initiative.

1
2

Kotter JP (1996). Leading change. Boston: Harvard Business Press; 1996
Weiner BJ, Amick H, Lee SY (2008). Conceptualization and measurement of organizational readiness for change: A review of
the literature in health service research and other fields. Med Care Res Rev 2008, (65(4):379–436
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Section 2: Assessing Community Needs,
Strengths, and Resources
Conducting a community assessment is a prerequisite to developing an intervention that is acceptable,
effective, and sustainable. Although there are a variety of peer support models that can serve as the core of
your intervention, a community assessment is necessary to adapt and tailor any given model to your local
realities. With the growing emphasis on patient-centered outcomes in health care, bringing patient and
community perspectives to the table will help your intervention produce outcomes that are not only
valuable to your clinic but also to the community you serve.
Many program planners interested in developing a peer support program have already determined key
aspects of their program, such as population demographics, rural/urban setting, and disease condition(s)
addressed. Therefore, instead of an exploratory, comprehensive community needs assessment, the
appropriate assessment should be highly focused on demographic and socio-economic factors of the target
population. For example, your clinic serves a predominantly urban, Latino population that has high rates
of heart disease and diabetes. A community assessment will help you decide: 1) specific subpopulations to
target, high risk individuals, older adults, families, etc.; 2) whether to deliver the intervention through clinic
or community settings, such as religious institutions and civic organizations; and 3) how to harness
community resources to address socioeconomic and structural barriers to the health issues in question.
There are different methods for conducting a community assessment for a peer support or community
health program, and each method follows different steps. Below is the list of some common methods:

Community Toolbox 6-Step Process

1. Describe the makeup and history of the community to provide a context within which to collect data
on its current concerns.
2. Describe what matters to people in the community as it relates to the health condition in question.
3. Describe what matters to key stakeholders.
4. (For each candidate problem/goal) Describe the evidence indicating whether the problem/goal should
be a priority issue.
5. Describe the barriers and resources for addressing the identified issue(s).
6. (Based on the assessment) Select and state the priority issue (or issues) to be addressed by the group.
Check out Chapter 3 of the Community Toolbox, Assessing Community Needs and Resources for various
needs assessment strategies such as focus groups.
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Association for Community Health Improvement 6-Step Process
1.
2.
3.
4.
5.
6.

Identifying the Team and Resources
Defining the Purpose and Scope
Collecting and Analyzing Data
Selecting Priorities
Documenting and Communicating Results
Planning for Action and Monitoring Progress

Connecticut Community Health Needs Assessment 7-Step Process
1.
2.
3.
4.
5.
6.
7.

Identifying the Team and Resources
Define the Purpose and Scope
Data Collection
Selecting Priorities
Documenting and Communicating Assessment Results
Planning, Implementation, and Strategy
Monitoring Progress and Evaluating Results

CCF/SCF Community Assessment 6-Step Process
1.
2.
3.
4.
5.
6.

Define the Scope
Go Solo or Collaborate
Collect Data
Determine Key Findings
Set Priorities and Create an Action Plan
Share your Findings
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Section 3: Assessing Community Readiness for
Innovative Strategies
Community readiness is the degree to which a community is ready to take action on an issue. It is issuespecific but can vary across dimensions and different segments of the community. Assessing community
readiness to address a particular issue or to adopt innovative health care strategies can lead to program
failure or success.
The Tri-Ethnic Center at Colorado State University’s Community Readiness Model is an “innovative
method for assessing the level of readiness of a community to develop and implement prevention
programming. It can be used as both a research tool to assess levels of readiness across a group of
communities or as a tool to guide prevention efforts at the individual community level.”

The Community Readiness Model Defines 9 Stages of Readiness
1.
2.
3.
4.
5.
6.
7.
8.
9.

No awareness
Denial
Vague awareness
Preplanning
Preparation
Initiation
Stabilization
Expansion
High Level of Community Ownership

Assessment of Readiness is Done for 6 Key Dimensions
1.
2.
3.
4.
5.
6.

Efforts
Community Knowledge of Efforts
Leadership
Community Climate
Community Knowledge of the Issue
Resources

A level of readiness from 1 to 9 is assigned to each dimension. Strategy development then relies on these
community readiness scores, with dimensions with the lowest levels of readiness typically being addressed
first.
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Process for Conducting a Community Readiness Assessment
1.
2.
3.
4.
5.

Identifying the issue
Defining the community
Conducting key respondent interviews
Scoring to determine the readiness levels and
Developing strategies consistent with those readiness levels

Typically 6-10 key respondent interviews are conducted, with each respondent answering a set of 20-36
questions. Key respondents are carefully chosen to represent the overall community (school, government,
medical). Completed interviews are independently scored by two individuals who then determine a
consensus score for each dimension of each interview. Final dimension scores are obtained by averaging
(dimension) scores across all interviews; the overall score is then calculated as the average of the six
dimension scores.

Stages in Community Readiness
1. No Awareness. The issue is not generally recognized
by the community or the leaders as a problem. “It’s just
the way things are.”
2. Denial. There is little or no recognition that this might
be a local problem but there is usually some
recognition by at least some members of the
community that the behavior itself is or can be a
problem. If there is some idea that it is a local problem,
there is a feeling that nothing needs to be done about
this locally. “It’s not our problem.” “We can’t do
anything about it.” Community climate tends to be
passive or guarded.
3. Vague awareness. There is a general feeling among
some in the community that there is a local problem
that something ought to be done about it, but there is
no immediate motivation to do anything. There may
be stories or anecdotes about the problem, but ideas
about why the problem occurs and who has the
problem tend to be stereotyped and/or vague. No
identifiable leadership exists or leadership lacks
energy or motivation for dealing with this problem.
Community climate does not serve to motivate
leaders.
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4. Preplanning. There is clear recognition on the part of at least some that there is a local problem and
that something should be done about it. There are identifiable leaders and possibly a committee, but
efforts are not focused or detailed. There is discussion but no real planning of actions to address the
problem. Community climate is beginning to acknowledge the necessity of dealing with the problem.
5. Preparation. Planning is going on and focuses on practical details. There is general information about
local problems and about the pros and cons of prevention activities, actions or policies, but it may not
be based on formally collected data. Leadership is active and energetic. Decisions are being made about
what will be done and who will do it. Resources (people, money, time, space, etc.) are being actively
sought or have been committed. Community climate offers modest support of efforts.
6. Initiation. Enough information is available to justify efforts (activities, actions or policies). An activity
or action has been started and is underway, but it is still viewed as a new effort. Staff are in training or
have just finished training. There may be great enthusiasm among the leaders because limitations and
problems have not yet been experienced. Improved attitude in community climate is reflected by
modest involvement of community members in the efforts.
7. Stabilization. One or two programs or activities are running and supported by administrators or
community decision makers. Programs, activities or policies are viewed as stable. Staff are usually
trained and experienced. There is little perceived need for change or expansion. Limitation may be
known, but there is neither in-depth evaluation of effectiveness nor a sense that any recognized
limitations suggest a need for change. There may or may not be some form of routine tracking of
prevalence. Community climate generally supports what is occurring.
8. Confirmation/expansion. There are standards efforts (activities and policies) in place and authorities
or community decision makers support expanding or improving efforts. Community members appear
more comfortable in utilizing efforts. Original efforts have been evaluated and modified and new efforts
are being planned or tried in order to reach more people, those more at risk, or different demographic
groups. Resources for new efforts are being sought or committed. Data are regularly obtained on extent
of local problems and efforts are made to assess risk factors and causes of the problem. Due to increased
knowledge and desire for improved programs, community climate may challenge specific efforts, but it
is fundamentally supportive.
9. Professionalization. Detailed and sophisticated knowledge of prevalence, risk factors and causes of the
problem exists. Some efforts may be aimed at general populations while others are targeted at specific
risk factors and/or high risk groups. Highly trained staff are running programs or activities, leaders are
supportive, and community involvement is high. Effective evaluation is used to test and modify
programs, policies or activities. However, community members should continue to hold efforts
accountable for meeting community needs although fundamentally they are supportive.
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Section 4: Building Community Partnerships
There are several reasons why strong clinic-community partnerships are vital to the success of chronic
disease interventions. First, engaging community organizations helps health care providers reach
individuals where they are. People may be more comfortable meeting peer supporters in community
settings, such religious spaces, restaurants, parks, and community centers; therefore, getting these
organizations on board will reduce some barriers to program participation. Similarly, it is important for
community organizations implementing peer support programs to provide linkages to clinical care for
participants. Building clinic-community partnerships may facilitate this aim.
Since people with chronic diseases spend the vast majority of their time managing their conditions on their
own, community support is important to surround them with positive influences that promote healthy
behaviors. Organizing safe walking routes, developing healthy menu options at local restaurants, and
hosting chronic disease awareness events are a few examples of the types of community actions that can
help people with chronic diseases.
Second, building community partnerships creates new opportunities to build awareness of and improve
access to primary health care services. Referrals between the clinic and community organizations can go
both ways; community groups can direct individuals to participate in peer support programs, and
community groups can make referrals to providers for both health care services and clinic-based peer
support services.
The Tools for Building Clinic-Community Partnerships to Support Chronic Disease Control and
Prevention includes three evaluation checklists that are intended for use by partnerships interested in
improving the efficiency and effectiveness of their partnership. They can be used sequentially according to
the phase of the partnership and periodically assess changes. The checklists are designed to help
partnerships track the progression of their work, facilitate discussion among partners, and identify areas for
improvement. These checklists also may be used in the planning stages of a new partnership or initiative,
or as a tool to orient new partners to the work of a partnership.
1. Partnership Attributes Checklist. The purpose of this checklist is to informally evaluate the
partnership’s function and structure. It is important to note that partnerships are diverse. They may be
formal or informal, large or small, or include different types of partners (community, clinical, academic,
etc.). The checklist will help determine the partners’ perceptions about the presence and adequacy of
characteristics such as leadership, decision making power, and resources. Respondents are asked to
indicate: 1) to what extent they agree with the statements on the checklist, and 2) how satisfied they are
with the structure and function of the partnership.
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2. Organizational Capacity Checklist. This checklist is divided into two sections. Your Organization’s
Capacity asks partners to assess how their individual organization’s abilities have changed as a result of
participating in the partnership. Capacity between Partner Organizations asks respondents about the
impact of the partnership on capacity across organizations. Respondents are asked to indicate the extent
to which they agree with the statements on the checklist.
3. Intermediate Outcomes Checklist. This checklist evaluates what has happened as a result of the
partnership. The checklist acknowledges that change can occur on multiple levels. It is divided into four
sections: individual, organizational, partnership, and community.


The individual level addresses outcomes for the clients or patients that the partnership
organizations serve.



The organizational level focuses on outcomes for each organizational partner that resulted from
working together.



The partnership level deals with how the partnership has changed over time.



The community level addresses how the partnership’s work has affected the larger community
around the health issue of concern.
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Resources

Readiness
Assessment

Need Assessment

Organizational Readiness

TYPE

NAME

DESCRIPTION

SAMHSA, USDHHS’s Sustaining Grassroots CommunityBased Program: A Toolkit for Community- and FaithBased Service Providers, Section 2

This toolkit provides information and practical tools to guide sustainability planning
efforts. It has substantial content related to organizational assessment and readiness.

Alivio’s Assessment of Primary Care Resources and
Supports for Diabetes Self-Management

Adapted from the Assessment of Primary Care Resources and Supports for Chronic
Disease Self-Management (PCRS) by the Robert Wood Johnson Foundation’s Diabetes
Initiative, this tool examines organizational support for a diabetes peer support program.

Assessment of Primary Care Resources and Support for
Chronic Disease Self-Management (PCRS) by Robert Wood
Johnson Foundation’s Advancing Diabetes SelfManagement (ADSM) Program

This survey provides an instrument for peer support programs to delineate and facilitate
assessment of the self- management component of the Chronic Care Model. The purpose
of the PCRS is to help primary care settings focus on actions that can be taken to support
self-management by patients with diabetes and/ or other chronic conditions.

Best Practices for Community Health Needs Assessment
and Implementation Strategy Development: A Review of
Scientific Methods, Current Practices, and Future
Potential, The Public Health Institute, February 2012

This report reviews scientific methods and current practices for community health needs
assessment and implementation strategy development.

Southern California Promotores (Community Health
Workers) Needs Assessment, San Diego and Imperial
Counties, California Department of Public Health, 20102011

This document reports a needs assessment to determine existing barriers and challenges
employers may perceive and/or experience when utilizing promotores or community
health workers

Community Readiness: A handbook for successful change,
Tri-Ethnic Center for Prevention Research, 2006

This handbook provides practical steps and guidelines for communities or researchers to
better understand the process of community change and to develop effective, culturally
appropriate, and community-specific strategies for prevention and intervention.

Community Readiness
Community Toolbox

This section defines community readiness and introduces the Community Readiness
Model.
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Partnership Building – Toolkit/Manual

Robert Wood Johnson Foundation’s Diabetes Initiative’s
Tools for Building Clinic-Community Partnerships

These are helpful resources organized around a framework for supporting chronic
disease control and prevention.

VicHealth Partnerships Analysis Tool

This resource is for organizations entering into or working in a partnership to assess,
monitor and maximize its ongoing effectiveness.

Human Resources Development Canada’s The
Partnership Handbook

This toolkit describes what community-based partnerships are and offers suggestions
about how to be effective. It provides tools and tips to enhance partnerships and outlines
what is needed to move forward together.

Prevention Institute’s Eight Step Guide to Developing
Effective Coalitions

This step-by-step guide to coalition building helps partnerships launch and stabilize
successfully. It supports advocates and practitioners in every aspect of the process.

WHO’s A Pocket Guide to Building Partnerships

This short guide uses the analogy of farming to visualize the concept of building
partnerships.

Partnership for the Public’s Health
Bending the Ivory Tower: Communities, Health
Departments and Academia

This brief provides a look at how partnerships can address today’s complex health and
social problems.

The World Bank’s Public-private partnerships for health: a
review of the best practices in the health sector

This review is a guide to best practices for PPPs in the health sector. It examines the
underlying philosophy of PPPs as well as their costs, benefits, impacts, governance,
management, and implementation strategies.

Building Multi-sectoral Partnerships for Population Health
and Health Equity

This article offers recommendations for strengthening collaborative partnerships for
population health and health equity.

Community-Based Partnerships for Improving Chronic
Disease Management

This article argues for a social ecological approach to chronic disease management
based on an Expanded Chronic Care Model.

AHRQ Health Care Innovations Exchange: Building
Relationships Between Clinical Practices and the
Community to Improve Care

Tools and profiles to help develop, strengthen, and sustain relationships among primary
care, the community, and public health organizations.
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Chapter 4: Recruitment and Selection
of Peer Supporters
Section 1: Recruitment of Peer Supporters
Recruitment of peer supporters will vary between projects and must be tailored to fit individual purposes
and environment. However, the general principles outlined below apply:
Before recruitment
 Identify the group of peer supporters you would like to recruit and define the community makeup.
 Define peer supporters’ roles and responsibilities.
 Describe prerequisites such as skills, knowledge, experience etc.
 Determine how to recruit (e.g., using community linkages and social networks, working with providers
or practices, and/or asking for clinician nominations of their patients).
During recruitment
 Be straight forward with your presentation of clearly defined roles of the peer supporters and an
accurate reflection of your expectations.
 Provide a job description of the peer supporter’s role and expectations.
 Employ the screening and selection process that has been planned.

Section 2: Selection and Screening
Recruitment and selection of peer supporters are closely related. Therefore, it is important to use the defined
prerequisites of peer supporters and community characteristics to guide the selection process. In addition
to sharing experience with a disease or condition, peer supporters should be similar to the population profile
of the people with whom they will work. This may include age, ethnicity, language and other personal
characteristics. More importantly, peer support relies on the ability to develop quality relationships.
Therefore, inclusion of certain interpersonal traits (e.g., empathy, motivation), social and communication
skills, as well as sufficient time availability are also crucial. It will be helpful to first determine which
characteristics are most important to your program; understanding the “must-have” traits can help you
prioritize and brainstorm alternate recruitment strategies when a program encounters difficulties finding
“ideal” peer supporter candidates.
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Here are some questions to consider in selecting peer supporters:


What is your target community?



Are your peer supporters part of that community?



Will you pay your peer supporters?



What is the time commitment for peer supporters?



Is it a requirement that your peer supporters have
the targeted disease or condition?



What is this person’s knowledge about selfmanagement related to the targeted disease or
condition?



Would this person be open and willing to learn
new information rather than feeling they already
have all the answers?



How well does this person manage their disease or
condition assuming that having such a condition is
essential?



What clinic or provider does this person visit?



How well does this person relate to others?



What motivates this person?



How available is this person to provide regular and
ongoing support?
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Do better patients ALWAYS make
better peer supporters?
It is a common assumption that individuals
who can manage their conditions well are
good peer supporter candidates. However,
it is not necessarily always the case. In a
study conducted by Rogers EA et.al (2014),
researchers found that the most successful
peer supporters, as measured by greatest
improvement in their participant’s A1c, had
higher diabetes distress scores, a lower
sense of self-efficacy around their own
diabetes self-management, and lower
depressive symptoms.
These findings suggest that, in their
context, some uncertainty with the peer
supporter’s diabetes management might
encourage various interpersonal traits (e.g.,
empathy, approachability), development of
coping skills, or possibly an openness to
training. These findings could also suggest
that these peer supporters may be more
collaborative and willing to participate in a
reciprocal relationship with patients that
facilitates effective peer support and
patient self-management.
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Resources
DESCRIPTION

Recruitment of Peer Supporters – Guidance & Toolkit

NAME
Puentes hacia una mejor vida/Bridges to a better life:
Application form, Recruitment letter and Recruitment Script
(Spanish and English)

Peers for Progress grantee project in San Diego, CA shares their recruitment materials.

ENCOURAGE: Recruitment flyer

Peers for Progress grantee project in rural Alabama shares their recruitment material.

PLEASED: Recruitment flyer

Peers for Progress grantee project in Michigan shares their recruitment material.

2011 SBM: Recruiting and Selecting

Peers for Progress grantee project in San Diego, CA introduces how to select and
recruit volunteer peer supporters for people with diabetes among Hispanic/Latino
populations. Preliminary findings and discussions on motivations for volunteering as
well as “active” vs. “passive” recruitment are included.

The Chronic Illness Alliance Peer Support Network’s Best
Practice Framework-Sec 4.1 Recruitment, Selection and
Screening

This section shares a brief overview and tips for recruiting volunteers.

The peer mentoring program manual for individuals with
brain injury (BI) and their families by the Mt. Sinai School of
Medicine et al., (Sections C)

This section shares key aspects and tips for recruiting peer mentors for brain injury
peer support programs.

Selection & Screening

TYPE

The Chronic Illness Alliance Peer Support Network’s Best
Practice Framework – Sec 4.1 Recruitment, Selection and
Screening

This section provides an overview of selecting and screening volunteer peer
supporters.

The 2010 Peers for Progress Global Conference report (p.1)

This report highlights lessons learned about selection from participants representing
40 peer support programs from around the world

The Peer Support Resource Manual by British Columbia
Ministry of Health Services ( p.25)

This manual has sections addressing screening peer supporters
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Selection & Screening – Guidance & Toolkit

The peer mentoring program manual for individuals with
brain injury (BI) and their families by the Mt. Sinai School of
Medicine et al., (Sections D)

This section shares key aspects and tips for screening peer mentors for BI peer
support programs.

2011 SBM: Recruiting and Selecting

Peers for Progress grantee project in San Diego, CA introduces how they selected and
recruited volunteer peer supporters for people with diabetes among Hispanic/Latino
populations.

The WellMed Care Companion Program: Selecting and
Training Peer Mentors to Empower Patients

Peers for Progress grantee project in Texas shares experience on how they select peer
supporters.

Puentes hacia una mejor vida/Bridges to a better life:
Screening questionnaire for screeners’ use and interview
guide (Spanish and English)

Peers for Progress grantee project in San Diego, CA shares their selection and
screening materials.

ENCOURAGE: Peer advisor screening form

Peers for Progress grantee project in rural Alabama shares their selection and
screening material.

