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Abstract 

 Peer support is an evidence-based model of care for people living with a mental illness 

and/or substance use disorder. Peers, who are people living with a mental illness and/or 

substance use disorder, use their lived experience and training to support people in recovery. 

Training programs teach peers the necessary competencies to successfully complete their jobs, 

including those skills related to ethics. However, previous peer training programs vary in 

teaching procedures and evaluation approaches. Moreover, few previous peer training programs 

require peers to practice workforce skills of interest to a set criterion when learning to be a peer 

support provider. One important skill peers need to have in their repertoire is boundary setting 

when presented with an ethical violation. Behavioral skills training (BST), which is an evidence-

based training procedure, entails instructions, modeling, role play, and feedback. The current 

study used a group BST to teach peer support workers to set a boundary by reflecting back the 

need, stating that they cannot engage in the requested behavior, and redirecting to an appropriate 

resource or response. A nonconcurrent multiple baseline design across participants was used to 

examine the effects of group-based BST on boundary setting. Results indicate that four out of 

five participants met the mastery criterion after additional experimenter feedback. Participants 

found the training acceptable and noted that role play was the most valuable aspect of the 

training. This research extends the BST literature to a novel population and skill.   

Keywords: behavioral skills training, boundaries, ethics, peer support 
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Using Behavioral Skills Training to Teach Peer Support Workers to Respond to a 

Boundary Crossing 

 Mental health and substance use—or behavioral health (Substance Abuse and Mental 

Health Services Administration [SAMHSA], 2019a)—needs are a significant public health 

challenge in the United States (US; American Public Health Association [APHA], 2020; Centers 

for Disease Control and Prevention [CDC], 2005; Healthy People 2020, 2020). People who are 

living with a mental illness, about 1 in 5 adults in the United States (SAMHSA, 2019b), have a 

median reduction in life expectancy of 10.1 years (range, 1.4-32 years; Walker et al., 2015). The 

number of deaths directly caused by a drug overdose (excluding excessive alcohol use) is on an 

overall increasing trend since 1990, and in 2018, 67,367 people died in the US from a drug 

overdose (Hedegaard et al., 2020; Ritchie & Roser, 2019). Furthermore, an average of 95,138 

people a year die in the US because of excessive alcohol use (Esser et al., 2020). In total, about 1 

in 12 adults in the US lives with a substance use disorder and 7.9 million adult Americans are 

living with both a mental illness and a substance use disorder (SAMHSA, 2019b). Finally, 

substance use costs the US $740 billion a year due to crime, health care, and lost work 

productivity (National Institute on Drug Abuse [NIDA], 2020), and serious mental illness costs 

approximately $193.2 billion a year because of lost earnings (National Alliance on Mental Illness 

[NAMI], 2019).  

 A number of empirically based interventions and practices address behavioral health 

needs. For example, contingency management—a treatment method that involves paying people 

for staying abstinent from a substance—is effective in reducing the use of a number of 

substances, including cocaine (McDonell et al., 2013, Minozzi et al., 2016) and alcohol (Petry et 

al., 2000; Prendergast et al., 2006). The Community Reinforcement Approach (CRA), which is a 
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model that combines such procedures as a functional assessment of substance use, job skills 

training, and relationship counseling, is frequently paired with contingency management. The 

combination of CRA and contingency management is effective in reducing substance use as well 

(Budney et al., 1991; De Crescenzo et al., 2018; Meyers et al., 2011). Various medications are 

also effective at treating substance use disorders. For example, naltrexone, acamprosate, and 

disulfiram are all FDA-approved to treat alcohol abuse (NIDA, 2019). Other medications, 

including selective serotonin reuptake inhibitors (SSRIs) and serotonin and norepinephrine 

reuptake inhibitors (SNRIs), can be combined with other treatments to help manage mental 

health symptoms (National Institute of Mental Health [NIMH], 2016). Acceptance and 

Commitment Therapy, which combines mindfulness and behavior change strategies (Hayes et 

al., 2005), is efficacious across a range of conditions, including behavioral health, and has 

demonstrated significant improvements in outcomes related to depression, anxiety, and substance 

use (Gloster et al., 2020). Although a full review of mental health and substance use treatments is 

beyond the scope of this paper, there are a plethora of other treatment options, including 12-step 

programs (Kelly et al., 2020), motivational interviewing (Rubak et al., 2005), and cognitive 

behavioral therapy (Hofmann et al., 2012).   

Behavioral health needs are complex; therefore, one single intervention may frequently 

not be enough for a person to experience lasting positive outcomes. In addition to the above-

mentioned interventions, the use of peer support is a recommended approach to help people in 

recovery (Yam et al., 2018). Peer support workers, or simply peers, are people who are in long-

term recovery from a mental illness and/or substance use disorder and use their lived experience 

to help others on their recovery journey (SAMHSA, 2020). Peers use insights gained from 

navigating similar situations to engage with community members and support them on their 
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recovery path. Peer roles and responsibilities vary depending on their location, but frequently 

peers are responsible for helping community members connect to resources, advocating for them, 

building their skills, and listening to community members’ stories while sharing their own 

(Cronise et al., 2016; Jacobson et al., 2012). There is moderate evidence that peer support 

increases engagement in care, sense of hope, and social networks and decreases inpatient and 

emergency service usage for people living with a mental illness (Chinman et al., 2014; Davidson 

et al., 2012; Pitt et al., 2013; Walker & Bryant, 2013). Additionally, peer support significantly 

increases self-efficacy for patients living with a mental illness (Mahlke et al., 2017). There is 

also moderate evidence that peer support reduces relapse and increases satisfaction in treatment 

for people living with substance use disorders (Reif et al., 2014). Peer support was designated an 

evidence-based model of care and has been Medicaid reimbursable since 2007 (Smith, 2007).   

To produce the above benefits, peers need to use a number of skills in addition to their 

lived experience. In fact, the National Rehabilitation Information Center furthers the definition of 

“peer providers” by noting that peers use their lived experience along with training and support 

to provide people with similar lived experience coaching (National Rehabilitation Information 

Center [NARIC], 2019). The necessary skills peers need to be successful, including the ability to 

listen, tell their story, and help someone in crisis, are outlined in SAMHSA’s core competencies 

for peer providers (SAHMSA, 2015). Peers learn these skills through a certification process and 

through additional training. The certification process for peers varies from state to state (Doors to 

Wellbeing, n.d.; Kaufman et al., 2016), and these certification processes only cover basic skills 

(Salzer et al., 2010). Therefore, peers require additional training on top of the certification 

process. Additionally, peers must learn to behave ethically and in accordance with various 

ethical codes of conduct, such as the National Certified Peer Recovery Support Specialist 
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(NCPRSS) Code of Ethics (National Association for Alcoholism and Drug Abuse Counselors 

[NAADAC], n.d) and the State of Kansas Certified Peer Specialist Code of Ethics (Kansas 

Consumer Advisory Council for Adult Mental Health, n.d.). Example codes include maintaining 

confidentiality, setting clear boundaries, refraining from using undue influence, and ensuring 

peers never engage in a conflict of interest. These codes of ethics ensure peers are behaving in 

the best interest of those with whom they are working.  

A systematic review (Schulz, 2020; Appendix A) identified the training procedures used 

to teach peers, evaluation methods to assess training, and what topics training covered to identify 

gaps in the extant peer training literature. Peer training programs used a number of teaching 

procedures to teach peers skills, including role play, discussion, and traditional lectures. 

However, the training literature lacked technological details in the method sections and did not 

report fidelity data to ensure experimenters implemented the training as described. Training 

programs were primarily evaluated by their effect on subjective measures relating to how peers 

felt about themselves rather than the skills taught in the training, and no study measured actual 

peer performance. These identified limitations provide an opportunity for improvement in peer 

training, specifically around using evidence-based procedures that are implemented with fidelity 

and measure peer performance on job skills. 

Behavioral Skills Training 

 Behavioral skills training (BST) is an empirically based training procedure rooted in 

behavior analysis that is composed of written instructions, modeling, role play, and feedback 

(Dib & Sturmey, 2012; Miltenberger, 2016; Parsons et al., 2012) that may be able to address 

some of the limitations listed above. A variety of studies have demonstrated the effectiveness of 

BST across settings, behaviors, and populations (see Table 1). For example, BST has previously 
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been effective at teaching gun safety skills to children (Lee et al., 2019, Miltenberger et al., 

2004), soccer skills to children with and without autism (Chambers & Radley, 2019; Quintero et 

al., 2020), and interview skills to people with disabilities and college students (Roberts et al., 

2020; Stocco et al., 2017). It is important to note that before the implementation of BST steps, 

trainers must identify the goal of the training and operationalize the skill they will teach 

(DiGennaro Reed et al., 2013). Additionally, after BST trainers should provide ongoing support 

in the form of observation, progress monitoring, and feedback (DiGennaro Reed et al., 2018).  

Instruction 

BST begins with instruction. These instructions should be brief and clear and can be 

either written or vocal, or both (DiGennaro Reed et al., 2018; Lerman et al., 2015). Frequently, 

trainers provide a rationale for the skill as well (Reid et al., 2011). Although instructions have 

been shown to increase skills to some extent, instructions alone are less effective than other 

teaching methods and therefore should be combined with other teaching procedures (DiGennaro 

Reed et al., 2013; Ducharme & Feldman, 1992).  