PLEASED: Recruitment protocol (Individual and group
interviews)

Peers for Progress grantee project in Michigan shares their selection materials.

Australasian Peers for Progress Diabetes Project: Interview
questions and scorecard

Peers for Progress grantee project in Australia shares their selection materials.
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Chapter 5: Training Peer Supporters
Section 1: Overview of Key Steps
The Figure 5 below summarizes key steps for training peer supporters. This basic outline is drawn from the
experiences and lessons learned of other peer support programs, particularly from two seminars in 2011
and 2012 organized by Peers for Progress Grantees in Alabama, California and Michigan.

Figure 5: Key steps for training peer supporter

Section 2: Design Content and Approach
This section provides information on Step 2: Design training content and approach and Step 3: Develop
plans for evaluating training outcomes and ongoing training of the key steps for training peer supporters.

General Training Materials Outline

Figure 6 on the next page outlines the key components for developing peer support training curriculum
and approaches. Resources are broken into two parts:
1. Knowledge and Competencies (5 units)
2. Training Approaches
Materials for each unit are found below. As directors/managers for peer support programs, you are welcome
to adapt and incorporate these units into your peer support training curriculum as you see they fit.
Depending your unique circumstances, it may not be necessary or feasible to develop a curriculum that
addresses all of the topics given here.
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Figure 6: Key components for developing peer support training curriculum and approaches

Part 1: Knowledge and Competencies
UNIT 1: Disease Specific Information
General Background of Disease
Understanding the basic foundation of disease is an essential component of an effective peer supporter. A
peer supporter’s knowledge base should cover what the disease is, how the disease can impact an individual,
and key self-care behaviors linked to that disease. The depth of the information depends on the roles and
the tasks for your peer supporters. In many cases, since peer supporters are not providers, the content in
this area tends to focus on the basics. More importantly, it is good to provide both the resources (e.g.,
factsheet, handbooks) and back-up (e.g., phone number of their nurse manager). A general rule is to help
peer supporters become resourceful and confident, but not to be a disease expert.
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UNIT 2: Establishing Working Relationships
2.1 Individual Assessment
Individual assessment involves collecting, reviewing,
interpreting, and using information for the purpose
of setting goals and developing an action plan with an
individual. Assessment helps health care providers,
health educators, and peer supporters understand the
self-management status of a person with chronic
illness and set appropriate behavioral goals for
improved self-management.
Here are a few assessment instruments from the
Diabetes Initiative:

Featured Example:
Essentials of Diabetes
General Diabetes Information and AADE
Self-Care Behaviors can be helpful for
structuring diabetes peer support program
training. This document by Peers for
Progress comprises a set of resources
providing an overview of basic diabetes
knowledge and self-care behaviors.
Peer for Progress’ Alivio project has a toolkit
to help Compañero en Salud to lead diabetes
education groups:



Knowledge, Attitudes, and Beliefs Assessment
Instruments: Attitudes Survey, Health Belief
Questionnaire English/Spanish, Patient Diabetes
Knowledge Questionnaire English, Patient
Diabetes Knowledge Questionnaire Spanish, and
Self Efficacy Assessment Tool



Self-Management Behavior Questionnaires: Are You Ready? Brochure, Building Community
Support Patient Questionnaire, Behavioral Health Assessment Tool, Behavioral Health Assessment
Tool Spanish, and Case Management Assessment Form







Charla Guide in English
Charla Guide in Spanish
DSME Presentation Slide
Patient Binder in English
Patient Binder in Spanish

You can find more instruments in the Resources section of this chapter.
2.2 Effective Communication Skills
Being an effective communicator is critical in a strong peer support relationship as well as an effective
patient-provider relationship. Fundamental techniques of communication include active listening, sharing
stories, and other skills like facilitation and coaching. These skills help build rapport, understanding, and
trust between peers.


Active listening involves non-judgmental strategic listening and responses, both verbally and nonverbally, to improve mutual understanding, openness, and honesty.



Sharing stories allows individuals to discuss experiences and stories from their own lives. It is a good
way to provide support in one-on-one settings, and is a particularly important part of some cultures.
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Facilitation skills are needed to effectively relay information, guide discussion, and encourage dialogue
in both one-on-one and group support settings. Effective facilitation skills help peer supporters better
serve people by influencing and guiding others toward lasting behavior change.



Coaching skills are designed to help people understand and navigate their self-care plan to become a
better health consumer. They can alleviate the problems of patients not understanding and/or not
agreeing with clinicians’ advice and can help ensure people are receiving the highest quality of care
possible.

How to Train Communication Skills
Communication skills are regarded as a core competency for peer supporters that engage patients in
chronic disease management, setting the foundation for many peer support activities. In many aspects,
successful peer support interventions rely on the Intuition of peer supporters. Therefore, many peer
supporters are selected for their natural communication skills and then undergo intensive training to
strengthen those skills.
Drawing from our collaborations with programs from around the world, this PfP brief, “Strengthening peer
support communication skills”, highlighted that active listening and storytelling are two basic
communication skills that are commonly taught. We also identified three keys to strengthening
communications training are to 1) properly introduce and frame communication training, 2) introduce
communication skills gradually over time, and 3) inspire confidence in trainees’ natural communication
skills.
Remember to check out this brief and its resources.

2.3 Support Skills
Providing support is essential to anyone in a support role, including peer supporters, health educators, and
health care professionals. There are two fundamental forms of support: non-directive and directive. The
majority of the times, a peer supporter would need to use non-directive support. Other support skills that
may be useful to peer supporters include motivation building, stage-based advising, and decision-making.


Non-Directive Support allows a person to deal with what is important to them at their own pace, in
contrast with directive support that would lead or direct them to change. It helps people identify their
own problem behaviors that need to be changed, which can help a person feel more in control of their
self-management care routine. Non-directive support can both empower and encourage an individual.


Empowerment is when an individual feels they have the power and self-confidence to make changes
and take control of their illness. Empowered individuals are able to manage their illness better and
often experience a better quality of life.



Encouragement includes words and actions that may motivate people toward behavior change or
overcome fears, challenges, and burnout related to self-management of an illness.
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Building Motivation is the ability to first recognize where a person may be in terms of behavioral
change, and then provide encouragement and guidance to individual decision-making in order to
strengthen their motivation for change. Building motivation is often person-centered and collaborative
and can help people with a chronic disease make lasting behavioral changes. This set of skills is often
based on common counseling techniques such as Motivational Interviewing (MI) and stage-based
advising derived from the Trans-theoretical Model.

UNIT 3: Assisting Self-Care Behaviors
3.1 Setting SMART Goals
Setting SMART goals involves choosing something
Specific, Measurable, Attainable, Realistic, and
Timely (SMART) to change or achieve. For people
with chronic illness, goals can be both short and long
term. Goal setting is important for people to live
longer and healthier lives with their condition.
3.2 Making an Action Plan
This refers to day-to-day plans, goals, and activities
that help achieve long-term goals. Action planning
can help people with chronic illness change
unhealthy behaviors and better manage their
condition. Action plans can be created based on
information from the individual assessment and by
using SMART goals.
3.3 Problem Solving
This is a crucial step to active self-management of
chronic illness. Obstacles in chronic care
management are encountered every day, so it is very
important to know how to find solutions for
unexpected problems. Solving problems, no matter
how large or small they are, involves clear-headed
thinking strong determination, and having the skills
to solve problems as they arise.
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People Need More
Than Just Goal Setting
Goal setting can be an effective strategy when
integrating into a process that also involves
action planning and problem solving. For
example, a person can set a goal of drinking
one can of soda a day instead of two cans
during the coming month. An action plan can
help strategize how he can achieve this goal.
Peer supporters can help him identify
challenges, generate solutions to overcome
them, and eventually assist him to come up
with a revised goal and another action plan. In
this way, a person can learn to change
unhealthy behaviors by choosing a concrete,
short-term goal, figuring out how to do so,
and continually solving problems and revising
their goals and plans.
Therefore, it is important to train your peer
supporters this behavior modification
process, not just how to set a goal.
The five step goal setting and I-SMART
template in the International Diabetes
Federation’s Peer Leader Manual (pg.20 and
pg.41) is a good example.
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3.4 Stress Coping and Emotional Management




Stress Management: Stress is a normal part of life that can
cause changes to both the emotions and bodies of people
with chronic conditions. Too much negative stress can
cause harmful changes in blood sugar and blood pressure,
so effective coping with stress is very important to feel good
and avoid health complications.
Depression: Depression refers to persistent feeling of
sadness and hopelessness. Depressive emotions can be a
short-term response to stress or a chronic condition.

Featured Tool:
Healthy Coping in Diabetes
Robert Wood Johnson
Foundation’s Diabetes Initiative
has a guide, Healthy Coping in
Diabetes, which introduces the
range of approaches that
addresses negative emotions and
may enhance.

Peer supporters should be able to assist patients with stress coping and emotional management as they
may encounter these issues in the field that are important aspects of self-care and disease management.

UNIT 4: Linking to Health Care and Community Resources
4.1 Linking to Health Care Resources
Linking individuals to health care resources is a core role of peer supporters, particularly those who are
assisting with chronic disease management. Regular visits with a health care provider can help monitor an
individual’s condition, diagnose and treat problems based on assessments of their health. Furthermore,
routine health care can help outline steps for achieving self-management goals. It is important to note that
the role of peer supporters is distinct and does not replace the role of professional health care providers in
care. Peer support complements and supplements primary care services to a person with chronic disease.
By linking an individual to regular health care, a peer supporter can help a person with chronic illness work
with a professional care provider to improve their health. Peer supporters can also assist participants with
planning for their doctor visits and making the most of their doctor’s appointments.
4.2 Linking to Community Resources
Linking individuals to community resources, such as agencies, organizations, and other services that assist
people with chronic illness, can help people manage their conditions and meet their goals. Peer supporters
may fill information gaps if individuals with chronic diseases are unaware of resources available to them in
the community and elsewhere.
Here are two examples from Alabama, U.S.


Chapter 11 “Knowing Your Limitations & Asset Mapping” from the training manual of ENCOURAGE
(PfP grantee in Alabama)



MyDiabetesConnect is a website launched by Cities for Life, which aims to connect people with diabetes
to community resources in Birmingham, AL
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UNIT 5: Program Protocols and Tools
5.1 Introduction of Roles, Tasks, and Organizational Policy
Providing written job descriptions and intervention/program
protocols help peer supporters understand their roles and
responsibilities and how to deliver those tasks. Training role
plays can help to illustrate and practice specific scenarios.
Creating written documents and/or flowcharts that describe
work flow further elucidates the expectations and specific tasks
of the peer supporters. These documents also serve as
important references for peer supporters while in the field.

Featured Protocols and Tools


ENCOURAGE training manual
(Chapter 10 & 12)



Australasian Peers for Progress
Diabetes Project Training
Manual (Session 8, 9 & 11)

5.2 Ethical Considerations and Related Regulations
Ethical considerations refers to basic standards of right and wrong. For a peer supporter, ethical
considerations include, but are not limited to, respecting others’ rights, confidentiality, doing no harm, and
maintaining boundaries. Ethical considerations are important so that no one is harmed, physically or
emotionally. Peer supporters should be trained in basic ethical principles so they understand the limits of
their power, influence and care as well as how to deal with difficult people and situations.
The legal aspects of confidentiality are covered by national government regulations like the Health
Insurance Portability and Accountability Act (a.k.a. HIPAA) in the U.S. for the use and disclosure of an
individual's health information. Peer supporters working in the health care setting will need to be trained
to be in compliance with such regulations.
Provision of ongoing support for peer supporters is crucial in order for peer supporters to have a space to
discuss any issues that may come up surrounding expectations, boundaries, and how to deal with difficult
situations.
5.3 Introduction of Program Tools
In many cases, peer supporters need to use behavioral change tools, such as action plans, and data collection
tools like contact forms and evaluation measures. Therefore, it is important to train peer supporters about
organizational policy, data collection tools, and research protocol for missing or incomplete data.
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Part 2: Training Approach
In alignment with adult learning theory and information education, training approaches should emphasize
interaction between peer supporters and participants by including role playing and simulation, skill
building, as well as brain-storming and discussion on cases. Below is an introduction of role playing and
simulation since it is essential to other interactive approaches.


Role Playing and Simulation

Role playing is a training technique that allows peer supporters
to act out hypothetical situations they may encounter in working
with program participants. This approach is important because
it allows participants to practice and become comfortable with
dialogue, listening, and how to handle potentially difficult
situations or conflict among people. Trainers should facilitate
the group to provide positive feedback and identify how trainees
can improve. Remember to give enough time for multiple
practices so the group can learn by doing and observing.

Featured Examples for
Role Playing & Simulation
 International Diabetes
Federation’s Peer Leader Manual
by Tang TS, Funnell MM, et al.
 Australasian Peers for Progress
Diabetes Project Training Manual
 UCSF Health Coach Training in
California

Determine the Length of Your Initial Training
Initial peer supporter trainings vary in duration. Factors may include strengths and limitations of peer
supporters, key tasks of peer supporters, and also organizational capacity in terms of time, budget and
resources available. For example, the initial training of Beijing Diabetes Prevention and Treatment
Association (BDPTA) took around 6–8 hours because most of the peer supporters were retirees and their
trainers (physicians) were very busy. Therefore, instead of a long initial training, BDPTA had a relatively
short initial training with ongoing booster sessions. On the other hand, Peers for Progress grantee project
in Michigan (PLEASED) focused on empowerment-based approach such as motivation interviewing
principles, which required 46 hours to train with additional booster sessions for their peer supporters.
The following examples are selected from projects done by Peers for Progress grantees and collaborators
for people with diabetes. They are then organized by the duration of training, including Short (within 12
hours), Medium (13 – 30 hours), and Long (over 30 hours)
 Short duration training (≤ 12 hours)
Taiwanese Association of Diabetes Educators: One 8-hour session (Agenda only; Chinese)
Peer Leader Demonstration Project in Nanjing: 7-day training (Agenda overview, pg.26-37)
Peers for Progress grantee in Alabama (ENCOURAGE): 12 hours over 2 days
 Medium duration training (13 – 30 hours)
Australasian Peers for Progress Diabetes Project Training Manual: 2.5 days
 Long duration training (over 30 hours)
PfP Grantee – Puentes Project in California : 40-hour training session
PfP Grantee – UCSF Health Coach Training in California: 36 hours over 2 weeks
PfP Grantee – PEARL in Hong Kong: 32-hour “train-the-trainer” workshop
PfP Grantee – PLEASED in Michigan/IDF Peer Leader Manual: 46 hours
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Section 3: Training Evaluation and Ongoing Training
Evaluating Training Outcomes
An evaluation of training outcomes focuses on the impact of training on the trained peer supporters. This
type of evaluation is important for examining the preparation of peer supporters to provide peer support,
as well as for identifying ways to inform and improve future and ongoing training activities.
Evaluation of training outcomes involves:


Identify outcomes that the training intends to achieve



Select approaches to assess training outcomes

Examples of methods for evaluating training outcomes:


Written tests may be useful for evaluating training outcomes if a peer support training uses information
education to provide training about disease specific information (e.g., basic diabetes-related
knowledge).



If a peer support training program emphasizes skills building and role play to enhance communication,
facilitation and other support skills, then a simulation through standardized patient cases to observe
participants’ responses may be useful for evaluating training outcomes.

A peer support program needs to determine “minimum requirements” for meeting or exceeding the
training expectations, as well as the consequences for those who fail to demonstrate the intended training
outcomes. In many cases, programs may offer additional sessions to address areas that need further
attention and thereby “re-train” the training participants.
It is also recommended to conduct a process evaluation to determine training program satisfaction. This
assessment examines whether or not the training content and approaches enable the participants to obtain
the required knowledge and skills. This process evaluation can be quantitative and/or qualitative.
In addition to conducting and evaluating training, it is important to develop plans for ongoing training and
support for peer supporters, such as periodic booster sessions on certain topics. In many cases, ongoing
training is a critical component of ongoing monitoring, support, and supervision. You can learn more about
how to provide ongoing training and support for peer supporters in the Manage Peer Support section.
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Section 4: Examples
In the Resources section for this chapter, you can find Training Materials provided by Peers for Progress
grantees and collaborators, as well as Examples of Condition-Specific training curricula. While the target
audiences and topics of these resources vary, they illustrate how to bundle important competencies and
skills together to create a comprehensive approach to training peer supporters. Users would need to tailor
sample curricula and agendas to best meet the needs of your specific setting or population.
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Resources

Overview of Training

TYPE

NAME
2011 SBM Seminar: Recruiting, training, and
evaluating peer supporters

Peers for Progress grantees in Alabama, California and Michigan share how they recruit, train
and evaluate peer supporters.

2012 SBM Seminar: Training, Ensuring
Competencies, and Intervention Tracking

In addition to training, Peers for Progress grantees in Alabama, California and Michigan also
share how they conduct training evaluation and monitor the peer support delivery. The
content focuses on similarities and differences across these projects.

Note: For further information, please contact the presenters, who are also Peers for Progress grantees:
1.
2.

Individual Assessment – Survey
Instrument

3.

Design Content and Approach

DESCRIPTION

Andrea Cherrington, MD, MPH, Assistant Professor, Department of Medicine, University of Alabama, Birmingham
acherrington@mail.dopm.uab.edu
Tricia Tang, PhD, Associate Professor, Department of Medicine, University of British Columbia
Tricia.Tang@vch.ca
Guadalupe X. Ayala, PhD, MPH, Professor, Graduate School of Public Health, San Diego State University
gayala@projects.sdsu.edu
Michigan Diabetes Research and Training
Center (MDRTC) assessment instruments:
Diabetes Care Profile (DCP) , Diabetes
History (DMH) , Diabetes Knowledge Test
(DKT) , Diabetes Attitude Scale (DAS-3) , and
Diabetes Empowerment Scale (DES)

MDRTC developed several survey instruments for diabetes patients and health professionals.
The website includes explanations and information about the surveys and downloadable
versions of all instruments.

Diabetes Initiative’s Knowledge, Attitudes,
and Beliefs Assessment Instruments:
Attitudes Survey, Health Belief
Questionnaire English/Spanish, Patient
Diabetes Knowledge Questionnaire English,
Patient Diabetes Knowledge Questionnaire
Spanish, and Self Efficacy Assessment Tool

This set of instruments helps to assess knowledge, attitudes and beliefs of those with diabetes.
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Communication Skills – Toolkit & Training Curriculum

Design Content and Approach

Diabetes Initiative’s Self-Management
Behavior Questionnaires: Are You Ready?
Brochure, Building Community Support
Patient Questionnaire, Behavioral Health
Assessment Tool, Behavioral Health
Assessment Tool Spanish, and Case
Management Assessment Form

This set of instruments helps patients, or health professionals to understand individual
diabetes self-care behaviors.

The Art of Active Listening the National
Aging Information and Referral Support
Center

This is a tip sheet on active listening

The University of Kansas Community Tool
Box- 16.2: Developing Facilitation Skills;
16.4: Techniques for Leading Group
Discussions

These sections introduce basic facilitation and group leading skills.

National Alliance on Mental Illness’ Training
on Telling Your Story and Sharing Cultural
Perspective: Six steps and Practice Sheet

This resource introduces how to craft a story in a succinct and powerful way. It also has
examples and a practice sheet.

International Diabetes Federation’s Peer
Leader Manual by Tang and Funnell: Active
Listening (pg.18; pg.30–35)

This section of the manual focuses on building active listening skills.

Australasian Peers for Progress Diabetes
Project Training Manual: Session 3 – Story
Telling and Communication Skills; Session 7
– Group Facilitation Skills

These sections of the facilitator handbook concentrate on storytelling, and facilitation skills for
peer supporters.

Health Coaching Training by the Center for
Excellence in Primary Care at the University
of California, San Francisco

This is a comprehensive training curriculum for health coaching. It was developed by and have
been used for the Peers for Progress grantee project in San Francisco.