Modeling 

Modeling is the next step of BST and involves correctly demonstrating the skill. Trainers 

can model the skill either live or through the use of video modeling (DiGennaro Reed et al., 

2013; Lerman et al., 2015). Video modeling has been used to successfully teach skills in a 

number of studies, such as discrete-trial training (Catania et al., 2009), preference assessments 

(Lavie & Sturmey, 2002), and functional analysis procedures (Moore & Fisher, 2007) to direct-

service staff. Advantages of video modeling include better control over the model’s performance 

and pace of the instruction, the ability to reuse the videos, and the opportunity to allow trainees 

to keep the videos after training (DiGennaro Reed et al., 2013). The modeling portion of BST 
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can also include a discussion on parts of the skills implemented correctly and incorrectly 

(Lerman et al., 2015).  

The number of models used varies from study to study. For example, Clayton and 

Headley (2018) modeled five trials before moving to feedback and rehearsal. These researchers 

repeated this modeling as necessary for no more than 10 minutes. Catania et al. (2009) modeled 

11 trials in a video that lasted 7 min and 15 sec, whereas Moore and Fisher (2007) used a total of 

6 videos. Erath et al. (2020) modeled three exemplars. Others have provided modeling for a set 

amount of time. For example, Hogan et al. (2014) modeled a behavioral intervention plan for 5 

min before moving to role play and feedback. The researchers repeated this sequence until 

participants met mastery criteria. Overall, it is important that the skill is modeled correctly a 

number of times and with various performers (DiGennaro Reed et al., 2013; Lerman et al., 

2015). 

Role Play 

The next component of BST is role play. In this component, trainees perform the training 

skill as if they were in the real world (DiGennaro Reed et al., 2013). Similar to the number of 

models, the number of role plays trainees engage in until they move to postttraining assessment 

varies. Many studies take a competency-based approach and require trainees to engage in role 

plays until they meet a mastery criterion, such as 85% correct for two consecutive sessions 

(Lavie & Sturmey, 2002) or 5 consecutive trials correct (Clayton & Headley, 2019), while others 

allow trainees to practice until they state that they feel comfortable (e.g., Erath et al., 2020). 

However, the use of one rehearsal with feedback until mastery criterion is met is the most 

efficient (Jenkins & DiGennaro Reed, 2016).  

Feedback 
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The final component of BST—feedback—is provided during the role plays. Trainers 

provide praise for steps correctly completed and corrective feedback for steps incorrectly 

completed (DiGennaro Reed et al., 2013; Lerman et al., 2015). Typically, the trainers provide the 

feedback. However, a recent study by Erath et al. (2020) required fellow participants to provide 

feedback in “peer dyads.” Participants in this study still demonstrated increases in skill 

performance. This method may be advantageous in that it can reduce the number of resources 

needed for a training while providing participants with more opportunity to practice.  

BST and Employment Behaviors 

BST has been successful at teaching a number of employment skills. These skills 

generally relate to the human service industry, especially employees who work with people with 

developmental disabilities. For example, BST has been used to teach employees how to conduct 

discrete-trial training (Catania et al., 2009; Clayton & Headley, 2019; Hillman et al., 2021; 

Sarokoff & Sturmey, 2004), preference assessments (Lavie & Sturmey, 2002), functional 

assessments (Moore & Fisher, 2007), the Picture Exchange Communication System (Homlitas et 

al., 2014; Wood et al., 2007), and how to reinforce appropriate behaviors, correct errors, and 

initiate opportunities for students (Palmen et al., 2010). BST can also be used to teach other job 

skills, such as how to receive feedback (Ehrlich et al., 2020). Overall, BST is an effective 

intervention at teaching a wide range of employment skills.  

BST and People Living with Mental Illness and/or Substance Use Disorder 

A few studies in the behavior analytic literature use BST with people living with a mental 

illness and/or substance use disorder. For example, Brazeau et al. (2017) used BST in 

conjunction with defusion and mindfulness to teach interview skills to people who are dually 

diagnosed with a mental illness and a developmental disability. Outside the behavior analytic 
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literature, training procedures that are sometimes called behavioral skills training and sometimes 

just describe the components of BST are frequently used. For example, instructions, modeling, 

role play, and feedback have been used to teach relapse prevention skills to people with a mental 

illness (Ridgely & Jerrell, 1996) and various skills to avoid substance use (e.g., saying “no” to 

substances, problem solving) to people who abuse drugs (Hawkins et al., 1986). Additionally, 

Marder et al. (1991) used a behavioral skills training program to teach medication and symptom 

management skills to people with schizophrenia. A common thread among these studies is that 

they usually use BST components to teach people living with mental illness and/or a substance 

use disorder recovery or social skills. Overall, it is clear that researchers implementing BST can 

successfully teach skills to people living with a mental illness and/or substance use disorder.  

 BST has shown to be successful at teaching skills across a wide range of settings, 

populations, and behaviors, including a number of employment behaviors and to people living 

with a mental illness and/or substance use disorder. However, there remains opportunity to 

extend the generality of BST. Specifically, BST has not been used to teach job skills to peer 

support workers. Additionally, Lerman et al. (2015) note that formal training in ethics is an 

important, yet often overlooked, topic for people who work with others. These researchers 

further note that ethical training should provide trainees with ethical scenarios that can be 

discussed, modeled, and role played. BST may therefore be an effective method to teach ethical 

skills.  

Boundaries  

 Setting boundaries is an example of an important ethical and professional issue for all 

helping occupations, including peer support, on which training can be facilitated. Peer training 

programs frequently cover boundary issues (Compton et al., 2014; Fan et al., 2018; Franke et al., 
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2010; Hutchinson et al., 2006; Schulz, 2020), and peers note that having clear boundaries is 

valuable in helping to clarify roles (Faulkner & Basset, 2012). The definition of a boundary 

varies, but generally a boundary relates to what is acceptable for a professional to do. There are 

professional—codes based on standards of a field—and personal—moral codes based on a 

person’s history—boundaries (Doel et al., 2009). Boundaries usually exist where there is a power 

imbalance between two people (Kendall, 2011) and White et al. (2007) note that boundaries 

issues relate to decisions that affect a relationship’s intimacy. Boundary crossings then involve 

an act that is not acceptable for a professional to do or that is counter to a person’s professional 

or personal code such as giving a community member money or sharing their personal phone 

number. Crossing these boundaries can lead to harm for both the client and the practitioner, 

including a loss of trust or increased dependence on the practitioner. It should be noted that some 

authors differentiate between a boundary violation and a boundary crossing (Glass, 2003; 

Gutheil & Gabbard, 1993); however, this nuance goes beyond the scope of the present study. 

Therefore, boundary terminology will match the literature being summarized and the use of the 

terms boundary crossing, boundary violation, or boundary issue will be used interchangeably in 

the narrative for the remainder of this paper. Broad examples of boundary issues in addition to 

those listed above relate to dual and/or inappropriate relationships, inappropriate self-disclosure, 

having business transactions with a client, giving or receiving gifts, and operating outside of 

one’s area of competence (Bailey & Burch, 2016; Strom-Gottfried, 2000; White, 2004; White et 

al., 2007).  

Due to the wide range of definitions around boundaries and differences in fields, it is 

difficult to pinpoint how often boundary transgressions occur for various professions (Doel et al, 

2009). However, Pope and Vetter (1992) found that incidents relating to maintaining appropriate 
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boundaries were the second most reported ethical issue in a national survey of American 

Psychological Association members. Additionally, Strom-Gottfried (2000) found that boundary 

violations were the most frequent ethical complaint filed to the National Association of Social 

Workers. Finally, by some estimates, boundary crossings with peers, or at least what may be 

considered a “minor” violation (e.g., demanding a peer set up a cell phone for the community 

member, asking intrusive questions) are crossed on the majority of shifts (T. Bird, personal 

communication, October 25, 2020). 

 The ability to discriminate and set boundaries, and therefore avoid a boundary violation, 

is important for a number of reasons. First, boundary violations can put organizations and 

practitioners at legal risk. Legal risk can occur for a number of reasons, such as confidentiality 

breaches that may lead to inappropriate disclosure of information (Bonosky, 1995; Fronek et al, 

2009; Reamer, 2001; Simon, 1992). Second, boundary issues can negatively affect public trust in 

an organization (Aravind et al., 2011). Third, boundary violations can result in psychological 

distress for both practitioners and clients (Bonosky, 1995; Fronek et al, 2009; Reamer, 2001). 

Finally, even minor boundary violations can be problematic, as they can lead practitioners down 

the “slippery slope” to more serious violations (Aravind et al., 2011; Doel et al., 2009).  