Coached Care Project’s Coach Training
Materials

This document includes training materials for community-based coaches with type 2 diabetes
to help reduce racial disparities in diabetes. The training materials, most of which are also
available in Spanish and Vietnamese, focus on communication with patients.
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Support Skills – Toolkit & Curriculum

Design Content and Approach

Peers for Progress’ Strengthening Peer
Support Communication Skills

This article has identified several key issues around the training of peer supporters in
communications. It also shares insight into keys to strengthening communication training.

Coaching Patients for Successful SelfManagement from the California Health
Care Foundation

In this 14-minute video, Dr. Tom Bodenheimer, at the University of California, San Francisco,
presents how health professionals and peer supporters can help patients develop a realistic
action plan, and which essential coaching techniques should be used to encourage healthy
behavior change and medication adherence.

Diabetes Initiative’s Characteristics of an
Effective Meeting/Group Visit

This presentation can be adapted for training how to promote an effective support group
meeting.

The Lay Health Educator Manual of the
Move More Diabetes Project: Directive and
Nondirective Support (pg.25-33)

These slides give an overview of directive and nondirective support.

Patient Empowerment Training Module by
the National partnership for Women and
Families

This training module is designed to be an interactive presentation between a presenter and a
single patient or group of patients, families and caregivers. It can be adapted for training peer
supporters to understand and convey the importance of an empowered patient.

Helping Patients Make and Sustain Healthy
Changes: A Brief Introduction to
Motivational Interviewing in Clinical
Diabetes Care by Heisler and Resnicow

This article introduces basic principles of motivational interviewing and primary care
provider’s role in it. This can be revised for training peer supporters.

Diabetes Initiative’s Effective Strategies to
Motivate and Encourage Healthy Lifestyle
Changes (pg.15)

This resource provides information on using the Stages of Change.

Counseling for Behavior Change by the
American College of Physicians

This presentation illustrates counseling skills based on the stages of change.

NIDA-SAMHSA’s Motivational Interviewing
Assessment: Supervisory Tools for
Enhancing Proficiency

This resource is a collection of tools for mentoring counselors and other clinicians in the use of
motivational interviewing skills during clinical assessments. It can be adapted for training peer
supporters.
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Support Skills – Toolkit & Curriculum
Setting SMART Goals

Design Content and Approach

Public Health- Seattle and King County
(PHSKC)’s Motivational Interviewing
Techniques Workshop for Community
Health Workers

This set of slides shares how to conduct motivational interviewing.

International Diabetes Federation’s Peer
Leader Manual by Tang and Funnell:
Building Motivation (pg.19)

This section of the manual focuses on building skills related to building motivation.

The North Carolina Breast Cancer Screening
Program: Stage-based advising training

This is part of a training manual for lay health advisors helping people with breast cancer. The
session is to teach stage-based advising techniques.

ENCOURAGE’s training manual

Developed by the Peers for Progress grantee project in rural Alabama, this diabetes peer
support training manual is based on motivational interviewing and SMART goal setting.

Introduction to Motivational Interviewing
for Community Health Workers by Dr. Keri
Bolton Oetzel from the University of New
Mexico

This video introduces the basic principles of MI and also discusses the integration of
motivational interviewing into community health work practice

Peers for SafeTalk: Can a Motivational
Interviewing-based Safer Sex Program for
Persons Living with HIV be adapted for Peer
Delivery? – A webinar by Golin and Allicock

This webinar discussed how “SafeTalk”, a program utilizing motivational interviewing with
trained counselors, could be adapted for peer delivery

International Diabetes Federation’s Peer
Leader Manual by Tang and Funnell: Five
step goal setting and I-SMART (pg.20 and
pg.41)

This section of the manual focuses on utilizing goal setting and I-SMART to facilitate behavior
changes.

Australasian Peers for Progress Diabetes
Project Training Manual: Session 4 – Goal
Setting

This section of the facilitator handbook illustrates how to train peer supporters to set goals.

ENCOURAGE’s training manual

Developed by the Peers for Progress grantee project in rural Alabama, this diabetes peer
support training manual is based on motivational interviewing and SMART goal setting.
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Setting SMART Goals
Making an Action Plan – Training Curriculum

Design Content and Approach

Diabetes Initiative’s goal setting resources:
Goal Follow Up Form, Goal Setting
Assessment Tool, Goal Setting Form and
Tips English/Spanish, Goal Setting Support
Tool, Nutrition Goal Setting Form, Ready for
Change Worksheet, Self-Management Goal
Follow Up Form, Self-Management Goal
Form, Self-Management Goal Form English,
and Self-Management Goal Form Spanish

This set of resources can be used to assist diabetes with goal setting.

International Diabetes Federation’s Peer
Leader Manual by Tang and Funnell: ISMART (pg.20, pg.44–49)

These sections of the IDF’s manual focus on utilizing I-SMART to make a diabetes action plan.

Australasian Peers for Progress Diabetes
Project Training Manual: Session 4 – Goal
Setting (pg.36, Goal setting and Action Plan)

The section of the facilitator handbook illustrates how to make an action plan.

Health Coaching Training by the Center for
Excellence in Primary Care at the University
of California, San Francisco: Action Plans
(pg.77)

This section of the training manual explains how to make an action plan.

The California Health Care Foundation’s My
Diabetes Plan in English and Spanish

These handouts can be useful for peer supporters in assisting their participants in creating an
action plan.

The Center for Excellence in Primary Care at
the University of California, San Francisco’s
Action Planning forms in English

These multi-language handouts can be a useful resource for peer supporters in assisting their
participants in creating an action plan.

Diabetes Initiative’s Action Plan Card
English, Action Plan Card Spanish, Action
Plan Form English, Action Plan Form
Spanish, Weekly Action Plan Form

This set of resources can be used to assist diabetes with action planning.
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Problem Solving
Stress Coping & Emotional Management

Design Content and Approach

Primary Care Resources and Supports for
Chronic Disease Self-Management: Problem
Solving

This online section offers resources and tools regarding problem solving as part of patient
support strategies.

Solving the Problems of a Chronic Illness
from University of Michigan

This resource introduces a 6-step approach to problem solving.

International Diabetes Federation’s Peer
Leader Manual by Tang and Funnell:
Problem Solving (pg.20 and pg.50)

These manual sections concentrate on utilizing problem solving skills to facilitate behavior
change.

Australasian Peers for Progress Diabetes
Project Training Manual: Session 5 –
Reviewing Goals and Problem-Solving

The section of the facilitator handbook illustrates how to train peer supporters to facilitate
problem solving

Diabetes Initiative’s Healthy Coping in
Diabetes

This guide introduces the range of approaches that addresses negative emotions and may
enhance healthy coping in adults with diabetes.

Diabetes, Depression, and Stress by Carol
Watkins, MD provided by the Northern
County Psychiatric Associates, Maryland,
US.

This article provides an overview of diabetes, depression and stress.

SONRISA

This is a curriculum toolbox for Promotores/ peer supporters to address mental health and
diabetes.

IN CHARGE: Stress Management

This is a course training manual focused on stress management strategies and problem
solving.

Diabetes Initiative’s Take Action Program
Stress lesson plans and student materials
by the Galveston County Health District in
Texas City, TX

This section on stress contains a lesson plan for health professionals to use while providing
diabetes education and skill building. It also includes accompanying student material and
worksheets for patients.

Michigan Diabetes Research and Training
Center (MDRTC)’s Coping with Stress

This is a handout on stress management.

PfP Program Development Guide – July 1, 2015 version

47

Linking to Health Care
Resources
Linking to
Community
Roles & Tasks

Design Content and Approach

Diabetes Initiative’s Diabetes and Stress
Management

This is an informational handout on diabetes and stress management from the Take Action
Diabetes Self-Management Program.

Depression and Steps for Healthy Living by
the Migrant Clinicians Network.

This is a handout with tips for general stress management. It is developed in both English and
Spanish.

Diabetes Initiative’s Posters in Managing
Depression in both English and Spanish

These are example posters on managing depression.

The Partnership for Clear Health
Communication’s Askme3

This online education program introduces the three most important questions a patient
should ask his/her health provider at every visit. It can be useful for peer supporters and their
participants to understand effective patient-provider communication.

Australasian Peers for Progress Diabetes
Project Training Manual: Session 6 – Linking
to Clinical Care

The section of the facilitator training manual provides guidance to peer supporters on how to
work with their health care providers and what Medicare entitlements exist for people with
diabetes.

Diabetes Initiative’s the Living with Diabetes
Guide to Doctor Visits

This handout can be a useful reference for peer supporters when helping their participants
with diabetes to benefit most from a doctor’s visit.

Migrant Clinicians Network’s Importance of
Doctor Visits in both English and Spanish

This handout provides tips on how to help participants with diabetes to best benefit from a
doctor’s visit.

ENCOURAGE: Tapping into your community
resources, and asset mapping, and
community empowerment

This section of the training curriculum guides peer supporters how to link their participants to
community resources needed for managing diabetes.

MyDiabetesConnect

Launched by Cities for Life, this website aims to connect people with diabetes to community
resources in Birmingham, AL. This is a good example of community resources that can be used
by peer supporters, patients/participants, as well as providers.

Australasian Peers for Progress Diabetes
Project Training Manual: Sections 1 –
Setting the Scene; Session 2 – PfP Support
Group, and Session 9 – Peer Leader Roles
and Responsibilities

These sections help peer supporters understand their roles and responsibilities, as well as how
to put together the skills they learn.

Public Health – Seattle and King County’s
Guidelines for when to ask for help

This document outlines situations and guidelines for CHWs describing when to ask for help
from their clinical team addressing asthma-management concerns.
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Ethical Considerations
Program
Tools

Design Content and Approach
Training Evaluation
& Ongoing Training
Training Example –
Toolkit/Manual

Code of Ethics for Community Health
Worker (CHW)

This document is based on and supported by the core values adopted by the American
Association of Community Health Workers. The Code of Ethics outlined in this document
provides a framework for CHWs, supervisors, and employers of CHWs to discuss ethical issues
facing the profession.

Arizona Department of Health Services’
Ethics and Boundaries Workbook

This workbook can be adapted as part of the training to guide peer supporters on following
ethics codes and respecting boundaries.

Australasian Peers for Progress Diabetes
Project Training Manual: Chapter 8 Ethics
and Self Care

The section of the facilitator handbook illustrates how to train peer supporters to maintain
confidentiality and recognize inappropriate relationships with their participants.

Australasian Peers for Progress Diabetes
Project Training Manual: Sessions 11 –
Working with the Research Group

This section guides peer supporters how to use contact forms to document their interactions
with the participants.

2011 SBM Seminar: Recruiting, training, and
evaluating peer supporters

Peers for Progress Grantees in Alabama, California and Michigan share how they recruit, train
and evaluate peer supporters.

2012 SBM Seminar: Training, Ensuring
Competencies, and Intervention Tracking

In addition to training, Peers for Progress Grantees in Alabama, California and Michigan also
share how they conduct training evaluation and monitor the peer support delivery. Process
evaluation related to training is also included. The content focuses on similarities and
differences across these projects.

IDF Peer Leader Manual

Designed by Tricia Tang and Martha Funnell, this manual aims to train peer supporters to
provide ongoing diabetes self-management support

UCSF Health Coach Training in California, USA

This material includes training curriculum on the science of health coaching for people
working in health care.

Peer Leader Demonstration Project in Nanjing: 7-day
training ( Agenda overview, pg.26-37)

This section of the presentation introduces the training content and length for peer supporters
in Nanjing.

Peer Champion Program in Uganda‘s Peer Partner
Training Booklet (in both English and Luganda)

With tips about diabetes self-care and solution for diabetes emergencies, this training booklet
aims to prepare anyone for the role of “Peer Partner.”
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Training Example – Toolkit/Manual

Diabetes Self-Management Education Manual

This is a manual developed by the Montana-Wyoming Tribal Leaders Council to help trainers to
provide educational session about diabetes to a group.

SONRISA

This is a curriculum toolbox for promotores to address mental health and diabetes.

Peer Supporter Training Curriculum

Originally developed by Peers for Progress for the Lions Club of North Carolina, this is
curriculum of a rapid training course on peer support.

Peer Support Training Manual

The Canadian Mental Health Association developed this training manual as a guideline for peer
support training in the Okanagan (British Columbia) Health Service Area.

Peer Support Training Manual

This training manual written for Trinity College’s Peer Support Project is a result of years of
experience with building a peer support program through the college’s student counseling
services. It contains 10 workshops focused on building skills and competencies of peer
supporters.

Peer Mentor Support System

This Peer Mentor Support System addressing mental health provides a series of peer support
training modules, guidance documents, exercises, and other resources in various chapters.

Washington State Certified Peer Counselor Training
Manual

This manual includes the content for a 40-hour training workshop for peer counselors.

Ohio Advocates for Mental Health Peer Support
Training

This collection of materials comprises a short course for consumers to further peer support
among individuals, to gain skills as Peer Support Specialists, to advance the use of warm lines
and partnering activities, and to form and sustain peer support groups. The expectation is that
people giving and taking this course will have heightened awareness of effective
communication skills and resources to assist them as they provide peer support.

SAMHSA Training Teleconference Archives

The Substance Abuse and Mental Health Services Administration (SAMHSA) teleconference
archives offer many helpful presentations on peer support for mental health. Presentation
slides typically include dozens of links to additional resources.

Lay Health Advisor Manual

This manual from the NC Breast Cancer Screening Program prepares older African American
women working within their local communities to encourage friends, families, and others they
meet to have regular mammograms and pap smears.
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Training Example – Toolkit/Manual

Peer education: Training manual

This training manual describes ways in which non-governmental organizations (NGOs) may
design, deliver and manage training programs on HIV/AIDS for peer educators. Its purpose is to
assist NGOs to design and implement strategies and work-plans for peer education, as part of
comprehensive sexual health interventions.

UNFPA’s Youth Peer Educator Toolkit: Training of
Trainers Manual

This peer education in HIV prevention manual was used extensively for two years in 27
countries across Eastern Europe and Central Asia and was translated into 15 languages,
including Arabic. In particular, Section 2 provides Guidelines for Training of Trainers, and
provides general team building and communication exercises.

Your Heart, Your Life

The National Heart, Lung, and Blood Institute (NHLBI)’s manual designed specifically to guide
CHWs through the process of communicating with the Latino community about heart disease.
It focuses on helping people build skills to make practical, lasting changes to fight heart
disease and improve their health.

The Community Health Worker's Sourcebook: a
Training Manual for Preventing Heart Disease and
Stroke

The Centers for Disease Control and Prevention (CDC) has released a training manual
sourcebook for community health workers (CHWs) and trainers for preventing heart disease
and stroke. It is a user-friendly curriculum designed to enhance CHW competencies in
preventing heart disease and stroke by providing information on the major risk factors for
these diseases in adults and is not intended to replace basic training.

Lay Health Educator Manual

This is a guide for implementing lay health educator interventions and training educators for
settings and program models similar to Maine’s Move More project. The manual includes
policies and procedures, change models of particular importance, sample forms, and
information about exercise.
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Part III: Program Implementation
Chapter 6: Management of Peer
Supporters
Section 1: Retention and Turnover of Peer Supporters
A key benefit of peer support programs is that they enable supporters to gain skills and move on to more
advanced positions and/or return to school, so it is realistic to expect turnover among peer supporters.
Additionally, peer supporters may drop out from the program. Therefore, it is necessary to develop
strategies for retaining peer supporters and to create a plan for responding to staff turnover. When a peer
supporter leaves the program for some reason, it is important to notify their participants and find a new
peer supporter to fill that role.
A number of steps can be taken to clarify, recognize, honor, and maintain the contributions of peer
supporters. For example, contracted hours and expectations may be agreed upon and signed by both parties.
Contracts should clearly define roles, expectations, objectives, time commitment, and ethical boundaries.
It should be obvious how seriously the sponsoring organization takes peer supporters and their position.
Throughout the recruitment process and the program, the peer supporters should be given plenty of
feedback and input about their tactics. Positive reinforcement should be given to the peer supporters in
response to their work performance, and they should receive support from one another and from other staff
to decrease the burnout and turnover that often threaten peer support programs’ effectiveness.
These good practices can help improve retention:


Encourage peer supporters’ input in defining their roles, activities and responsibilities



Ask about peer supporters’ expectations for being a peer supporter and how they feel about meeting
these expectations



Outline the responsibilities of peer supporters and regularly remind them of these responsibilities



Provide adequate training and training materials for peer supporters



Require a workable time commitment to the project
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Provide and reinforce the message that input of peer supporters is valued and appreciated



Organize events for peer supporters to get together on a regular basis where they can provide support
to each other, exchange experiences, and suggest various problem-solving strategies



Make sure that peer supporters have constant support from program staff in case they need any advice
related to their peer support activities



Maintain contact information of peer supporters and update it regularly



Have a protocol to follow if a peer supporter leaves the project



Cover travel, communication and other related expenses even when peer supporters are volunteers

Section 2: Ongoing Monitoring, Supervision, and Support
It is unrealistic to expect to get everything right before
starting a peer support program. Many issues are
uncontrollable, and what peer supporters encounter in
the field is very likely to differ from what was being
addressed in the pre-program training. Therefore,
successful peer support relies on monitoring the
program’s delivery, providing ongoing training/on-thejob training, creating incentives and trouble-shooting
problems. These can keep peer supporters involved and
also provide general maintenance to sustain and
improve a peer support program.
Soliciting feedback from peer supporters as well as those
receiving peer support can help detect delivery issues
and intervene to address these issues. Additionally,
arranging regular meetings with a designated program
staff (e.g., a nurse) and conducting refresher training
courses can enhance peer supporters’ ability and
confidence to continue providing effective peer support.

Spotlight Supervision Model
This spotlighted supervision model comes
from the Building a Diabetes e-Co-System.
This system divides peer support concerns
into yellow and red lights.

Yellow light – concerns that can wait
until the next supervising meeting
Example: Participant not interested in
working on diabetes self-management
goals; stressed by non-medical situations.

Red light – concerns that require
immediate calls to the supervisor
Example: Blood sugar out of control;
participant not taking medications; open
wound that has not healed in days.

It is important to remember that supervision is as important as training. Both training and ongoing
supervision promote correct information and a channel of influence. It is also an important aspect of
preventing burnout as peer support can be stressful for the peer supporter, and peer supporters need ready
access to supervision, back-up, and meeting opportunities to discuss work with each other. Supervision is
a responsible way to monitor and act upon any problems that may occur in the program (e.g., matching
problems between peer supporter and patient, boundary issues).

PfP Program Development Guide – July 1, 2015 version

53

Characteristics of good supervision and support of for peer supporters include:


Ongoing support: Routine, structured check-ins, 24/7 back-up and information check-ins that occur
regularly over time.



Regular check-ins: Examples include: weekly group teleconference with project coordinator and other
peer supporters; one-on-one, biweekly face-to-face meetings with project coordinator; monthly oneon-one with the project staff and other peer supporters.



Back-up support: Offering peer supporters the contact information of their supervisors.



Continuing education and on-the-job training: Enriching peer supporter skill sets and providing
opportunities for personal advancement.



Supportive supervision: Two-way communication that is constructive, motivational, and reflective of
the peer supporter’s value added in a collaborative work relationship.

Frequency and format of check-in meetings
will depend on the timing and nature of the
program (e.g., volunteer vs. staff-based peer
supporters; starting a program vs. continuing
a program; part-time vs. full-time peer
supporters).
Practical aspects of supervision include
performance evaluations (commonly found
in the staff model), review of contact notes,
and updates on progress of participants.
Contact notes can be especially helpful in
tracking peer support delivery by capturing
the timing and duration of each
individual/group contact made, discussion
topics between peer supporters and
participants, follow-up actions required, and
other notes/ issues (e.g., emotional distress).
Supportive aspects of communication involve
attention to emotional well-being and
maintaining open lines of communication. It
is also helpful to create facility space and other
logistic support for peer supporters.

Solutions to Problems Encountered
with Peer Supporters
Organizations that are considering starting peer support
programs have, at times, expressed concerns about the
ability of peer supporters to conduct the work that’s
expected of them. Peers for Progress surveyed our
grantee projects and asked them to share examples of
problems they encountered along with their solutions.
Despite frequent concerns, serious errors were actually
quite rare. Common themes of issues identified include:





Misinformation
Breaches of trust
Incompatibility between client and peer supporter
Overly directive support

Peer supporters genuinely want to help others! It’s up to
the programs to provide the necessary supervision and
guidance to address emerging problems and ensure
consistent quality of care. The lessons from the grantees
suggested applying the P.R. principles when dealing
with problems encountered with peer supporters:
 Being proactive in terms of providing back-up and
regular check-ins
 Being responsive to feedback from peer supporters
and program participants
Read the complete brief to learn more.
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Approaches to supervision include:




Individual: one-on-one with a supervisor and a peer supporter
Group: one supervisor and a whole team
Peer-to-peer: a head peer supporter supervises the other peer supporters

There are also various mediums of supervision, such as face-to-face, over the phone, text messages, and by
email. Regardless of the supervision approach and medium, it is important to communicate clearly about
the expectations and responsibilities of all staff involved.
Key areas for supervisor training include:







The foundation (i.e., what is peer support, roles and responsibilities of peer supporters and supervisor,
organizational policy and protocols)
Recruitment, selection and training of peer supporters (i.e., organizational process)
Facilitation of optimal peer supporter-participant relationship (i.e., recruitment of participant,
coordination of the matching process between peer supporter and participant)
Monitoring of progress, evaluation of performance, and ability to provide constructive feedback (i.e.,
process and tools)
Organizational management skills (i.e., internal advocacy, conflict resolution, team collaboration)
Methods of communication, facilitation and problem-solving

Tips for Supervisors
Challenges
Finding time to supervise

Tips and Tools


Use group meetings, “head” peer supporter as supervisor,
check in by phone or email



Advocate for peer supporters and the value of the work
they provide



Fulfill opportunities for personal growth



Clarify boundaries and scope of practice



Create clear job descriptions and duties



Provide checklists for peer supporters

Promoting retention and job satisfaction

Integrating peer supporters into a team

Monitoring and preventing errors
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Resources

Ongoing Monitoring, Supervision, and Support

Retention &
Turnover

TYPE

NAME

DESCRIPTION

Johanna Woodchild of the Greenville County Chapter of the
American Red Cross in South Carolina produced by the
University of Kansas Community Tool Box

An example illustrates how to recognize and retain volunteers.

The University of Kansas Community Tool Box- Ch11-1:
Developing a Plan for Involving Volunteers

This section provides guidance, basic steps as well as examples for retaining volunteers.

Peers for Progress’ Providing Ongoing Supportive
Supervision

This presentation provides an overview of ongoing supervision and support for peer
supporters. It also introduces the roles of supervisors and key aspects of training them.
Examples and resources are included.

Migrant Health Promotion’s Supervision Manual

This manual provides basic guidelines to supervisors of Promotora de Salud Programs.
It is a good example for training supervisors/program managers of peer support
programs.

Peer Support Guide: Whole Health and Wellness

This manual highlights the purpose of supervision for peer support services serving
those in recovery, along with the processes for setting up a relationship between the
supervisor and the peer support for Whole Health and Wellness Coach Program.

Peer Support for HIV Treatment Adherence by the Harlem
Adherence to Treatment Study: On-the job Training (pp18),
Supervision and Support (pg.23)

The section of this manual addresses key aspects of ongoing training, supervision, and
retention for HIV peer support programs.

iADAPT Project’s Community Health Worker Resources

This project at the Morehouse School of Medicine includes handouts and interview
scripts to help community health workers provide peer support to people with
diabetes.

2012 SBM: Tracking the Intervention (pg. 167)

This presentation uses Peers for Progress grantee projects in California, Alabama, and
Michigan as examples to introduce how to track diabetes peer support delivery.
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Ongoing Monitoring, Supervision, and Support

Puentes hacia una mejor vida/Bridges to a better life: Group
sign-in sheet, successful contacts form, attempted contacts
form (English); Group activity contact form (Spanish); Oneon-one visit form and One-on-one visit form (English and
Spanish)

Peers for Progress grantee project in San Diego, CA shares monitoring materials. Each
mode of delivery has its contact form.

ENCOURAGE: Contact log

Peers for Progress grantee project in rural Alabama shares their monitoring form. The
log captures the length of contact and topic(s) discussed with a focus on goal setting.

PLEASED: Group direct observation form, Encounter note
#1-in person, Encounter note#2- Behavioral goal setting
(ppt. slides), and Encounter note #3- by phone

Peers for Progress grantee project in Michigan shares their monitoring tools. Each note
captures a different mode of delivery.

Australasian Peers for Progress Diabetes Project: Group
contact form, and Individual contact form per participant
per month

Peers for Progress grantee project in Australia shares their monitoring tools. The forms
capture the topic(s) discussed, modes of delivery, and reason for contact.

Coaching for Life: Patient contact log for each interaction

Peers for Progress grantee project in San Francisco shares their monitoring tool. This
log captures the mode of delivery, and topic(s) discussed with a focus on action
planning.

Alivio CES contact note and sample monitoring report

Peers for Progress project at the Alivio Medical Center in Chicago shares our monitoring
tools. It is specifically designed with the intention to be integrated into the electronic
medical record.

The University of Kansas Community Tool Box- Chapter
15.2: Provide Supervision for Staff and Volunteers; Chapter
15.3: Providing Support for Staff and Volunteers

This section features guidance and basic steps for supervising and supporting
volunteers.
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Chapter 7: Reach and Engagement of
Program Participants
Section 1: Engaging Your Program Participants
Keeping your program participants engaged in the peer support
activities is critical to program success. Active engagement
requires ongoing effort throughout the process. A few important
aspects are highlighted below:

Program Design
It is important to understand and address the needs of target
populations and explore how features of their culture and
communities may influence these needs.

Engaging the Entire
Patient Population
Peers for Progress project at Alivio
Medical Center utilized tiered,
flexible program approaches to
serve their whole 4,000 patients
with diabetes. Please check out
their program description and
intervention flow chart for more
information.

Selection and Recruitment of Program Participants
Often, a peer support program will target a certain population based on criteria such as clinical conditions,
socioeconomic characteristics, and/or ethnicity. How to recruit program participants, therefore, depends
on whether or not there is an existing database or a list of eligible participants. For example, clinic-based
programs usually can identify and invite patients who may be eligible and interested in peer support
through providers’ recommendation or electronic medical records (EMR). In terms of recruitment
strategies, print materials (e.g., letters, flyers) and active recruitment (e.g., word-of-mouth and outreach
activities) are proven to be effective. It is critical to utilize peer supporters in the process of framing strategies
because they often share similar experience and/or background with potential program participants.

Introducing Peer Supporters to Program Participants
Developing trust and building rapport are the first and most crucial tasks for peer supporters. In many
cases, peer support programs can take advantage of naturalistic settings. For example, programs often
match peer supporters with their participants based on where they live to allow frequent and flexible
interactions. However, when a naturalistic setting is not available, it is important to create opportunities
for a warm introduction. This can be done through a face-to-face meeting, a series of group classes, or a
warm hand-off by providers, community coordinators, or supervisors of the peer supporters. In addition,
establishing a feedback loop between program participants and the supervisor of peer supporters can help
detect problems early.
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Dealing with Unengaged Participants
It is common that some participants will not be enthusiastic about receiving peer support from the
supporters. There will also be occasions when peer supporters have a hard time reaching participants even
with multiple attempts. In these situations, having clear written protocols in place and training peer
supporters to follow them during the initial contacts can be effective in addressing these issues. When
dealing with unengaged participants, it is important not to pressure them and to instead offer them options
for continuous contact. The Asthma project led by Fisher and colleagues, which successfully engaged 89.7%
of low-income, single mothers of children hospitalized for asthma, is one example of this tactic. Specifically,
when a patient was reluctant to engage, the peer supporter would tell him or her that there is no urgency
and that they will contact the patient again in several weeks to see if there are ways they can be helpful.

Section 2: Reaching the Hardly Reached
When working with hardly reached populations, Flanagan and Hancock (2010) suggest utilizing
interventions that focus on trust and respect, flexibility, partnership working, and user involvement. Peer
support is one mechanism that incorporates all of these factors.

Trust and Respect
Peer support should come from “people like me.” This similarity in disease experience and/or culture fosters
trust and mutual respect within the peer/participant relationship. Continual follow-up and support enable
the participant to trust her or his peer.
Peer supporters can “sell” themselves better than descriptions or professional referral through:


Telephone calls with participants



Group activities



Classes (e.g., Nurse educator leads patient education class in which peer supporters assist in discussions,
then pick up participants for ongoing support)



Individual contact in clinical setting
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Flexibility
Peer support models are flexible to regional, local, and individual variance. For example, peer support
sessions in a South African community began and ended with song and prayer because women often
attributed their disease to sin or witchcraft. Peer support is also tailored to individual schedules, which
enables peers and participants to meet when it works best for both parties.
Peer support should be non-directive, flexible but
persistent. Recommendations for communication
with participants include:
After introducing services…
 Peer supporter: “I’m wondering if there is
anything I can do to be helpful”
 Participant: “Well, as a matter of fact, I saw the
other day about people saying butter is OK?”
Accepting basis for refusals…
 Mother of child with asthma, “He’s fine now”
 Peer supporter: “That’s terrific, I’ll call back”
 Mother: “I’m too busy”
 Peer supporter: “I surely understand, no
problem”

Featured Report
Peer Support: An Innovative Strategy
for Reaching “Special Audiences”
Peer supporters are particularly effective in
reaching “special audiences,” such as racial,
ethnic, rural, immigrant and other
disadvantaged populations, and engaging
them in health promotion services and
programs. This brief by Peers for Progress
highlights three special audiences – older
adults, rural populations and racial/ethnic
minority groups – that may benefit from peer
support. This brief also proposes a set of
considerations for those interested in using
peer support-based interventions with special
audiences.

Proactive contact…
 Peer supporter: “I’ll call back in a few weeks [titrate by peer supporter’s judgment] to check in with you,
see if there’s anything I can do to be helpful”

Partnership Working
A key function of peer support is linking participants to clinical care and community resources. Peer
supporters encourage participants to obtain clinical care and connect them to health care professionals
and appropriate community resources.

Co-involvement
Goal setting is collaborative. Peer supporter/participant co-involvement in setting self-management goals
enhances the participant’s commitment to improved behavior change.

Examples from the Field
Low-income, single mothers of Medicaid-covered children hospitalized for asthma were provided asthma
home management coaching, received outpatient asthma monitoring visits, and developed a collaborative
relationship with a primary care provider. This intervention increased outpatient asthma monitoring visits
among these women who were previously “hardly reached” by health care systems.
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Resources

Hardly Reached

Engaging Program Participants

TYPE

NAME

DESCRIPTION

Guide for Asthma Coaches on Behaviors for Stage of Readiness
and Recommended Intervention by Washington University
Internal Medicine

This document outlines common behaviors based on the six stages of change,
and the corresponding intervention ideas that can be incorporated into an
asthma action plan.

Diabetes Management through Peer Support and Community
Outreach from the Patient-Centered Medical Home

This poster of the Peers for Progress project at the Alivio Medical Center in
Chicago provides information on its flexible, non-directive strategies to engage
patients in peer support.

Warm Hand-Off and Rapport-Building Opportunities Lead to
Program Success: A Vietnamese Peer Support Intervention for
Diabetes

The success of a peer support program in Vietnam shows us how important it is to
provide warm hand-offs and foster rapport between peer supporters and
participants.

Alivio project’s Toolkit

Peers for Progress project at the Alivio Medical Center in Chicago shares our
monitoring tools. It is specifically designed with the intention to be integrated
into the electronic medical record (See Appendices in the Guide).

Flanagan SM, Hancock, B. Reaching the hard to reach - lessons
learned from the VCS (voluntary and community Sector). A
qualitative study. BMC Health Services Research 2010, 10:92.

Qualitatively describes hardly reached populations and establishes
characteristics for quality interventions with these groups.

Fisher EB, Strunk RC, et al. (2009). A randomized controlled
evaluation of the effect of community health workers on
hospitalization for asthma: the asthma coach. Arch Ped & Adol
Med 2009 163 (3), 225-232

By evaluating usual care with 2-year asthma coach intervention, the randomized
controlled study tested whether community health workers are able to reach lowincome parents of African American children hospitalized for asthma and to
reduce re-hospitalization among them.
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Part IV: Program Evaluation
Chapter 8: Monitoring and Evaluating
Peer Support
Evaluating peer support is important for designing peer support programs (e.g., training outcomes of peer
supporters), understanding what peer support looks like (e.g., delivery of peer support events), and
demonstrating program impact (e.g., quality of life, health outcomes). In many cases, the methodology
behind these components can be critical to program sustainability. Overall, it is crucial to identify reliable
measures, indicators, tools, and instruments that are relevant to overall program goals, objectives and
activities.
For a starter, the U.S Centers for Disease Control and Prevention Evaluation Working Group’s program
evaluation framework provides a host of descriptive information and practical tools for general program
evaluation for public health programs.
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Program Evaluation vs. Quality Improvement 3,4
Category

Program Evaluation

Quality Improvement

To demonstrate the effectiveness of the
peer support program, identify
improvements, modify program planning,
and justify funding.

To improve internal process, practices, costs
or productivity for a specific peer support
program.

Goal

To gain or increase understanding about the
peer support programs, improve or further
expand programs’ effectiveness, and inform
decisions about future programming.

To evaluate an existing procedure/ service
of peer support program that involves small,
incremental changes in practice, and
provides rapid feedback of results (e.g., peer
supporter recruitment, participant
engagement strategies).

Focus

Focuses on broader questions in regard to
peer support programs, such as:
 program design
 implementation
 effectiveness/impact
 acceptability /adoption
 reach/coverage
 cost

Focuses on internal process and practice of
peer support programs, such as:
 improving adherence to peer support
protocols
 increasing efficiency
 lowering costs
 utilizing staff more efficiently
 improving care coordination

Target
audience

Decision makers and program managers
who use the findings to make improvements
to the current and/or future programs.

Decision makers and program managers
who use the findings to make improvements
to the current programs.

Sample size

Uses stricter sampling methods. The sample
size depends on the number of participants
in the program, and should be large enough
to reduce unnecessary error.

Has flexible sample size. The assessment
can have small sample size but should be
large enough to observe change.

Data
collection

Uses a combination of valid and reliable
instrument as well as program specific data
collection tools.

Relies on routine collection, and uses data
collection tools that allow simple and easy
recording information.

Evaluation
design

Is tightly controlled to the degree that
statistical analysis may be able to control
errors.

Is flexible and may vary during the course of
the program as feedback is provided
throughout the Plan-Do-Study-Act (PDSA)
cycle. Changes in design can be carried out
to quickly achieve a desired goal.

Length of
evaluation
process

Has longer time frame, and usually depends
on the size and scope of the program as well
as the complexity of the evaluation design.

Has a short and more immediate time frame
as the evaluation is usually done quickly
through rapid cycle.

Purpose

FraserHealth, Department of Evaluation and Research Services (2011) Differentiation of Research, Program Evaluation and
Quality Improvement. Available at: http://research.fraserhealth.ca/media/2014-03-04Research_QI_Program-EvaluationDifferentiation.pdf
4
Centers for Disease Control and Prevention (2013). Quality Improvement and Program Monitoring and Evaluation. Available
at: http://www.cdc.gov/hiv/prevention/programs/pwp/quality.html
3
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Section 1: Selecting an Evaluation Type
Program evaluation is necessary to answer the questions “did peer support work,” and “how did it work.”
Choosing an evaluation type largely depends on the question you are trying to answer. Below are four types
of evaluation – process, outcome, impact, and quality - that are commonly utilized by health practitioners
and interventionists. Program Managers may choose to conduct some or all of the four types of evaluation
of their programs. Conducting all of the evaluation types is most beneficial to get a good picture of how the
program worked, whether or not it achieved its goals, and how it impacted both staff and participants. It is
important to note that allotting appropriate staff time and resources to conducting evaluation activities is a
key component of a successful evaluation.

1. Process Evaluation – How was peer support delivered?
Process evaluation assesses how a program is implemented and takes into account all program inputs (e.g.,
theoretical foundations, goals and objectives, resources, etc.), activities (e.g., training, peer support
interactions, etc.), and reactions of participants and stakeholders. Some areas you might consider assessing
during a process evaluation are:






Context: What aspects of the community or environment that influence the program?
Reach: Who is participating in the program?
Dose delivered: How are peer supporters trained?
Dose received: What happens during interactions between peers supporters and participants?
Fidelity: Was the program delivered as planned (training and peer support interaction)?

Suggested reading for process evaluation: Linnan, L., and Steckler A. (2002). Process evaluation and public
health interventions: An overview. In: Steckler, A., and Linnan, L (Eds.), Process Evaluation in Public
Health Interventions and Research. San Francisco: Jossey-Bass Publishers. (pg. 1–23).

2. Outcome Evaluation – Did peer support have an effect on health status?
Outcome evaluations assess short-term or immediate changes that have occurred as a result of an
intervention. Outcome evaluations compare differences between baseline and measures at completion of a
one-time program or at specified intervals (e.g., every year, every 3 years, or every 5 years) of an ongoing
program. Questions asked in an outcome evaluation might include:





What effect is the intervention having on its stakeholders or participants (e.g., changes in knowledge,
attitudes, or behavior)?
What unexpected outcomes, if any, have resulted from the intervention?
What can be modified to make the intervention more effective?
Is there any evidence showing that funders should continue to support this intervention?
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3. Impact Evaluation – Did peer support have an impact on targeted health behaviors?
Impact evaluations assess the long-term changes in target behaviors that can be directly attributed to a
particular intervention. The central question in an impact evaluation is: What would have happened to
those receiving the intervention if they had not been involved with the program? Therefore, impact
evaluations are dependent on developing a comparison group that is similar as possible (in observable and
unobservable dimensions) to those receiving the intervention. This comparison allows for the establishment
of causality (i.e., attributing observed changes in targeted health behaviors to the intervention) while
removing internal and external complicating factors. Some areas you might consider assessing during an
impact evaluation are:





Is the intervention working?
What parts of the intervention are working?
Should the intervention be redesigned?
Should the intervention be scaled up?

4. Quality Improvement Evaluation – How can we improve peer support interventions?
Quality Improvement (QI) evaluations assess ongoing adherence to intervention guidelines, efficient use of
intervention resources, and improving coordination between intervention components. Rather than
proving something to be effective or not, the goal of QI is to continuously improve interventions in the
settings they operate and for the populations they serve. The QI concept has been well-recognized as a way
to address population needs, patient care issues, and health system challenges (e.g., high resource
utilization). Related methodologies such as Plan-Do-Study-Act (PDSA) promoted by the Institute for
Healthcare Improvement (IHI) produced dynamic, rapid feedback for interventionists and practitioners.

Promoting Quality Improvement in Your Organization
Leaders and managers of peer support programs can promote QI activities in the following ways:*
 Create a vision for quality by setting shared goals for performance
 Build staff capacity for QI by providing essential training and tools for QI
 Motivate staff for QI by communicating to them that improvements are possible and welcomed, and
encouraging them to make quality part of their job
 Establish a QI team involving representatives from all departments to the QI process
 Dedicate time to measure performance of the program
 Make sure that “feedback” collected from the surveys, interviews is heard and incorporated into the
program
 Provide time to openly discuss both successes and failures
 Use available existing resources to strengthen QI
 Include a budget for QI activities
* World Health Organization (2008). Operations manual for delivery of HIV prevention, care and treatment at primary
health centers in high-prevalence, resource-constrained settings. Chapter 11: Quality Improvement.
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Section 2: Planning Your Evaluation
Evaluation Models
RE-AIM Model
The RE-AIM evaluation framework helps
practitioners and interventionists understand the
relative strengths and weaknesses of different
approaches to health promotion, chronic disease selfmanagement, and behavior change interventions.
The RE-AIM framework emphasizes the importance
of evaluating the following five dimensions:






Reach to the target population;
Efficacy or effectiveness of the intervention;
Adoption by target settings or institutions;
Implementation of delivery of intervention; and
Maintenance of intervention effects in
individuals, populations, and settings over time.

For more information, Russell E. Glasgow’s
presentation on the RE-AIM model introduces the
basics of and key issues addressed by the RE-AIM
model.