To avoid the negative effects of boundary violations, it is imperative to train people on 

how to appropriately respond to a client attempting to cross a boundary. Boundary issues are 

generally taught to students during coursework and to professionals through training. A focused 

search of the literature reveals that there have been a few peer reviewed articles that discuss 

boundary training, as seen in Table 2. These training sessions are administered to various health 

professionals, such as doctors, social workers, psychologists, and nurses. The training programs 

described frequently use a number of learning activities, including small and large group 
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discussion, didactic lecture, and scenario feedback to teach about boundary crossings. 

Importantly, no studies reviewed summarized specific steps describing behavior one should emit 

when responding to a person who is committing a boundary violation. Finally, researchers 

usually assess these training courses with a questionnaire, which may assess trainees’ attitudes or 

knowledge of boundaries and comfort level of addressing a violation. No study reviewed 

described an appropriate instrument to measure responses to a boundary crossing. 

Although none of the above studies provide specific behaviors to emit when confronted 

with a boundary crossing, a few of the studies did teach trainees specific steps to engage in when 

presented with a general ethical dilemma. For example, both Fronek et al. (2009) and Fronek and 

Kendall (2017) taught the following steps: (a) describe the problem, (b) identify relevant 

guidelines related to the scenario, (c) come up with options to respond, (d) test the options, and 

(e) pick a course of action. Likewise, Davidson (2005) taught trainees through case scenarios to 

identify a boundary concern, consider the people and groups involved, list options, determine the 

risks and benefits for each option, clarify biases, and create an action plan. These ethical 

decision-making steps are reflected in the behavior analytic literature; Bailey and Burch (2016) 

detail a seven-step ethical decision-making process that includes identifying if the incident is 

covered by the Professional and Ethical Compliance Code for Behavior Analysts, listing the 

people involved in the issue, creating multiple plans to address the dilemma, pinpointing the 

skills and clout necessary to implement the plans, assessing risk, implementing the plan, and 

evaluating the implementation of the plan. The Behavior Analyst Certification Board (BACB) 

outlines similar steps as well (BACB, 2020). However, these ethical decision-making steps do 

not provide guidance on what to immediately do and say when faced with an ethics violation 

such as a boundary crossing, which can be more difficult than identifying a code or guideline and 
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thinking about solutions (Bailey & Burch, 2016). Although none of the reviewed literature on 

boundaries provides specific steps to take when a boundary violation occurs, Bailey and Burch 

(2016) provide a breakdown of specific steps for a number of ethical dilemmas, one of which 

demonstrates a boundary violation. The recommended steps for a person to emit when faced with 

a boundary violation include: (a) use an autoclitic, (b) state the facts, (c) refer to the Code, (d) 

say what the Code requires, and (e) provide a summary.  

Boundaries in Peer Support 

Maintaining appropriate boundaries is also important for the field of peer support and 

setting clear boundaries is part of at least one ethical code of conduct for peers (NAADAC, n.d.). 

Peer support provides a number of unique issues as it relates to boundaries. Specifically, 

boundary lines differ from other helping professions as the nature of peer support is that it is less 

hierarchical than other professions and the benefits of peer support are largely conceptualized as 

stemming from the close relationships peers are able to build (White et al., 2007). This 

relationship building especially manifests itself when peers disclose parts of their recovery story 

with the people with whom they work. In fact, sharing one’s lived experiences is a SAMHSA 

core competency for peers (SAHMSA, 2015). This disclosure differs significantly from other 

helping professions (e.g., social work, behavior analysis), where disclosing personal information 

is discouraged (Englander et al., 2019; Mancini, 2018). Additionally, peers are more likely to 

provide services in the community, rather than a clinic (Philadelphia Department of Behavioral 

Health and Intellectual Disabilities [DBHID] & Achara Consulting Inc., 2017), which may lead 

to peers facing additional boundary issues (e.g., getting into a car with a community member). 

Although boundary lines for peers may not be the same as for other helping 

professionals, that is not to say they do not exist but rather that the lines are moved. White et al. 
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(2007) note that peer support workers are not sponsors, therapists, nurses or physicians, or clergy 

people and therefore peer support workers should not act as a sponsor for a 12-step program, 

diagnose a clinical disorder or provide counseling, disagree or agree with a medical diagnosis, or 

promote a religion, respectively. Therefore, any time a peer engages in the aforementioned 

activities they would be operating outside of their scope of competency and would be crossing a 

boundary. Additionally, Mancini (2018) gives the example of a boundary crossing when a 

community member attempted to call a peer at midnight on their personal number. Importantly, 

peers should use their code of ethics and their roles and responsibilities to identify boundary 

lines. Thus, it is important that organizations ensure peer roles are clear (Mahlke et al., 2014; 

Mancini, 2018) and that peers understand their code of ethics. Unfortunately, this is not always 

the case, as Mancini (2018) noted none of the peers or non-peer workers interviewed in their 

study were even aware there was a code of ethics for peers. As peer providers have unique 

boundaries, it is important that training is tailored specifically to peers.   