Key Considerations When
Starting Your Evaluations
 Make sure your organization has minimum
functioning systems and infrastructure for
the evaluation.
 Provide staff training and tools they need
to conduct the evaluation.
 Use a team-based approach to prioritize
improvements and implement them.
Involve each staff in the evaluation
process in some way.
 Develop and agree on how the evaluation
will be implemented, who will lead the
process, and how it will be started.
 Involve participants in the evaluation
process since they may bring valuable
ideas based on their experience in
receiving peer support service.

PRISM Model
The PRISM model (Practical, Robust Implementation and Sustainability Model) helps to identify factors
needed to successfully implement researched-tested interventions in practice settings and to measure
implementation success. The conceptual framework examines how the following domains interact and
influence intervention effectiveness:





Intervention design
External environment
Organizational characteristics
Recipients (organizational and population based)
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Logic Model
A logic model presents a visual representation of how an intervention’s activities will bring about change
and work towards achieving the intended goals of intervention. Logic models are intended to provide
direction and clarity by presenting the big picture of desired change, along with smaller but important
details, such as program activities. The main components of a logic model include:







Purpose – what problems or opportunities are being addressed by the intervention?
Context – what conditions or settings will the intervention take place?
Inputs – what type of resources are necessary to conduct the intervention and what types of constraints
exist?
Activities – what are the components of the intervention that will work towards the end goal?
Outputs – what evidence is there that the activities were performed as planned?
Effects/ Impact – what kinds of changes came about as a direct or indirect effect of the activities?

Figure 7: Key components of a logic model
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CDC Framework for Program Evaluation
CDC’s Evaluation Framework uses a set of
6 steps and 4 groups of standards in order
to provide a systematic way to approach
and answer questions about quality, value
and importance of a public health program.
Although the evaluation steps are
designed based on a subsequent progress,
the six connected steps together can be
used as a starting point to tailor an
evaluation for a particular program. These
steps include:
1.

Engage stakeholders, including those
program implementers, and primary
users of the evaluation.

2.

Describe the program, including the
need, expected effects, activities,
resources, stage, context, and logic model.

3.

Focus the evaluation design, including the purpose, users, uses, questions, methods and agreements.

4.

Gather credible evidence to strengthen evaluation judgments and the recommendations that follow
(e.g., indicators, sources, quality, quantity and logistics).

5.

Justify conclusions by linking them to the evidence gathered and judging them against agreed-upon
values or standards set by the stakeholders.

6.

Ensure use and share lessons learned with these steps: design, preparation, feedback, follow-up and
dissemination by using this checklist.

Quality of an evaluation process can be assessed based on 30 standards which are organized into the
following four standards groups are:
1.

Utility standards ensure that an evaluation will serve the information needs of intended users.

2.

Feasibility standards ensure that an evaluation will be realistic, prudent, diplomatic and frugal.

3.

Propriety standards ensure that an evaluation will be conducted legally, ethically and with due regard
for the welfare of those involved in the evaluation, as well as those affected by its results.

4.

Accuracy standards ensure that an evaluation will reveal and convey technically adequate information
about the features that determine worth or merit of the program being evaluated.

Centers for Disease Control and Prevention. Program Performance and Evaluation Office (PPEO). A Framework for
Program Evaluation. Available from: http://www.cdc.gov/eval/framework/
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Quality Improvement Models
Rapid Cycle Improvement Model
The Rapid Cycle Improvement model (also called the Plan-Do-Study-Act Model (PDSA) is an iterative,
four-stage problem-solving model used for improving a process or carrying out change. It allows program
managers to test change quickly on a small scale, see how it works, and refine the change as necessary before
implementing it on a broader scale. The model includes four steps:





Plan – define the intervention objective, create an intervention timeline, identify how data will be
collected
Do – carry out intervention, document the process and observations
Study – analyze data, summarize and reflect on lessoned learned
Act – determine intervention modifications, test intervention again

FADE Model
The FADE model is a four-step QI cycle that includes Focus, Analyze, Develop, and Execute:





Focus – narrow a list of problems to one and verify the problem to be improved
Analyze – collect and analyze data to establish baselines, determine “influential factors,” and identify
possible solutions
Develop – develop action plans for improvement based on collected data, including implementation,
communication, and measuring/ monitoring.
Execute – put the plan into action on a pilot basis, and monitor its effect
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Section 3: Identifying Indicators and Measures
An indicator is a quantitative or qualitative variable that provides a simple and reliable means to measure
achievement, reflect changes connected to an intervention, or help assess the performance of an
intervention or its components. A general rule of thumb for a quality indicator includes five SMART
criteria:
Specific
Measurable (and also reliable, comparable and contextually appropriate)
Achievable (and also cost-effective)
Relevant
Time-bound (and also sensitive)

Featured Example Measures: Peer for Progress Consensus Measures
Peers for Progress funded eight evaluation grants to
test the effectiveness of peer support in management
of type 2 diabetes. These individual sites also pooled
data into a cross-site evaluation. Investigators and key
staff collaborated with the Peers for Progress
Program Development Center at the University of
North Carolina at Chapel Hill to identify key
evaluation indicators of their peer support programs
that could be applied across all projects. The goal was
to establish a core set of shared evaluation indicators
that could strengthen evidence from, yet not add
burden to, their individual and collective projects
assessing the impacts of peer support.
The consensus set of shared measures from the Peers
for Progress Evaluation grants include clinical,
behavioral, quality of life, process evaluation,
mediator/moderator, and cost items. These measures
are selected due to their (or can be readily modifiable)
general applicability beyond diabetes management to
adult health care, chronic disease management, and
health promotion. View the complete version of the
Peers for Progress Consensus Evaluation for
Research on Self- Management and Peer Support in
Diabetes (Figure 8, next page).
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WHO Evaluation Report
A 2007 WHO report has identified indicators
measuring peer support programs in diabetes
as follows:
Outcome evaluation indicators include
clinical parameters (e.g., present or absence
of symptoms, HbA1C, cardiovascular risk
factor control, hospitalizations and ER visits,
healthcare resource consumption, presence
or development of long term diabetes or
cardiovascular complications, expenses and
savings associated with the program) and
additional indicators (e.g., BMI, cholesterol,
blood pressure)
Impact Evaluation Indicators are selfreported quality of life and emotional
distress. Examples are adherence to
behavioral and medication prescriptions,
knowledge, attitudes, self-efficacy, autonomy
and ability to function in their day-to-day
roles.

70

Figure 8: Peers for Progress Consensus Measures
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Section 4: Cost-Effectiveness Analysis and Business Case
Rigorous economic evaluation is critical in securing immediate buy-in and long-term investment in peer
support programs. Decision-makers and policy-makers need concrete evidence of the financial benefits,
sustainability and value added of peer support programs. Some approaches may be taken to examine the
economic impact of peer support, including:


Cost-Benefit Analysis (CBA): By estimating and totaling up
the money value of the benefits and costs of peer support to
the community, cost-benefit analysis helps measure the
benefits and costs of peer support and determine whether the
intervention is worthwhile. CBA can be used where analysis
is needed to add or change a peer support program for
decision making. In many cases, third party payers – such as
private insurance or government – may require CBA to
decide what services should be covered.

Featured Report
The Economic Analysis Report
presents approaches to economic
analyses in the evaluation of peer
support programs and the
development of a robust business
case for peer support that Peers
for Progress grantees conducted.



Cost-Effectiveness Analysis: As a truncated form of CBA, cost-effectiveness analysis fully investigates
the cost side but does not translate the benefits (lives saved, a patient’s additional days of activity, illness
prevented) into a monetary value. By comparing the relative cost and outcomes of diabetes
management programs with and without peer support, cost-effectiveness analysis helps to identify
strategies that optimize health outcomes with limited resources. This approach can redirect resources
from ineffective to effective programs and also allocate resources from less cost-effective to more costeffective care models.



Business Case: A business case provides comprehensive information on health outcomes and financial
analysis to assist organizational decision-makers to justify investments in specific peer support
programs. The broad perspective of a business case is especially pertinent to decision makers because
quality improvement initiatives like peer support are typically not reimbursed under fee-for-service
systems and do not generate direct revenue. Thus, a business case for peer support may guide
organizational support for programs with new payment models such as bundled payment, permember-per-month (PMPM), capitation and pay for performance, all of which pay providers based on
clinical outcomes and value rather than volume.
A business case is distinct from cost-effectiveness and other economic analytic models in taking into
consideration a wide range of financial and non-financial costs and benefits of a program. In making
a business case for peer support, it is important to emphasize how peer support contributes to the
allocation of scarce resources, quality improvement in patient care, and positive return on investment
(ROI).
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Section 5: Data Collection
Whether it is for monitoring and evaluation, for quality improvement, or both, the collection of data plays
an essential role in helping convey a well-rounded picture for the evaluation of peer support programs. The
quality of data directly impacts the credibility of the evaluation, as the collected information would be used
to inform evaluation judgments and the recommendations. Therefore, it is important to collect information
that is perceived as reliable and relevant in order to answer stakeholders’ questions about the evaluation.
Data collected in a systematic way can significantly impact quality improvement processes, help save costs,
and contribute to provide credible clarity to stakeholders. Although each type of data has its limitation, an
evaluation’s overall credibility can be improved by using different types of data and by employing various
procedures for data collection, analysis and interpretation. In addition, involving stakeholders in defining
and gathering data can also enhance perceived credibility because they will be more likely accept the
evaluation’s conclusions and act on the recommendations.
When collecting data, it is important to consider the following:




Type of data needed for the evaluation (e.g., quantitative information, qualitative information or both)
Design of the data collection plan (e.g., data collection tools and methodology)
Quality assurance for data collection (e.g., measure indicators, costs, accuracy)

1. Type of Data
Information or facts collected for evaluation are commonly divided into two types of data:


Quantitative data is information/facts about quantities that can be measured and written down in
numbers. The data:







Answers the questions: “How many?” “How often?”
Measures levels of behavior and trends.
Is objective, standardized, and relatively easily analyzed.
Is comparable to similar data from other communities and levels that use similar measures

Qualitative data includes information/facts that are about qualities or characteristics and can’t be
measured. The data:





Answers the questions: “Why?” “Why not?” or “What does it mean?”
Allows insight into behavior, trends, and perceptions.
Is subjective and explanatory.
Helps interpret quantitative data, provides depth of understanding.
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2. Data Collection Instruments / Tools
Data can be collected using a number of data collection instruments, including computer-aided personal or
telephone interview, mailed questionnaires, electronic or internet questionnaires and direct observation.
The kinds of data you are collecting will inform the kinds of data collection tools and methodologies you
use. Data can be collected using different methodologies, including:


Quantitative data:
 Census
 Sample survey
 Administrative data (chart and check-in log abstraction)
 Tracer study (process mapping)



Qualitative data:
 Questionnaire
 Interview
 Focus group
 Observation
 Case study

3. Quality Criteria for Data Collection
When collecting data based on determined indicators, it is important to consider the following criteria to
ensure quality of the collected data:








Accuracy – Is the data collected correct and reliable?
Efficiency – Is the tool used to collect the data the most economical way to achieve the objectives?
Effectiveness – Have desired objectivities been achieved?
Feasibility and timeliness – Can the data be collected in a cost-effective way, and provide
information in a timely manner?
Relevance – What is the relevance of the information to stakeholders?
Security – Does the data collection process follow the protocol in confidentiality?
Utility – Do the collected facts provide the right information to answer the questions posed?
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Use of eHealth and mHealth in Data Collection
The increasing use of information and communication technologies (a.k.a. electronic health, or “eHealth”)
and mobile devices (a.k.a. mobile health, or “mHealth”) to support community-based healthcare services
has contributed to the transforming the quality of peer support programs. Specifically, electronic processes
and mobile technologies can:






Enable peer supporters to reach out to participants beyond the clinical setting, in remote areas, and
among hardly reach populations.
Make peer support more accessible to those who are hard to reach due to lack of time and/or finances,
or being the targets of stigma.
Help peer supporters improve their performance, which can improve the quality and efficiency of peer
support services (as peer supporters often act as connectors between health care professionals and
communities), as well as provide opportunities for peer supporters learning about peer support models
and chronic disease management.
Help peer supporters overcome barriers they face in the field, including lack of appropriate tools to
provide peer support services and collect data, and limited access to training and resources.

Features of mobile and electronic data collection
Although most data collection is still conducted via paper-based systems of ledgers, rosters, and aggregated
reports, mobile devices and Internet-based technologies are increasingly used to gather and measure
information. Evidence indicates that mobile technology is particularly useful for monitoring and
evaluation. 5 In addition, data collected by peer supporters/CHWs using computer- and mobile devicebased tools were reported to be more effective and efficient compared to traditional paper-based data
collection. 6 Specifically, eHealth- and mHealth-based data collection tools feature:
▪

▪

▪
▪
▪

Higher quality data with fewer errors and less data loss because the data is collected directly from
program participants. This may enable evaluation teams to collect better cross-sections of information
and information comparisons, and provide more accurate responses to stakeholders’ questions.
Lower cost, reduced time, and reduced intermediated levels of data transmission, resulting in faster
turnaround time for collecting, analyzing and reporting the information. This advantage may enable
policy makers, program leaders and program managers to make timely decisions.
Greater data security and archiving capability, which is particularly key to ensuring data transparency
and security.
Easy to manage and analyze large amount of data
Higher efficiency in linkages with electronic health systems

Urmy Shukla & Sree Sen, CLEAR South Asia at J-PAL South Asia at IFMR (2013). Going digital: Use of technology in
monitoring and evaluation. Available from: http://siteresources.worldbank.org/INTHDOFFICE/Resources/54856481401398136529/95770441401398166695/05_Going_Digital_Use_of_Technology_in_Monitoring_and_Evaluation_Urmy_Shukla_&_Sree_Sen.pdf
6
Braun R., Catalani C., Wimbush J., Israelski, D. (2013). Community health workers and mobile technology: a systematic
review of the literature. PLoS ONE, 8(6): e65772. Available from:
http://www.plosone.org/article/fetchObject.action?uri=info:doi/10.1371/journal.pone.0065772&representation=PDF
5
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Considerations when planning mobile phone data collection
As a program manager, it may be worthwhile to consider the
following questions when planning mobile phone/internet
data collection: 7


What are the ultimate goals of data collection efforts? It
is important to understand the problem before making a
decision on a particular technology choice.



Who are the key stakeholders and partners who will need
to engage in the data collection efforts? Sometimes, efforts
to collect the data through the use of mobile devices and
internet may require a new partnership. The contribution
of knowledge from all involved partners can be useful to the
planning, coordinating and implementation of the data
collection process.



To what extent can the mobile/electronic data collection
be handled in-house, and to what extent should the
process be outsourced to others? It would be useful to get
consent on this matter among stakeholders, partners and
sponsor organizations, so the evaluation team can plan,
direct, and assess the efficacy of the data collection efforts.

Observations from Experts
In addition to asking key questions
before data collection, the following
observations from experts may be
useful to consider when planning for
mobile and/or electronic data
collection:
 Piloting and testing various
technology tools in evaluation
sites can be critical components
for success, as it informs the next
steps of a project or program.
 Mobile phone and Internet can be
useful not only for data collection,
but also for dissemination of
evaluation results.
 Costs associated with mobile and
electronic data collection efforts
may fluctuate over time
depending on the requirement for
technology and costs of devices.



Is there sufficient local capacity to plan, implement and
sustain mobile/electronic data collection efforts? In many
cases, the data collection can be led and implemented by local groups. Therefore, the local information
technology equipment and personnel capacity will play an important role in sustaining the data collection
efforts.



How will new data collection systems using mobile devices and internet integrate with existing
information systems and processes? Attention should be taken to ensure that results of mobile and
electronic data collection efforts are compatible with existing information management systems. This would
help avoid unnecessary expenses and inefficiency caused by operating two parallel systems.



How can data security be assure and data privacy be protected when utilizing mobile devices and
Internet? With some aspects of the nature and characteristics of the use of mobile phone and Internet, it is
worth to consider the issue of security for mobile and electronic data. Some potential data security issues
may include expose of geographic location and personal information.



Who has the rights to the collected data? In many cases, sponsoring organizations may take action to
ensure that they retain usage right or full ownership of the data collected, and indicate how that data can be
collected at each process and what the sharing process will be.

7

EduTech, World Bank (2014). Using mobile phones in data collection: Some questions to consider. Available from:
http://blogs.worldbank.org/edutech/using-mobile-phones-data-collection-some-questions-consider
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Resources

Monitoring & Evaluation Survey Instrument

Identifying Indicators & Measures

TYPE

NAME

DESCRIPTION

The Robert Woods Johnson Foundation Diabetes
Initiative’s Assessment Materials, Forms &
Instruments

Resources under “Evaluation of Programs and Services” have project participant
assessment, pre-test and post-test questionnaires and other program evaluation
tools. These can be adapted for peer support programs.

Revised Summary of Diabetes Self-Care Activities
Scale; Perceived Diabetes Self-Management Scale
(PDSMS); Self-Efficacy for Diabetes Management;
Diabetes Support Scale (DSS) (in appendix of article);
Diabetes Empowerment Scale (outlined in Table 3)

These example survey instruments can be used to assess behavioral measures for
diabetes peer support programs.

WHO Quality of Life Scale

This is a commonly used tool for assessing quality of life.

Diabetes Distress Scale (in English and Spanish);
Patient Health Questionnaire, also known as the PHQ9 (Depression)

These example instruments can be used to assess quality of life for diabetes peer
support programs.

The Peer Education Evaluation and Resources Center
(PEER Center’s）HIV Treatment Adherence Survey for
clients

This survey is administered to clients at regular intervals at the Kansas City Free
Health Clinic to assess changes in the client's knowledge about HIV after working
with a peer.

Stanford Self-Management Programs’ Program
Fidelity Manual

This manual provides resources and guidelines for monitoring program fidelity.

STAR Center’s Cultural Competency in Mental Health
Peer-run Programs and Self-help Groups

This tool was created to help mental health, consumer-operated programs and selfhelp groups assess their own cultural competency.

Mobile-based Technology for Monitoring & Evaluation

This knowledge product is a reference guide for using mobile-based technology, and
its associated benefits of real-time data sharing and data analysis; thereby enabling
organizations, donors and citizens to use Monitoring & Evaluation data for better
implementation and delivery of projects.
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Quality Improvement

Identifying Indicators & Measures
Cost-Effectiveness Analysis &
Business Case

Peers for Progress’ Quality Improvement for Peer
Support Program Putting QI into Daily Practice

This set of slides addresses why and how to do quality improvement in the context of
peer support programs. Resources and examples are included as well.

USAID Health Care Improvement ‘s Community
Health Worker Assessment and Improvement Matrix
(CHW AIM)

This toolkit addresses how to improve CHW programs and services. It emphasizes
using certain instruments to demine if a change is needed.

Continuous Quality Improvement (CQI) by the NPSCLN
Quality Improvement Workgroup

This fact sheet describes how CQI can benefit peer support programs, some areas
that may be addressed in CQI, and factors that affect CQI initiatives. Additionally,
you will find resources, protocols, tools, and methodologies for conducting CQI.

IHI’s Resource for Public Health Quality Improvement

This list of resources can be helpful to public health leaders and practitioners to
apply QI to programs and processes. It covers various topics, including national
frameworks and initiatives supporting public health QI, performance management
and QI resources, and community data resources.

Duke University Medical Center’s What’s Quality
Improvement?

This page provides a brief definition of quality improvement and commonly-used
models of QI.

Whitley EM, Everhart RM, Wright RA. Measuring return on
investment of outreach by community health workers. J Health
Care Poor Underserved. Feb 2006;17(1 Suppl):6-15.

This study evaluates the financial impact of community health workers (CHWs) on
health care systems and policies. A longitudinal repeated measures design was used
to assess the return on investment (ROI) of outreach by CHWs employed by Denver
Health Community Voices.

Brownson CA, Hoerger TJ, Fisher EB, Kilpatrick KE. Costeffectiveness of Diabetes Self-management Programs in
Community Primary Care Settings. The Diabetes Educator. Jul
21 2009;35(5):761-769.