Empirical studies that focus solely on boundary training in peer support are virtually 

nonexistent; however, there are a number of studies that include boundary training within their 

broader training program. For example, Simpson et al. (2014) describe a 12-week training 

program for peer support workers and note that they used small group discussion when covering 

boundary issues within their program. However, these researchers did not formally evaluate 

whether peers could appropriately respond to boundary issues in their daily contact with 

community members. Other studies that evaluate peer training programs also note that the 

training program covers boundaries, but do not provide any details related specifically to 

boundary training (e.g., Compton et al., 2014; Fan et al., 2018; Franke et al., 2010; Hutchinson et 

al., 2006). 
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Although there are a limited number of peer reviewed studies that give in-depth details on 

boundary training related to peer support workers, there are a number of training modules, 

manuals, guidelines, or resources that give direction on boundary training with peers. Manuals 

all note that it is important to clearly define the roles of peers (Philadelphia DBHID & Achara 

Consulting Inc., 2017; Recovery to Practice, 2014; Sunderland et al., 2013). These resources also 

provide training materials. For example, Recovery to Practice (2014) provides an activity in 

which peers identify when an action is never okay, sometimes okay, and always okay for various 

professions, including peer workers. Additionally, Philadelphia DBHID and Achara Consulting 

Inc. (2017) provide a full training module on boundaries. This toolkit estimates that the module 

will take 1-2 hr to implement and consists of peers discussing four dilemmas. Part of the 

discussion involves peers taking steps similar to those presented in Fronek et al. (2009), Fronek 

and Kendall (2017), and Bailey and Burch (2016). Specifically, peers identify who would be 

harmed, what values pertain to the dilemma, and what policies are being broken. Finally, White 

et al. (2007) note that when peers face a boundary related to operating outside their competence, 

they should listen to the community member and encourage them to talk to the appropriate 

person or link them to applicable resources.   

 There are a number of gaps in the literature related to peer training, especially as it 

pertains to boundary setting. First, to my knowledge, there is no formal study in peer training 

that focuses on boundary setting alone. Previous empirical studies on boundary training in other 

fields vary greatly in content and evaluation processes (Fronek & Kendall, 2017) and have a 

number of limitations that mirror the limitations of peer training programs in general (Schulz, 

2020). For example, none of the training programs measure trainee behavior in response to a 

boundary crossing. Although a number of assessments attempt to assess ethical decision making 
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by having trainees choose a response to a vignette (Lohfeld et al., 2012; Kendall et al, 2011), 

these assessments do not require trainees to actually emit the response. Additionally, when 

researchers or authors provide steps related to ethical decision making, these steps require time 

to implement and relate more to problem solving a general ethical dilemma rather than teaching 

what to immediately do and say when faced with an ethical violation. Therefore, there is a need 

for additional skill-based training that both teaches trainees to clearly communicate a boundary 

and assesses a trainee’s response to a boundary violation (Davidson, 2005; Kunaparaju et al., 

2018). 

Purpose 

BST is one procedure that may be effective in teaching trainees how to respond to a 

boundary violation. Additionally, using a single-case design would allow for the assessment of 

boundary setting. However, BST has not previously been used to teach ethical skills to peer 

support workers. Therefore, the purpose of this study is to examine the effects of a group BST to 

teach a novel skill, boundary setting in response to a boundary crossing, to a novel population, 

peers.  

Method 

Peer Fellows Program 

 The Peer Fellows Program is a workforce development program in Douglas County, 

Kansas, that trains people who are in long term recovery from living with a mental illness and/or 

substance use disorder to become peer support workers. This 1-year program partners with 

various community organizations to integrate peer support throughout the behavioral health 

system. Community organizations involved include: the emergency department at Lawrence 

Memorial Hospital, the Lawrence Public Library, the Lawrence–Douglas County Housing 
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Authority, and Heartland RADAC (Regional Alcohol & Drug Assessment Center), which is a 

local community-based organization that serves people in recovery from a substance use 

disorder. The peers—or fellows—who participate in this program work for 15 hr a week. In 

addition, the Peer Fellows Program supplements fellows’ work experience with 1 hr of group 

supervision and 3 hr of training each week. Training covers a wide range of topics, including the 

SAMHSA core competencies for peer workers, listening skills, community resources, crisis 

intervention skills, and ethics. An education subcommittee previously developed these training 

topics; however, the topics, schedule, and specifics of the seminars change as necessary. 

Appendix B provides a list of topics covered form May 2019 to April 2020 and planned to repeat 

in the same time frame of 2020–2021. Frequently, members of partnering community 

organizations (e.g., Bert Nash Community Mental Health Center, Lawrence Memorial Hospital, 

DCCCA [a social services agency]) facilitate the training seminars. The first cohort of fellows in 

2019–2020 received two one-day training sessions on boundaries, and the current study replaced 

the first of those training sessions. Although fellows have slightly different roles and 

responsibilities, depending on the location in which they work, fellows generally use the 

knowledge gained through lived experience and the training seminars to help community 

members who are experiencing behavioral health needs. 

Pre-Intervention Procedures 

 I conducted two procedures to inform the development and implementation of the 

intervention. First, I conducted two focus groups to identify needed topics for training. Second, I 

conducted confederate training with former fellows to prepare them to assist in the delivery of 

the intervention.  
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Focus Groups  

Along with a member of the Peer Fellows leadership team, I conducted two focus groups 

with fellows who have been in the program for at least one year. In these groups, fellows had an 

opportunity to give feedback on their experiences in the program and discuss topics they found 

particularly important to cover in training. We identified general questions (see Appendix C) to 

guide the focus group conversation in collaboration with the Douglas County Director of 

Behavioral Health Projects and a partnering community-based organization’s Director of Adult 

Services. Specifically, the first focus group had three overarching questions related to the 

experiences of being a fellow, and the second focus group had four questions related to the 

training seminars. We asked additional follow-up and clarification questions as necessary 

throughout the focus groups. We conducted these focus groups on 9/9/2020 and 9/30/2020. Each 

group consisted of four participants and lasted approximately 90 min. Three fellows participated 

in both focus groups. I took notes throughout both focus groups to capture what the fellows said. 

 I did not conduct a formal qualitative analysis of the data (i.e., my notes; Appendix D) 

from the focus group; rather, I adopted an inductive approach to identify topics fellows found 

important while reviewing the data. Results of the focus groups indicated that fellows found 

several topics important. For example, fellows noted they value clear roles and responsibilities 

and that these responsibilities should also be shared with their coworkers. Fellows also noted that 

job roles were slightly different at each location. Other important topics identified include 

trauma-informed care, listening skills, proper communication (e.g., using nonclinical language, 

communicating with coworkers), setting boundaries, using a strengths-based model, and how to 

model recovery and hope. Some fellows noted that the storytelling training days were important, 

whereas others thought these storytelling training sessions were not very important because they 
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did not have opportunities to share their lived experiences. Fellows also provided real-world 

scenarios where these skills were necessary, including multiple examples of boundary violations.  

 Due to the results of the scoping systematic review (Schulz, 2020, Appendix A) and the 

focus groups, I focused this study on setting boundaries. The fellows discussed this topic in 

depth, and all noted they would like more training on boundaries than the two they previously 

received. Additionally, setting boundaries was the fourth-most-taught topic to peers in previous 

peer training literature (Schulz, 2020, Appendix A).  

Confederate Training 

Three previous fellows from the Peer Fellows Program assisted in the training as 

additional trainers, or confederates. These confederates, who all identified as female, provided 

assistance and I compensated them for their time. Compensation was $25 for the confederate 

training and assistance with training videos and $75 for assisting with the live training. They all 

completed at least one year of training during their time in the Peer Fellows Program, which 

included two seminars on boundaries. I selected these confederates in collaboration with the 

Douglas County Director of Behavioral Health Projects because they were experienced fellows 

whom members of the leadership team deemed as competent. I met with the confederates before 

the boundary training for approximately 90 min to train them on their role in the boundary 

training and to create the training videos. A PowerPoint presentation supplemented this training. 

I began the confederate training by describing the boundary training and providing vocal 

instructions on the confederates’ roles. I also provided written instructions on one PowerPoint 

slide to describe their role (i.e., make videos, engage in role play, and provide feedback during 

training). I then provided written and vocal descriptions of appropriate boundary setting before 

modeling three scenarios. After answering questions, I required each confederate to practice 
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responding to a different scenario. I then asked if the confederates had any questions or would 

like more opportunities to practice providing feedback after completing role plays. 

Participants and Setting 

Participants were five fellows in the Peer Fellows Program. Participant 1 was a 22-year-

old Caucasian male college student. He had a history of anxiety and depression, no lived 

experience with a substance use disorder, and had been in recovery from his mental health 

diagnoses for 2 years. He had been employed for approximately 6 months prior to training and 

had previously received training on boundary setting. 