This article estimates the cost-effectiveness of diabetes self-management programs
in real-world community primary care settings. Estimates incorporated lifetime
reductions in disease progression, costs of adverse events, and increases in quality
of life.

Building the Business Case for Self-Management

Developed by the Robert Wood Johnson Foundation’s Diabetes Initiative, this
handbook is a useful resource to help program managers understand the rational,
methods and tool for building a business case for self-management of diabetes.
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Cost-Effectiveness Analysis &
Business Case
Data Collection

Reiter KL, Song PH, Minasian L, Good M, Weiner BJ, McAlearney
AS. A Method for Analyzing the Business Case for Provider
Participation in the National Cancer Institute’s Community
Clinical Oncology Program and Similar Federally Funded,
Provider-Based Research Networks. Cancer.
2012;118(17):4253–4261

In this article, the authors present a conceptual model of the business case for PBRN
participation, a spreadsheet-based tool and advice for evaluating the business case
for provider participation in a Community Clinical Oncology Program (CCOP)
organization.

Reiter KL, Kilpatrick KE, Greene SB, Lohr KN, Leatherman S.
How to develop a business case for quality. Int J Qual Health
Care. 2007 Feb 1;19(1):50–55. PMID: 17172600

This paper describes the steps in developing a business case for quality-enhancing
interventions (QEIs) in health care.

Song PH, Reiter KL, Weiner BJ, Minasian L, McAlearney AS. The
business case for provider participation in clinical trials
research: An application to the National Cancer Institute’s
community clinical oncology program. Health Care Manage
Rev. Health Care Manage Rev. 2013; 38(4): 284–294.

This study explores whether providers believe there is a business case for
participating in provider-based research networks and what factors contribute to
the business case.

Northwest Center for Public Health Practice’s Data Collection
for Program Evaluation

This toolkit goes through different data collection methods (document review,
observation, survey, interview, and focus group) and provides an overview,
advantages, disadvantages, examples, and further resources for each method.

American Society for Quality’s Data Collection and Analysis
Toolkit

This includes a number of tools to collect or analyze data.

Pell Institute’s Evaluation Toolkit

The evaluation toolkit provides a summary of the most commonly used methods in
evaluation. It also includes extra information as well as further resources and
examples.

FHI 360’s Qualitative Research Methods: A Data Collector’s
Field Guide

This is a comprehensive guide designed to be used as a tool for training data
collectors in qualitative data collection methods and data management. It is divided
into five modules: (1) Qualitative Research Methods Overview, (2) Participant
Observation, (3) In-Depth Interviews, (4) Focus Groups, and (5) Data Documentation
and Management.
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Data Collection

RAND’s Data Collection Methods: Semi-Structured Interviews
and Focus Groups

This course covers an overview of two types of qualitative data collection
methodologies: semi-structured interviews and focus groups. It provides an
overview of these methods, as well as some practical tools that will allow readers to
improve their qualitative data collection.

American Red Cross’ Monitoring and Evaluation Planning
Guidelines and Tools (pg. 11–14 and Annex IV)

This guide and tools provides concise guidance to readers to develop a
comprehensive M&E system for international humanitarian relief and development
programs.

Agency for Healthcare Research and Quality’s Improving Data
Collection across the Health Care System

This page includes case studies on data collection at different health care settings.

Institute for Health Improvement (IHI)’s Simple Data
Collection Planning

Simple Data Collection Planning is a process tool that ensure the data collected for
performance improvement is useful and reliable, without unnecessary cost and
time.

IHI’s Sampling Tool

Adapted from the IHI’s Methods and Tools for Breakthrough Improvement course,
sampling has been used by hundreds of health care organizations.

NY State Department of Health AIDS Institute’s NQC Quality
Academy: Collecting Performance Data

National Quality Center’s material provides tutorial on how to effectively and
efficiently collect quality data and translate it into QI activities. It includes examples
of sampling records for performance reviews by establishing review eligibility
criteria, identifying minimal sample sizes, and selecting a random sample.

HIVQUAL Project Sampling Methodology

This step-by-step guide, developed by the National HIVQUAL Project, helps health
care providers determine how many patient records to review for accurate
performance measurement and how to effectively sample records.

University of Iowa Hospital & Clinics’ Data Collection Plan
Worksheet & Template

This tool services as a reminder of why data collection is importance and reinforces
standard collection methods for sharing among team members.

Provider and Staff Satisfaction Survey

This survey, developed by IHI, provides a template to test providers and staff
satisfaction within an organization.
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Data Collection

Consumer Assessment of Healthcare Providers and System
(CAHPS)

The CAHPS program is a public-private initiative to develop standardized survey of
patients’ experiences with ambulatory and facility-level care. A CAHPS Survey and
Reporting Kits explains how to prepare and field a CAHPS questionnaire, analyze the
results, and produce consumer-friendly reports.

IHI’s Short Survey Tool

Short surveys provide simple and prompt feedback to assess whether attempts to
improve performance are going in the right direction. They can also be used to
pinpoint certain areas of interest (e.g., did patients find the new form easy to
understand?).

Data Collection Check Sheet for observations American
Society for Quality

A generic tool that can be adapted for a wide variety of purposes; the check sheet is
a prepared structured form for collecting and analyzing data.

K4Health’s mHealth Planning Guide (Data Collection)

This Guide features key considerations for integrating mobile technology into health
programs. It also provide links to a lot of other mHealth resources.

Listening to LAC

This presentation features the Listening to LAC (L2L) experiment which aims to
monitor and evaluate newly introduced data collection methods using mobile
phone in Latin America and the Caribbean.

Rockefeller Foundation’s How Mobile Technology is Being
Used in Innovative Way

This search page from Rockefeller Foundation website provides a series of examples
on how mobile technology is being used in innovative ways for developmental
impact.

UNDP’s Mobile Technologies and Empowerment: Enhancing
human development through participation and innovation

A 2012 paper by the United Nations Development Programme examines how mobile
technologies can empower citizens.

Braun R., Catalani C., Wimbush J., Israelski, D. (2013).
Community health workers and mobile technology: A
systematic review of the literature. PLoS ONE, 8(6): e65772.

This study reviewed the evidence for the use of mobile technology by community
health workers to identify opportunities and challenges for strengthening health
systems in resource-constrained settings.
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Part V: Sustainability

Chapter 9: Sustaining Health Behaviors
Section 1: Ongoing Follow-up and Support
Sustaining behavior change requires ongoing follow-up and support, which should be integrated in the
design of peer support interventions as well as the educational, clinical and community resources. Adapted
from the lessons learned generated from the Diabetes Initiative of the Robert Wood Johnson Foundation,
key features of ongoing follow-up and support for peer support programs include:







Personal: Ongoing relationships with peer supporters and members of the care team help individuals
maintain positive self-care behaviors
Available on-demand: Support is available as needed through flexible formats and frequencies such as
monthly breakfast clubs, parties to which family and friends are invited, and community health fairs.
Proactive: Regular contacts (e.g., phone calls, meetings) to individuals are low demand and can be
initiated by peer supporters and/or staff.
Inclusive of community resources: By creating partnerships with non-health partners (e.g., churches,
beauty salons), a program can provide resources that enhance participants’ social support (e.g., class for
family and friends).
Available via a variety of program options: Offering various opportunities to increase patient
participation and engagement (e.g., individual contact with peer supporters, support groups, exercise
classes) helps individuals thrive in a program.

To best sustain healthy behaviors during and following involvement with a peer support program, it is
important that patients understand several key notions:


There is intrinsic value in continuing to perform healthy behaviors and self-manage their condition.
 The value of good health cannot be understated. There are innate benefits to maintaining health,
including having a better quality of life, and better ability to help others.
 Peer support programs can help boost patients’ internal motivation to continue performing healthy
behaviors by encouraging situations in which the healthy behavior is the convenient behavior, and
the healthy behavior is fun and can be practiced in a variety of ways. For example, having different
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options for working out to lose weight and attending gym classes with friends can help patients
have a better quality of life while having fun and encouraging others at the same time.


Patients have the ability to sustain healthy behaviors.
 Patients are capable of maintaining healthy behaviors over time.
 Peer support programs can support patients’ natural abilities by recognizing the patient’s
accomplishments, providing linkages to clinical and community resources, and fostering an
environment in which the patient feels empowered in their abilities. The patient and the program
can also leverage the support from the patient’s social network.



Maintaining healthy behaviors is the patient’s responsibility.
 Ultimately, a person has agency over their own behaviors, and responsibility for their own health.
 Peer supporters provide assistance in many ways, including disease management, but the
responsibility for taking action for better health lies with the patient.



As they maintain healthy behaviors, patients do not have to be alone in their efforts.
 Peer support programs, as well as the clinical and community resources to which peer supporters
link patients, can help them to sustain their behaviors.
 Peer supporters can continue to provide emotional and motivational support as patients perform
their behaviors. Self-management of disease is often a daily activity, and peer supporters’ presence
and availability can help patients utilize support when needed.



Patients are better equipped to sustain behaviors when they have the resources to do so.
 Peer support programs that provide patients with linkages to community and clinical resources are
giving them a strong base to use as they work on changing their behaviors.


Example situations:
A patient who is working on being adherent to their medication regimen may benefit from being
able to talk to a doctor and receive medications without a gap in prescriptions. The patient is still
responsible for getting the prescription, but the availability and linkage to this resource helps them
sustain their behaviors.
A patient who is working on maintaining or losing weight to better manage their type 2 diabetes
might benefit from knowing where they can become a member at a nearby affordable gym or where
they can find classes on healthy eating. The patient is responsible for exercising and eating healthy
meals, but the peer support program can provide linkages to these community resources so the
patient can take advantage of them.
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Section 2: Theoretical Basis and Strategies for
Sustaining Behavior Change
The ways in which peer support is provided on an ongoing basis may influence how effectively patients
sustain healthy behaviors. In addition to the general strategies and important values of behavior change
listed above, health behavior theory can provide a strong foundation for how peer support programs can
encourage patients to sustain healthy behaviors.

Theoretical basis for sustaining behavior change
Trans-theoretical Model: Stages of Change
The Trans-theoretical Model (TTM) is a theory of health behavior that focuses on stages of behavior change.
As peer supporters work with patients on daily management of their chronic disease, the peer supporter
may tailor their assistance according to where the patient falls along the stages of behavior change. In order
to sustain healthy behaviors on an ongoing basis, peer supporters can employ techniques such as
motivational interviewing, as discussed below. On a programmatic level, organizations can also tailor the
level and type of patient engagement according to where a patient is along the stages of behavior change.
The Trans-theoretical Model has been shown to be an effective platform for thinking about selfmanagement of diseases or conditions, including diabetes and weight loss.
▪

Pre-contemplation stage: The patient is not ready to change their behavior, and/or may be unaware
that a behavior is unhealthy

▪

Contemplation stage: The patient is aware of the behavior, is starting to think about the benefits and
drawbacks of changing the behavior, and is getting ready to take action within the next six months

▪

Preparation stage: The patient is ready to take action within the next month, and may be taking small
steps toward behavior change

▪

Action stage: The patient is actively making behavioral lifestyle changes

▪

Maintenance stage: The patient has changed their behavior and is actively sustaining the behavior.
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Figure 9: Trans-theoretical Model

Applying the Trans-theoretical Model to a peer support protocol will look different at each stage of change.
Providing support during the maintenance stage will entail more action initiated by the patient, and less
direct action by the peer supporter. Some examples include:


Asking a peer supporter to provide more frequent and involved assistance in brainstorming and
reviewing options with a patient if the patient is actively thinking about ways to change his/her exercise
routine to better manage his/her weight (contemplation stage).



A peer supporter might provide a different type of support, such as motivational interviewing or
linkages to resources, to a patient who is exercising but wants to ensure regular time to do so
(maintenance stage).



A peer supporter might also work with the patient to develop long and short term goals for selfmanagement of their diabetes, such as aiming toward lowering their A1c by a certain amount by a
specific date, and at the same time enlist the patient’s existing social network to provide ongoing
support to help the patient reach their goals (maintenance stage).



A peer supporter can work with the patient to anticipate situations in which the patient may be tempted
to return to unhealthy behaviors, and to practice coping strategies to overcome those temptations, such
as a self-reward system to avoid eating unhealthy foods. As the patient becomes less tempted over time,
they will not have to employ their coping strategies as often, and will find the healthy behaviors to be
more routine (maintenance stage).

The Trans-theoretical stages of change range from the pre-contemplation stage to the maintenance stage,
with the goal of moving the patient forward toward the maintenance stage. It is important to keep in mind
that patients may move backward from the action and maintenance stages to earlier stages, depending upon
motivation, level of self-efficacy, or life events, but the goal is for the patient to remain in the maintenance
stage.
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Social Cognitive Theory
Social Cognitive Theory (SCT) is an established
theory of health behavior that expounds the idea
of how environmental factors, our personal traits,
and our behavior influence each other. Peer
support programs should consider how several
concepts of the SCT influence patients who are
attempting to sustain health behaviors, and how
the concepts can be incorporated into peer
support training.
The concept of self-efficacy is the confidence in
one’s own ability to perform a behavior. This is a
key component in a patient’s commitment to
Figure 10: Social Cognitive Theory of health behavior
continue performing a health behavior such as
exercising. A patient is more likely to sustain a behavior if they have attainable but increasingly challenging
behaviors to perform, such as being able to work out for 15 minutes, then 30, and so on.
Implications for training peer supporters: Peer supporters can be trained to increase a patient’s selfefficacy by recognizing when a patient has performed a behavior successfully, however small or large the
gain is, and to share in celebrating the gain and encouraging continuation of the behavior. Having selfefficacy in a health behavior helps patients effectively self-manage their disease or condition on an ongoing
basis.
Self-regulation is a way to control behavior through setting goals, self-reward, self-monitoring, and social
support. This is an important concept for sustaining healthy behaviors, as it gives patients tools to manage
their condition/disease on a daily basis. When a patient sets their own goals for changing behavior,
simultaneously monitor their progress, and give themselves rewards for making small or large gains, they
will be more likely to be able to maintain the behaviors they want to change. For example, a patient who
wants to lose weight may self-regulate by setting a goal of losing 20 pounds by a certain date, they may
monitor their progress by using a weight loss phone app, they may give themselves a reward when they lose
10 pounds, and they may enlist their friends or peer supporter’s help in making sure they don’t make poor
food choices.
Implications for training peer supporters: Peer supporters can be trained to assist patients with goal
setting, through techniques such as motivational interviewing. They can also be trained to support and
encourage patients in setting up reasonable self-rewards for themselves, as well as finding ways that best
work for the patient as they self-monitor their performance of healthy behaviors over time.
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Outcome expectations are a patient’s expectations regarding the likelihood and value of the consequences
of performing a behavior. When a patient has a favorable view of the result of performing a behavior, there
is a higher likelihood that they will desire to perform the behavior. For example, if a patient knows that they
will have more energy after exercising, or that they will smell better and therefore have better social
interactions when they do not smoke, they may be more likely to perform the associated behaviors.
Implications for training peer supporters: Training of peer supporters should include ways peer
supporters can support patients in addressing negative outcome expectations, and encourage
sustainability of positive outcome expectations. When a patient continually sees the value in performing
a healthy behavior, and expects that the result of performing the behavior is positive, they will be more
likely to wish to sustain the behavior.

Strategies for sustaining behavior change
Motivational interviewing
As mentioned in Chapter 5 on training peer supporters, motivational interviewing (MI) techniques can be
used by a peer supporter in assisting patients who are at different points along the TTM stages of change.
Motivational Interviewing provides tools for strengthening a patient’s disease self-management skills, such
as ways to discuss goals and plans, and ways to effectively and confidently address facilitators and barriers
patients might face when trying to maintain changes in their behavior.

Patient empowerment
Patient empowerment is a strategy that helps patients develop their natural capacities to take control of,
and maintain responsibility over, their own disease management. Patients learn ways to manage their
condition and become more empowered to do so over time. To support patient empowerment, peer support
programs can provide patients with a supportive base in ways that fit with the patient’s goals, lifestyle, and
priorities. For example, peer supporters can work with patients to gain the confidence to make their own
decisions regarding self-care, they can facilitate development of problem-solving skills, and they can
support strategies to follow up on goals the patient has set up for themselves. When a patient is empowered
to maintain healthy behaviors, they are better equipped to navigate complex health systems, manage
potential setbacks, and have the confidence to continue performing healthy behaviors.

Potential organizational barriers to sustaining healthy behaviors
Peer support program managers should be aware of some common organizational and system barriers to
sustaining healthy behaviors that a program should be prepared to handle. Some of these issues include
preparing for changes in funding levels or sources of funding, as this may affect the availability or types of
resources that support ongoing healthy behaviors. In addition, peer supporter turn over and/or burn out
could disrupt continuity of ongoing support efforts. Program managers should proactively create plans to
address these potential barriers.
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Resources

Sustaining Health Behaviors

TYPE

NAME

DESCRIPTION

Diabetes Initiative’s Overview Presentation on Ongoing Follow
up and Support

This presentation provides an overview with examples of the key features of
ongoing follow up and support for diabetes care.

Diabetes Initiative’s Issue brief: Ongoing Follow up and support

This issue brief summarizes the key features of ongoing follow up and support for
diabetes care as well as lessons learned from the Diabetes Initiative grantees. Peer
support by community health workers have been recognized as an important
component.

Ongoing Follow-Up and Support for Chronic Disease Care
Management in the Robert Wood Johnson Foundation Diabetes
Initiative by Fisher et al.

This paper in the Diabetes Educator has identified approaches to providing
ongoing follow-up and support for diabetes self-management based on the
experience of 14 self-management projects of the Diabetes Initiative.

Trans-theoretical Model (TTM) for diabetes

This article describes how Resources and Supports for Self-Management (RSSM)
and strategies of the trans-theoretical model (TTM) intersect to produce a
comprehensive approach resulting in cutting-edge diabetes programs.

Trans-theoretical Model (TTM) weight loss

This paper provides an example of using TTM to control weight.

Motivational Interview – Interaction techniques

This page includes useful resources on interaction techniques for motivational
interviewing counselors.
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Chapter 10: Organizational and
System Issues
Section 1: Organizational Culture
Organizational culture is very influential in communities, worksites, housing complexes, and health care
organizations. It affects organizational values, work dynamics, attitude of leaders and staff, as well as policies
and procedures. When developing or strengthening a peer support program, organizational culture often
shapes the structure of a peer support program and directs its developmental pathway. Peer support
approaches need to be tailored to the characteristics of the particular organizational culture. However, in
some cases, the uptake of peer support requires transforming the organizational culture, so it is critical that
proper planning, leadership involvement and intra-organizational advocacy effort ameliorate its effect.
Because organizational culture will evolve over time, it is also important that your peer support program is
flexible and adaptive to any changes in organizational culture.
Tools of Transformation: Peer Culture/Peer Support and Peer Leadership from the Philadelphia
Department of Behavioral Health and Mental Retardation Services, provides useful checklists for program
managers, peer supporters, as well as providers to assess organizational culture and peer support for people
in recovery.

Section 2: Administration
Support from the management level determines
organizational commitment and ability to design
and deliver peer support. In general, administrative
support provides the type of leadership needed to
facilitate change and collaboration, secures
resources (e.g., space, funding),
determines
compensation for peer supporters, ensures
appropriate training, supervision and back up of
peer supporters, and establishes protocols, policies
and procedures. All of these roles are pertinent to
the success and sustainability of a peer support
program.
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Featured Tool
Gateway Community Health Center’s Promotora
Policies and Procedures provides sample
guidelines that a health center or program
might use when working with promotoras for a
diabetes self-management program. It also
includes a competency checklist, promotora
evaluation, and samples of documentation
guidelines, standing orders and responsibilities.
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Section 3: Intra-organizational Advocacy
Getting buy-in from staff and leaders of your organization is a necessary first step for starting or
strengthening a peer support program. In many cases, it requires an ongoing, consistent intraorganizational advocacy effort in the face of resistance from managers and health professionals that do not
recognize the value-added from peer supporters. Often, challenges arise because staff and organizational
leaders are not able to understand the important and yet complementary roles of peer supporters to health
care systems. For example, managers may have concerns about reporting and job procedures, whereas
professionals may worry about misinformation, mishandling of patients, and disrupted relationships with
patients by the peer supporter. Organizational leaders may have difficulties assessing the benefits of peer
support-related activities from a financial standpoint. Without proper intra-organizational advocacy
strategies, peer supporters are not able to effectively serve their targeted populations. As a result, there will
not be adequate technical support (e.g., training, supervision) and funding to sustain the program/service.
Familiarizing yourself with the evidence of peer support is a good start for promoting peer support within
your organization. In terms of concrete steps, the Advocating and Planning for a Behavioral Health
Program toolkit developed by a work group of the National Peer Support Collaborative Learning Network
(NPSCLN) shares a set of core elements for planning a strategy that are applicable to peer support programs
in general:


Establish a working group to develop a strategy and plan activities.



Identify your audiences (pro, undecided, and against).



Minimize the opposition or find areas of common interest as often as possible.



Refine positions to achieve a broader consensus.



Develop SMART objectives (specific, measurable, appropriate, realistic and time bound).



Position your issue to offer key decision-makers a unique and compelling benefit or advantage.



Identify your resources and plan to build coalitions and mobilize support.



Plan the activities that are the most appropriate for your intended audience.



Plan for and combine multiple channels of communication.



Give the proposed change an appealing name that is easily understood and designed to mobilize
support.
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Section 4: Financial Management and Models
Financial sustainability is important to support and maintain the operation of a peer support program.
Financial management helps programs operate properly, while an effective financial model is a vital factor
in program sustainability. This section includes information on peer support program budgeting, resources
for financial management, and various payment models in the U.S.

Financial Management
Key Areas for Consideration When Developing a Program Budget
The design of a peer support program can affect its budget. Below are four major areas that can have a
significant impact on the costs of your program:


Scope of work of peer supporters: Scope of work may include total number of people to be served by
the program, as well as key tasks for a peer supporter. This information will help you to estimate how
many peer supporters are needed to successfully reach those whom you are serving, as well as potential
expenses associated with supervision (e.g., number of supervisors, percentage of time for supervision),
and the mode(s) of service delivery (e.g., one-on-one, group, face-to-face, home visit, by phone etc.).



Training of peer supporters: Initial and ongoing training is crucial to quality assurance. Depending on
what the training will entail, relevant activities can cost a decent portion of the budget. In addition to
the training content, it is also important to consider who the trainer(s) will be, and where the training
will take place. In another words, an organization that plans to sponsor a peer support program will
need to determine whether or not the organization has the capacity to conduct the training (i.e.,
trainers, curriculum, and space), and if it is cost-effective to do so.



Staffing model: Peer supporters can be volunteers or employees. A program’s staffing model directly
affects the budget for salary and benefits, which often accounts for the largest portion of a program’s
expenses. Be sure to look into other programs similar to yours so you can better assess how to structure
a staffing model based on both the perspectives of costs and impact.



Tracking and data management system: In some cases, an organization may choose to closely monitor
their program progress or better integrate peer supporters with other existing services. In order to do
this, the organization may invest in a data management system such as an electronic medical record
system (EMR), or a mobile app. Both developing and managing such a system will require certain staff
time and financial resources.

Common Elements for an Itemized Budget of a Peer Support Program
To build a budget for a peer support program, it is essential for a manager to understand the organization’s
operation spending and functions. The table on the next page summarizes key cost categories along with a
template for entering information on a program’s budget, amounts and allocations.
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Itemized Budget Template
Position or Expense Categories

FTE%

Salary and Fringe

Cost

Personnel (including full-time, part-time and volunteer)
Program manager
Peer supporter 1
Peer supporter 2
Peer supporter 3
Administrative staff
Data analyst
Other staff member(s) or
consultant
Office Operations
Training
Trainer
Training materials
Transport
Refreshments
Program materials
Peer support manual
Contact logs
Flyers
Patient handouts
Travel
Office supplies
Printing
Stationary/postage
Telephone
Other office operations
Equipment
Mobile phone
Software
Other equipment
TOTAL
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Helpful Tools for Financial Management
Organization charts
The structure of an organization often affects its financial management. Thus, to understand financial
management, it is essential for managers to recognize the overall structure of their program/ organization
(See Figure 9). Organizational structure is commonly shown using organization charts. Using an
organization chart can be helpful in terms of delegating of authority for decision-making, tracking, and
internal communication. The organization chart can also help monitor the budget and estimate staff time
needed for a peer support program by visualizing management responsibility and the relationships of
positions within the organization.

Figure 11: An organization chart sample for a peer support program

Budget calendar
A budget calendar is a simple, yet useful, tool to help managers create and develop budget and payment for
operating activities of their peer support programs over a period of time (e.g., ranging between several
months and a fiscal year). The tool is also useful for budget monitoring and internal reporting, as well as
other aspects of fiscal management, such as tracking expense activities and balance adjustment.
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Additional resources on financial management:










Establishing a Financial System: A part of Partner in
Health’s Program Management Guide, this section
focuses on the critical role sound management of your
organization’s finances plays in CHW program
planning and implementation.
Measuring Return on Investment of Outreach by
Community Health Workers: This article provides a
useful example of assessing the financial impact of
CHWs on health care systems and policies.
Resources for Non-profit Financial Management:
Wallace Foundation offers general resources –
including articles and studies by leading thinkers in
the field of nonprofit finances – on why strong notfor-profit financial management is important, how to
address barriers, and how to reach financial success
for nonprofits.
Non-profit Accounting Basics: Developed by Greater
Washington Society of CPA Educational Foundation,
this resource is designed to help managers produce
accurate records and reports, encourage and measure
accountability, and successfully manage and sustain
their nonprofit organization.
Non-profit Cost Analysis: The Bridgespan Group
provides resources on cost analysis, including how to
calculate all-in costs of providing services, running
programs, and operating the organization.
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Communicating
Financial Information to Others
The ability to communicate financial
information to others has direct impact
on the success of financial
management practice. Some useful
communication tips include:*
 Create a report as your method of
communication.
 Use generally-accepted
terminology, and avoid using too
much jargon.
 Use standard formats that are
commonly accepted in the
accounting profession.
 Begin the report with an executive
summary.
 Organize the body of the report in a
logical flow.
 Place extensive detail into an
appendix (if needed)
*Baker J.J and Baker R.W. (2006) Health
Care Finance: Basic Tools for Non-financial
Managers. Second Edition. 2006 Jones and
Barlett Publishers, Inc.
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Financial / Payment Models
Traditionally, peer support programs have often been funded through a patchwork of short-term grant
funding. Although states have started to recognize the benefits of financing peer support programs through
dependable channels of reimbursement (i.e., CHWs and peer specialists), peer support programs should
actively identify financial models for sustaining activities.

Key Components of a Sustainable Financial Model
In a webinar on Sustainable Financial Models for Improving Population Health, Dr. James Hester and
colleagues highlighted key components of a sustainable financial model. Specifically, a financial model can
be sustained when it:







Has an adequate portion of savings for reinvestment for long-term sustainability.
Has a combination of, and leveraging investment capital from, multiple public entities.
Has a good mix of financing vehicles that include multi-sector programs and innovative funding
models (e.g., traditional limited-term grants, shared savings, capitation, per-member-per-month,
private investment, or public reimbursement such as Medicare/Medicaid).
Has financial sources generated from a diverse collection of interventions in size, length of
implementation, and type of service.
Is built on a strong community health system (e.g., health system redesign at multiple levels, including
enhanced medical home, upgrade state/regional IT infrastructure, and multi-payer payment reform)

Examples of Payment Models
In recent years, shifts in the health care landscape toward patient-centeredness, cultural competency, long
term chronic disease management, and team-based medicine all point to peer supporters as part of the
solution. The emerging recognition and integration of CHWs in the U.S. has required health care leaders
and policymakers at both state and federal levels to take action to push for sustainable financing of peer
support/CHW programs. New payment models, such as bundle payment, per-member-per-month, and pay
for performance, have been developed in addition to traditional models like grant-funded, public insurance
and self-paid models. Some common payment models in the U.S. are highlighted below:


Grant-based programs: Grants and contracts from charitable foundations or government agencies
are the most prevalent and well-known funding sources for peer support programs. However, this
funding model can be limited by requirements and restrictions to focus on specific populations or
health issues. Most grants and contracts run three years or less which may disrupt program focus,
program continuity, and job security, even though there may be possibilities for renewal.



Public insurance: In this model, payments can be made to peer supporters/CHWs by public insurance
in the form of either direct reimbursement or indirect payment via capitation. Payment to peer
supporters/CHWs may be part of a health care service that is contracted between the insurer and a
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clinic, or a Medicaid program reimbursement via capitation arrangement. Recent changes in
reimbursement regulations for CHWs who provide preventive services, as well as the expansion of
Medicaid eligibility as part of the Affordable Care Act (ACA), have opened a window of opportunity
for CHW programs to secure sustainable financing.
The Medicaid financing model is organized into four categories:
 Medicaid Administrative Funds reimburse clinics or community-based organization (CBOs) that
offer CHW services for administrative services, such as staffing, cost control activities,
improvement of information technology, interpretation services, and outreach and coordination
activities;
 Medicaid Managed Care permits a managed care organization which may either directly employ
or contract CHWs via other CBOs to receive a capitated amount from the state for the number of
Medicaid beneficiaries it covers;
 Medicaid Section 1115 Waiver allows clinics or CBOs which provide CHW services to receive
Medicaid reimbursement for their CHW services; and
 Direct Reimbursement allows a state Medicaid office to identify CHW programs as billable
providers and reimburse the programs directly for their CHW services.
Despite the advantage of reliable funding, however, the Medicaid funding model also carries challenges
for CHW program managers. Since few Medicaid funding models exist, the adoption, modification,
and establishment of new Medicaid models can be very time-consuming. Also, reporting requirements
for Medicaid programs can be burdensome due to requirements for cost data, progress reports, and
certification for CHWs.


Private insurance: In this model, payers are non-governmental organizations, including hospitals,
managed care organizations, insurance companies, employers, or other healthcare-related businesses.
These entities may contract directly with CHWs or through clinics or CBOs for their services. In this
model, the funds come out of the general operating budget, which means that stability is linked to the
success of the private sector organization. As Medicaid expands under the Affordable Care Act and feefor-service is shifting to capitation, there is a need for Managed Care Organizations (MCOs) to develop,
design and institutionalize procedures, mechanisms and infrastructure appropriate for the new care
environment. Please see the featured example of a private insurance financial model on next page.

Additional information on payment models that may be useful to peer support programs:


The Chronic Illness Alliance Peer Support Network’s Best Practice Framework provides a brief
overview on financial arrangements for volunteer-based peer support programs.



SAMHSA, USDHHS’s Sustaining Grassroots Community-Based Program: A Toolkit for Communityand Faith-Based Service Providers includes information and practical tools to guide sustainability
planning efforts. It contains substantial content related to financial management as well as fund
development and fundraising.

 Issues and challenges of the current US financing/funding mechanism on peer supporters features an
overview of sustainable financing models for peer support and key trends to watch for in the future.
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Featured Private Financial Model
With the launch of the Centennial Care initiative in New Mexico, Medicaid enrollees were stratified into:
Level I (individuals with good to excellent health), Level II (those with long-term chronic disease or high
cost conditions), and Level III (those with very complex health needs such as multiple chronic conditions,
high hospitalization rates, high prescription drug use rates, and high emergency department usage).
Researchers at the University of New
Mexico (UNM) and Hidalgo Medical
Services (HMS) collaborated with
managed care organizations (MCOs) to
develop identification strategies for each
level within Centennial Care. At each
level, they developed a realistic caseload
for CHWs working with patients and
identified best practices for activities and
interventions. Each CHW provided
services to 25–30 enrollees over a period
of three to six months. Services included
health literacy (e.g., navigating the
healthcare system, understanding the
importance of medication adherence)
and other non-clinical support (e.g., assistance with transportation, obtaining food stamps). The highestneed individuals received intensive individualized patient support services, whereas those with lesser
needs generally received interventions that addressed community health barriers with a focus on system
navigation and non-clinical social services.
Estimated overall costs to MCOs (i.e., the cost of the investment in the “upstream” CHW model and any
decreased treatment costs):
 CHW payment model for the highest-risk patients (Level III) remained the same, outside of the Level I
and II combined per-member-per-month (PMPM) rate. Not all Level III members were referred for
services but were chosen by MCO case managers at a monthly fee of $321 per month for each member
referred for CHW intensive intervention.

 A population management approach was taken for Levels I and II. An initial estimate of the necessary

PMPM rate to provide CHW services to all Level I and II members, based on a cohort of 5,000 members
in a neighborhood or cluster of neighborhoods, was $5.75 PMPM. For a 12 month period, the total cost
was $345,000 equivalent to the total revenue generated by this PMPM approach.
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Section 5: Organizational Integration
Integration of peer support and clinical delivery
systems has its niche in increasing patientcenteredness, reducing care fragmentation, and
improving the comprehensiveness of care.
Particularly in the current landscape of U.S. health
care, the increasing uptake of Patient-Centered
Medical Homes (PCMHs) and the passing of the
Patient Protection and Affordable Care Act (ACA)
both encourage integration of peer support with
primary care services and overall treatment.
Integrating community health workers (CHWs)
with a clinical team at health centers and PCMHs
through ACA funding to reach medically
underserved populations is one example.
Furthermore, the systemic integration of peer
support in behavioral health is well underway,
which makes the peer supporter a natural conduit
for integration of behavioral health and primary
care.

Featured Program Models
 Gateway Community Health Center’s
Advancing Diabetes Self-management
Support in Primary Care is a project of the
Diabetes Initiative that integrates peer
support/promotoras into the care of
patients with diabetes. The program
description provides more details.
 Peers for Progress’ Alivio project integrates
Compañeros en Salud (CES) with their
clinical team to serve 4,000 patients with
diabetes.
 Vermont Blueprint for Health project is a
good demonstration for the benefits of
inclusion of peer supporters (known as
community health teams) in a medical
home setting.

When taking steps toward integration, it is important to understand that integration is complex and
requires great effort. Even though policies may incentivize or enable it, integration needs to be promoted
and executed by those directing and implementing programs, as well as those receiving services. It is also
crucial to recognize the numerous levels of integration (e.g., level of services, level of care providers, levels
of organizations providing care and diverse models of integration). Due to the tendency toward
professionalization in health care settings, efforts must be made to preserve “peerness.” More importantly,
there is no “one-size-fits-all” approach to integration; it can happen by integrating peer supporters into a
clinical team or within a clinical practice/health care system (e.g., peer specialist in the Veteran
Administration Health System). Strengthening the linkages to clinical care/community resources through
in-house referral policies or community partnerships solidifies integration efforts and ensures program
success.
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Peer Support and Primary Care 8
In recent years, the U.S. health care system has begun shifting its strategy to be more preventive and
primary care focused and promote the uptake of Patient-Centered Medical Homes (PCMH). 9 , 10 , 11 This
emerging trend emphasizes patient- centeredness as a key strategy for better care by actively engaging
patients in their own medical care. 12 In many cases, peer support programs have been used to promote
and enhance patient empowerment and engagement, two major characteristics of patient-centered care.
Thus, the integration of peer support and primary care services provides a route to improve delivery of
care. Specifically, the ACA enables the use of CHWs to reach medically underserved populations through
its funding of community health centers and PCMHs, as well as other health and preventative services.13
To learn more, read an issue brief developed by work of the National Peer Support Collaborative Learning
Network. It highlights common barriers, facilitators, and considerations to integrating PS and primary
care, as well as showcases how some organizations have already done so.
Model Programs (Case studies included in this report):











Mi Salud es Primero – a Peers for Progress project at Alivio Medical Center
Birmingham’s My Diabetes Connect
Cambridge Health Alliance
Cincinnati Veteran Affairs
Clinicas de Salud del Pueblo, Inc.
East Carolina University’s COMRADE Trial
MHP Salud’s Salud y Vida – the Rio Grande Valley Chronic Care Management Program
Rhode Island’s Pediatric Practice Enhancement Project (PPEP)
San Diego’s Latinos Understanding the Need for Adherence in Diabetes (LUNA-D)
The Williamson Health and Wellness Center, Inc.

Featured Resources:
 Peers for Progress’ Alivio Project – Mi Salud es Primero (My Health Comes First) Guide
 Patient-Centered Primary Care Collaborative (PCPCC) webinar on Integrating Peer Support into
Primary Care: Rational and Evidence
 A symposium at PCPCC 2014 Annual Fall Conference on Integrating Peer Support Into the Primary
Care Team: Public and Private Models of Integration
 Peer Support in the Patient-Centered Medical Home and Primary Care meeting report

The overview here is adapted from a brief developed by a work group of the National Peer Support Collaborative Learning
Network at http://www.peersforprogress.org/npscln/
9
Rittenhouse DR, Shortell SM, Fisher ES. Primary care and accountable care--two essential elements of delivery-system
reform. N Engl J Med. 2009; 361(24): 2301-3.
10
Mcclellan M, Mckethan AN, Lewis JL, Roski J, Fisher ES. A national strategy to put accountable care into practice. Health
Aff. 2010; 29(5): 982-90.
11
Berenson RA, Hammons T, Gans DN, et al. A house is not a home: keeping patients at the center of practice redesign.
Health Aff. 2008; 27(5): 1219-30.
12
Bates DW, Bitton A. The future of health information technology in the patient-centered medical home. Health Aff. 2010;
29(4): 614-21.
13
Kaiser Family Foundation. Focus on health reform: Summary of the Affordable Care Act. 2013. Available at
http://kaiserfamilyfoundation.files.wordpress.com/2011/04/8061-021.pdf. Accessed January 21, 2014.
8

PfP Program Development Guide – July 1, 2015 version

99

Section 6: Scaling Up a Program
In many cases, when a peer support program has been proven to be effective, its host organization or health
system will then choose to expand the program through extending the scope of work of peer supporters or
increasing number of sites or participants for the program. Below are two sets of spotlights that share
experience and lessons learned on organization-wide adoption and scaling up within a health system.


A 3-part blog series on the MoPo Tsyo Patient Information Centre in Cambodia by Maurits van Pelt
provides a roadmap for scaling up peer educator networks for people with diabetes and developing
sustainability for what was then still an intervention organized and facilitated by a Cambodian NGO.
Blog 1, Blog 2, and Blog 3



A spotlight by Peers for Progress on Pakistan’s Lady Health Workers shares lessons learned from a
successful phased scale-up with clear policy planning and health system integration.
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Resources

Intra-organizational
Advocacy

Administration

Organizational
Culture

TYPE

NAME

DESCRIPTION

Tools of Transformation: Peer Culture/Peer Support and Peer
Leadership from The Philadelphia Department of Behavioral
Health and Mental Retardation Services.

This document includes checklists for program managers, peer supporters, as
well as providers to assess organizational culture and peer support for people in
recovery.

Stanford’s Implementation Manual

This manual provides information and guidance for administrators and trainers
of the Stanford’s peer-led, chronic disease self-management programs.

Gateway Community Health Center’s Promotora Policies and
Procedures

This tool provides sample guidelines that a health center or program might use
when working with promotoras for a diabetes self-management program. It also
provides a competency checklist, promotora evaluation, and samples of
documentation guidelines, standing orders and responsibilities.

Gateway Community Health Center’s Policies and Procedures for
Referring Patients

This tool was developed to facilitate referral of patients with diabetes to
appropriate resources for managing diabetes.

Advocating and Planning for a Behavioral Health Program toolkit
by the NPSCLN Behavioral Health and Peer Support Interventions:
Section 2 Obtaining Buy-In (pg.19)

The section addresses how to plan an advocacy strategy to enhance buy-in and
respond to resistance. The content is applicable to peer support programs for
mental health and other conditions.

Diabetes Initiative’s Building the Business Case for SelfManagement

This resource teaches program managers how to present a financial and
nonfinancial business case, which may be used for intra-organizational
advocacy.

What is Peer Support?

In this video, an international assembly of medical and public health experts
explain why peer support is important to the present and future of chronic
disease self-management, prevention, and health.
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Financial Management
Financial/ Payment
Models

Financial Management

Tell Your Story – Personal Accounts of Peer Support

This document features a selection of personal stories about individual and
collective impact of peer support shared by of peer supporters, program staff,
and recipient of peer support around the world.

Establishing a Financial System

A part of Partner in Health’s Program Management Guide, this section focuses on
the critical role sound management of your organization’s finances plays in CHW
program planning and implementation.

Measuring Return on Investment of Outreach by
Community Health Workers

This article provides a useful example of assessing the financial impact of CHWs
on health care systems and policies.

Resources for Non-profit Financial Management

Wallace Foundation offers general resources – including articles and studies by
leading thinkers in the field of nonprofit finances – on why strong not-for-profit
financial management is important, how to address barriers, and how to reach
financial success for nonprofits.

Non-profit Accounting Basics

Developed by Greater Washington Society of CPA Educational Foundation, this
resource is designed to help managers produce accurate records and reports,
encourage and measure accountability, and successfully manage and sustain
their nonprofit organization.

Non-profit Cost Analysis

The Bridgespan Group provides resources on cost analysis, including how to
calculate all-in costs of providing services, running programs, and operating the
organization.

The Chronic Illness Alliance Peer Support Network’s Best
Practice Framework

This online manual provides a brief overview on financial arrangements for
volunteer-based peer support programs.

SAMHSA, USDHHS’s Sustaining Grassroots CommunityBased Program: A Toolkit for Community- and FaithBased Service Providers – Sections 4 and 5

This toolkit provides information and practical tools to guide sustainability
planning efforts. It has substantial content related to financial management as
well as fund development and fundraising.

Issues and challenges of the current US financing/funding
mechanism on peer supporters

This spotlight this month looks at sustainable financing models for peer support
and key trends to watch for in the future. Additional information on financing
may be found in the program resources section.
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Organizational Integration
Scaling Up

Approaches and Challenges to Integrating Peer Support and
Primary Care Services by the NPSCLN “Organizational and System
Factors” Workgroup

This is an issue brief analyzing integration of peer support and primary care.

Best Practice Guidelines for Implementing and Evaluating
Community Health Worker Programs in Health Care Settings by
the Sinai Urban Health Institute: Section 4 CHW Integration into
Health Care Systems (pg.76)

This report offers recommendations and case study on integrating community
health workers into health care systems.

Peers for Progress’ Alivio project Compañeros en Salud

This Guide introduces how the Peers for Progress project at the Alivio Medical
Center integrates their Compañeros en Salud (CES) with their clinical team.

Gateway Community Health Center’s program description:
Advancing diabetes self-management support in primary care

This project of the Diabetes Initiative integrates peer supporters/promotoras into
the care of patients with diabetes.

Advancing Diabetes Self-Management in the Mexican American
Population: A Community Health Worker Model in a Primary Care
Setting by Thompson et al.

This peer-reviewed article introduces a project of the Diabetes Initiative at an
urban community health center in Oakland, California. It utilizes community
health workers to act as extenders of the medical staff to facilitate behavior
change.

Vermont Blueprint for Health

This project demonstrates the benefits of inclusion of peer supporters known as
community health teams in a medical home setting.

Starting a diabetes self-management program in a free clinic
setting

This illustrates how to start a peer support program for diabetes selfmanagement support in a free clinic.

Gateway Community Health Center’s Depression Screening and
Follow up Flow Chart

This tool illustrates how to involve peer supporters/promotoras in helping
identify and follow patients with diabetes and depression as they progress
through diabetes self-management services.

Blog series on the MoPo Tsyo Patient Information Centre in
Cambodia by Maurits van Pelt: Blog 1, Blog 2, and Blog 3

This 3-part series provides a roadmap for scaling up peer educator networks for
people with diabetes and developing sustainability for what was then still an
intervention organized and facilitated by a Cambodian NGO.

Pakistan’s Lady Health Workers

This program spotlight on the Lady Health Worker (LHW) program shares lessons
learned from a successful phased scale-up with clear policy planning and health
system integration.
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Chapter 11: Program Recognition,
Certification and Quality Assurance
System-wide Quality Assurance Strategies:
Certification of Individuals vs. Programs
Quality assurance in peer support programs is a crosscutting
issue that affects individual peer supporters, program staff, host
organizations, and public policy. Assuring the quality of peer
support programs is not only important for patient outcomes
and satisfaction, but also plays a key factor in securing payment
and program sustainability. Quality assurance may be
demonstrated by following and documenting recommended
training, monitoring, and evaluation measures.
In recent years, quality assurance guidelines have been
established at the state levels to provide oversight of the
community health worker and mental health peer specialist
workforces. Generally speaking, certification of individual peer
supporters has led to greater recognition of their roles and
contributions, and in some cases, has led to reimbursement for
services provided.

Featured Guide
Guidelines for Quality Assurance
and Credentialing of Community
Health Worker Program and
Community Health Workers (CHWs).
This guide was co-developed by
Peers for Progress, Center for
Health Law & Policy Innovation at
Harvard Law School, and NCLR. It is
intended to provide payors,
including state Medicaid programs,
with guidance in establishing and
implementing quality standards
and credentialing procedures for
CHW programs and CHWs.

While the trend in many states favors certification of individual peer supporters, accreditation of programs
or organizations merits serious consideration as a model for quality assurance. By emphasizing the
responsibilities of a host organization to manage and support the work of peer supporters, program
accreditation may provide a more comprehensive approach to quality assurance. Furthermore, because
many organizations have long histories of effectively running peer support programs, accrediting these
organizations serves to recognize their track record and proficiency.
In most states, it will be advantageous for both individual- and program-level certification to be available.
Together, these approaches can open new opportunities for payment and sustainability. To assure that
programs maintain the community- and person-centered features that are central to their effectiveness,
certification needs to protect the flexibility and local tailoring of programs. Development of these guidelines
should include input from consumers and peer supporters in the field.
The Resources section contains documents that can help to better understand how quality assurance has
been implemented to date and how to improve these systems.
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Resources

Quality Assurance Strategy

TYPE

NAME

DESCRIPTION

Guidelines for Quality Assurance and Credentialing of
Community Health Worker Program and Community
Health Workers

This Guide intended to provide payors, including state Medicaid programs, with guidance in
establishing and implementing quality standards and credentialing procedures for CHW
programs and CHWs.

Accreditation and Certification: Benefits, challenges,
and opportunities for peer support

This document describes some of the benefits, challenges, and opportunities for accreditation
in peer support.

New Accreditation Model for Peer Support

This document reviews the Council on Accreditation of Peer Recovery Support Services, the
only accrediting body in the US for peer support services. What does this model of
accreditation signal for the future of peer support programs?

Peer Specialist Training and Certification Programs:
A National Overview

This report from the Center for Social Work Research of the University of Texas at Austin
provides detailed information on peer specialist training and certification guidelines for every
state.

Featured Quality Assurance Resources

This webpage provides a selection of resources on the certification of mental health peer
specialists and community health workers. Peers for Progress shares these resources to help
readers understand the current regulatory landscape and encourages the development of
complementary quality assurance methods.

Council on Accreditation of Peer Recovery Support
Services

This is the website of the Council on Accreditation of Peer Recovery Support Services which is
the only accrediting body in the US for recovery-centered community organizations and other
programs offering peer recovery support services for addiction. In the first round of awards,
five organizations received full accreditation status.

CARF International (Commission on Accreditation of
Rehabilitation Facilities)

This site provides helpful information about the rational and the overall process of
accreditation.
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Quality Assurance Toolkit

RE-AIM website

The website provides background and tools for applying the RE-AIM model.

Russell E. Glasgow’s presentation on the RE-AIM
model

This presentation introduces the basics of and key issues addressed by the RE-AIM model.

The University of Kansas Community Tool BoxChapter 12: Evaluating the Initiative

This section includes guidance, basic steps as well as examples for evaluating a community
program or initiative.

The U.S Centers for Disease Control and Prevention
Evaluation Working Group’s program evaluation
framework.

This section provides a host of descriptive information and practical tools for general program
evaluation for public health programs.

W. K. Kellogg Foundation: Evaluation Handbook

This handbook outlines a blueprint for conducting program evaluation for the Foundation’s
grantees.

STAR Center’s Cultural Competency in Mental Health
Peer-run Programs and Self-help Groups

This tool was created to help mental health, consumer-operated programs and self-help
groups assess their own cultural competency.

The National Diabetes Program Evaluation
Framework

This paper demonstrates how to design an evaluation of a multifaceted diabetes education
program. This framework has helped program planners and evaluators develop measurable
short-term and long-term outcomes.

Joint Commission Accreditation Behavioral Health
Care’s Survey and Accreditation Process Guide

This toolkit provides you with practical answers to questions that are commonly asked by
behavioral health care organizations. It can be helpful whether you are considering
accreditation for the first time, or you are currently accredited and want to “brush up” on your
knowledge of the accreditation process for behavioral health care. The guide helps walk you
through policies and procedures, standards, and survey process.

Joint Commission Accreditation Behavioral Health
Care’s Standards of Performance for Accreditation

This document includes standards for peer support programs, such as staff orientation and
training, methods for providing support, communication techniques, and crisis recognition.
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Chapter 12: Advocacy
Section 1: Key Messages
Key Messages in Peer Support


Peer support is NOT cheap health care for poor people,
but good health care for all people.



“8,760”: If the average individual with a disease like
diabetes spends as many as 6 hours in a doctor’s or health
professional’s office, that leave 8,760 hours a year they are
“on your own” to manage their disease or condition. This
is where peer support comes in!



Self-management is point of care and beyond.



Standardization by functions, not content: The key
functions of peer support are global, but how they are
addressed needs to be worked out within each setting.

Arguments for Peer Support

Video: What is Peer Support?

In this video, an international
assembly of medical and public
health experts explain why peer
support is important to the present
and future of chronic disease selfmanagement, prevention, and
health.

Peer support increases access to care, improves quality of
care, decreases costs, and increases reach to populations


Peer Support is Cost Effective – Growing evidence of the cost effectiveness of peer support includes a
study in a Federally Qualified Health Center in Denver. A peer support program encouraging a variety
of healthy patterns, from routine mammography to diabetes management, showed a return on
investment of $2.28 to $1 (Whitley et al. J Hlth Care Poor Underserved 2006 17: 6-15). In the Robert
Wood Johnson Foundation Diabetes Initiative, programs that emphasized peer support showed a cost
per “quality adjusted life year” of $39,563 (Brownson et al., The Diab Educator. 2009 35: 761-769).



Peer Support Reaches those Too Often Missed – An “Asthma Coach” engaged 89% of unmarried,
low-income mothers of children covered by Medicaid who had been hospitalized for asthma and held
their engagement for 2 years (Fisher et al. Arch Ped and Adol Med 2009 163 (3), 225-232). In a
successful Coach intervention for low-income patients of “safety net” clinics in San Francisco, the added
benefit of peer support was most pronounced among those who reported lowest levels of medication
adherence at the start of the program (Moskowitz et al. J Gen Intern Med. 2013 28: 938-942). Rather
than cherry picking, these programs reach and engage those whom other approaches often miss.
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Peer Support Reduces Hospitalizations – The same “Asthma Coach” intervention reduced rehospitalization by 50% over a 2-year period. In a program for people with “serious mental illness”
(schizophrenia, depression, bipolar disorder), Recovery Mentors provided individualized support and,
compared to controls, achieved lower rates of hospitalization – 0.89 vs 1.53 hospitalizations per person
over 9 months, 10.08 vs 19.08 days in hospital (Sledge et al., Psychiatr. Serv. 2011 62:541–44).



Peer Support is Traditional Care – Peer support is as old as humankind and engrained in many
cultures, such as the promotora tradition in Latin American culture. Further, it rests on the fundamental
importance of social support, the absence of which is as lethal as smoking cigarettes (5, 48). Thus, peer
support can be understood as a traditional bedrock of care and helping.

Section 2: Key Components of Effective Advocacy
Advocacy has become increasingly a common strategy for programs/ organizations to engage as many
people in developing and promoting peer support. Evidence has shown that effective advocacy can
influence funders, policymakers, and decision makers to provide financial support, influence public policy,
and effect service and practice changes to peer support programs. Therefore, creating effective advocacy has
been the primary objective to achieve these goals. Keys components to make effective advocacy include: 14,15


The rightness of the cause: Key messages to target audiences should focus on positive impacts and benefits of
peer support to population’s health.



Know the facts: The advocates should to be knowledgeable all of the facts – issues, the opposition, and different
opinions – about peer support.



Use the facts: Any messages the program/ organization provide should be based on the facts



Be clear and concise: The advocacy message should be clear, concise and direct to the point, and avoid jargon
and acronyms.



Nurture relationships and collaborative networks: An advocacy strategy usually has higher chance to succeed if
it is a joint effort. Therefore, it is critical to build up a network of allies who share the same messages with your
organization.



Use a variety of advocacy tools and tactics: Depending on target audience and budget, different advocacy tools
should be applied to make sure the key messages are communicated to target audiences in the most effective way.
Some tools are the media, social media, petitions, letters, emails and other evidence-based strategies.



Use different advocacy channels: It is critical to use strategically variety of channels to transfer your key messages,
including meetings with government officials, press conferences, letters, petitions, rallies, and phone calls.



Say thank you: When your advocacy is successful, it’s important to express appreciation to people’s support.

Citizen’s Committee for Children of New York. What is Effective Advocacy? Available at:
http://www.cccnewyork.org/about/what-is-effective-advocacy/
15
Work Group for Community Health and Development at University of Kansas. Community Tool Box: What is Advocacy?
Available at: http://ctb.ku.edu/en/table-of-contents/advocacy/advocacy-principles/overview/main
14
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Section 3: How to Advocate
It is critical to select the appropriate advocacy strategy to
effectively target your audience. There are many groups out
there that are doing great advocacy work on behalf of peer
support and those that provide peer support. Advocacy at
Peers for Progress focuses on educating decision-makers to
achieve organizational and systems level changes. Our
objective is to encourage the adoption of peer support
programs, to establish sustainable funding for peer support
programs, and to strengthen the peer workforce.
Successful advocacy focuses on the educating stakeholders
and decision-makers on the benefits of peer support and
reinforcing these appeals with personal success stories. Peers
for Progress has approached advocacy in the following ways:

Featured Resources
This Call to Action and Guidelines for
Quality Assurance and Credentialing
of Community Health Worker
Programs and Community Health
Workers can help individuals and
organizations advocate for the
uptake of peer supporters /
community health workers, and their
programs.

Global Evidence of Peer Support: Humanizing Health Care
From an international conference hosted by Peers for Progress and the National Council of La Raza, this
report provides strong evidence for the feasibility, reach and engagement, and effectiveness of peer
support programs. The arguments in this document make a strong case for the scale-up and sustainability
of peer support.

Peer Supporter Stories
Stories of program success, examples of individuals helped,
and testimonies from peer supporters can be highly effective
in promoting programs. Particularly, peer supporters/CHWs
can be in a unique position to advocate for peer support
program. They are from the same community and they share
the same life experience as their participants; therefore, they
can be the most influential people to help people understand
what peer support is, and promote the peer support practice.
Tell Your Story – Personal Accounts of Peer Support features
a selection of personal stories about individual and collective
impact of peer support shared by of peer supporters, program
staff, and recipient of peer support around the world.
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Video: A Day in the Life of
Peer Supporters

In this video, Peers for Progress
followed a community health worker
and a promotora de salud in Chicago
who provide peer support to African
Americans and Latinos living with
type 2 diabetes.
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Making a Business Case
Although leaders may be interested in implementing peer support programs, they may be reluctant to
take action unless provided with a strong business case. This resource, The Case for Peer Support in
Diabetes Self-Management, may be a helpful start.

Engaging the Skeptics – Showing Win-Win Scenarios
It is important to show how peer support programs are congruent with the goals of professionals and that
worries about losing control, misinformation, etc. are not well-founded. Testimonials from peer supporters,
physicians and other health leaders may be highly effective.

Advocating through Social Media
Connecting with your community on social media is a great way
to spread your message and broaden your reach at relatively low
cost. Blogging about local events, creating short videos, and
sharing useful resources can raise awareness about key issues that
matter to you. See our advocacy video and Twitter channel for
examples.
Peers for Progress launched pilot strategies to disseminate and
advocate peer support via social media tools such as blogs and
Facebook. Both tools have expanded Peers for Progress’
opportunities to achieve its mission. Specifically,




Our Facebook page provides highlight local, national and
international news stories related to peer support, funding
opportunities published online and links to academic
reports and presentations produced by other organizations
and institutions. These stories are generally posted to draw
attention and commentary and allow followers to get a
complete story by following the link.

Tips for Advocating
via Social Media
 CDC’s Social Media Guidelines
and Best Practices provides
information on lessons
learned, best practices,
clearance information and
security requirements on the
use of social media tools.
 Using Social Media for Digital
Advocacy showcases guidance
on why, when, who and how
to use social media for digital
advocacy.
 10 Tips for Using Non-profit on
Facebook include suggestions
on how to advocate for nonprofits.

The Idea Exchange Blog offers us an opportunity to develop our own unique content, express
commentary on issues in the field of peer support, and provides a venue to comment on current topics
in a format that allows quick publication. Compared to Facebook, blogs provide a more in depth look
at peer support topics and issues and often cite a number of external news sources as part of a larger
discussion.

NPSCLN Advocacy Toolkit
This toolkit may be used to advocate within your organization for developing and implementing a peer
support program for chronic disease self-management.
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NAME

DESCRIPTION

Peer Support in the Patient-Centered Medical Home
and Primary Care

This meeting report pushes for greater integration of peer support in patient-centered medical
homes and advanced primary care.

The Case for Peer Support in Diabetes SelfManagement by the NPSCLN Sustainability and
Advocacy Workgroup

This issue brief makes the case for peer support as an effective method for improving patients’
experiences with the health care system, reducing the burden of chronic disease and the per
capita cost of health care, and improving health outcomes.

CHW Advocacy Toolkit by the NPSCLN Sustainability
and Advocacy Workgroup

This toolkit assembles a set of resources (e.g., fact sheet, talking points, resources for digital
advocacy, action steps, and case studies) that can be useful to change state and national
policy to promote CHW/peer support program sustainability.

The World Health Organization’s Global Evidence of
Community Health Workers (CHWs)

Its executive summary has key messages on integration of community health workers at
national level that can be used for advocacy.

State Advocacy Template to Reach Immigrant
Populations with CHWs in Illinois by the NPSCLN
Sustainability and Advocacy Workgroup

This resource uses Illinois as a state example to illustrate why states should be concerned
about the unmet healthcare needs of undocumented immigrant populations and reaching
them with community health workers.

Examples of State and Local Integration of CHWs by
the NPSCLN Sustainability and Advocacy Workgroup

This document provides several example programs successfully executed in various states.
This can be used to help guide other states in supporting CHW/peer support programs for
immigrant and other populations.

AHRQ Policy Innovation: Minnesota CHW Alliance

This document summarizes how the Minnesota Community Health Worker Alliance led the
way for the passage of state legislation authorizing Medicaid payment for specific community
health worker services provided under clinical supervision.

Lessons in State and Local Advocacy for Program
Development: A webinar featuring Carmen
Velásquez, MA

In this webinar, Ms. Velásquez discussed how community mobilization and advocacy
contributed to the creation and continued success of Alivio Medical Center, a key partner and
implementation site of the Peers for Progress’ project in Chicago.

The University of Kansas Community Tool BoxChapter 34: Media Advocacy

This chapter shares the whys and hows of media advocacy that can be useful for peer support
related activities.

How to Advocate

TYPE
Key Messages

Resources
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Advocacy
Examples

The University of Kansas Community Tool BoxChapter 33.19: Using Social Media for Digital
Advocacy

This resource introduces key steps and examples for using social media for digital advocacy.

What is Peer Support?

In this video, an international assembly of medical and public health experts explain why peer
support is important to the present and future of chronic disease self-management,
prevention, and health.

Tell Your Story – Personal Accounts of Peer Support

This document features a selection of personal stories about individual and collective impact
of peer support shared by of peer supporters, program staff, and recipient of peer support
around the world.
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