Participant 2 was a 27-year-old Caucasian male who had completed some college. He had 

a history of heroin, cocaine, benzodiazepine, and cigarette use, no history with a mental health 

condition, and had been in recovery from substance abuse for 4.25 years. He had been employed 

for approximately 6 months prior to training and had received one prior training on boundary 

setting.   

Participant 3 was a 20-year-old Hispanic/Native female in her second year of college. She 

had a history of anxiety, depression, self-harm, and self-injury, no history of a substance use 

disorder, and had been in recovery from her mental health diagnoses for approximately 1 year. 

She had been employed for approximately 4 months at the time of the training and had received 

no previous training on boundary setting. 

Participant 4 was a 31-year-old Native female who had completed some college. She was 

living with bipolar disorder, attention deficit hyperactivity disorder, complex post-traumatic 

stress disorder, and autism spectrum disorder and had been sober for almost 10 years. The 

training took place during her second week of employment; she had not previously received 

training on boundary setting.  
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Participant 5 was a 29-year-old white male with a General Educational Development 

(GED) degree. He was living with bipolar disorder, had a history of drug abuse, and had been in 

recovery for approximately 5 years. He had been employed for approximately 3 months before 

the training and had not previously received training on boundary setting.  

I conducted the training in January 2021. Due to COVID-19 safety restrictions, the 

training was conducted online through Zoom teleconferencing (version 5.0.4). Participants and 

trainers were therefore at their homes while participating in the study. I did not require a certain 

internet speed or type of computer or tablet to participate in the training. I sent potential 

participants the consent form through email one week before baseline procedures. Before 

collecting baseline data, I explained the study by going over the consent form and allowed time 

for questions. Participants then voluntarily signed the consent form online through REDCap 

(Harris et al., 2009; Harris et al., 2019) to consent to data de-identification and dissemination 

(see Appendix E). The University of Kansas Institutional Review Board reviewed and approved 

all procedures (see Appendix F). 

Training Scenarios 

Based on the focus groups, discussions with confederates, and examples from the 

literature, I identified 19 scenarios describing a community member crossing a boundary and two 

scenarios of a coworker or supervisor crossing a boundary (see Appendix G). An example 

scenario includes a time when a community member asked a fellow to comment on their bipolar 

diagnosis and whether they agree with it. I first identified the difficulty of each scenario by 

sending a list of the scenarios to the three confederate trainers and asking them to rank each 

scenario on a 6-point Likert-type scale (1 = extremely easy; 6 = extremely difficult; see Appendix 

H) and then averaged the scores for each scenario. Higher scores indicated more difficult 
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scenarios. Appendix I displays the results of the difficulty ratings. These 19 scenarios were used 

for training and as experimental trial videos for skill assessment during trials. 

Training Videos 

 I selected five of the scenarios to demonstrate correct and incorrect responding in the 

modeling component of BST. I chose scenarios with a range of difficulty to first model easier 

scenarios and progressively increased difficulty during the training. Appendix J displays each 

scenario with a letter assigned to it, its average difficulty, and how it was used. Using Zoom, I 

recorded two confederate peers—one playing the part of the community member and one 

playing the part of a fellow—correctly and incorrectly responding to the five scenarios. Each of 

the latter five incorrect videos displayed a different step implemented incorrectly. The duration 

of correctly modeled videos was an average of 51.14 s (range, 39.27–63.63) and incorrectly 

modeled videos was an average of 39.73 s (range, 31.98–47.76). 

Additionally, I created two videos of boundary violations for the training that related to 

safety issues or inappropriate behavior that required a different response than the primary 

dependent variable. I identified these safety issue videos with the aid of the confederate trainers, 

and these two videos were in addition to the previously identified 19 scenarios. Specifically, a 

20.39 s video demonstrated a confederate correctly responding to a community member who 

emitted an inappropriate comment about a fellow’s body, and a 23.21 s video portrayed a peer 

correctly responding to a community member making inappropriate comments about another 

person.  

Experimental Trial Videos 

Participants responded to videos for baseline and posttraining experimental trials rather 

than a notecard or role play as used in previous published studies (e.g., Erath et al., 2020). I 
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designed the scenarios in this way for three reasons. First, I wanted to control for variation in my 

response and accidental prompts while ensuring all participants responded to the exact same 

stimuli. Second, I wanted the confederates to be the ones crossing the boundary as they can more 

accurately represent a community member and the way a community member might speak. I 

intentionally designed this feature to foster participant skill generalization to a community 

member. Third, due to the remote format of the training, I could display videos by sharing my 

screen in such a way that it looked like participants were responding to a live person on the 

computer. Finally, correct responding entailed participants engaging in one response chain, and 

therefore it was not necessary to engage in conversation between each step.  

For the remaining 14 scenarios that were not used in training videos, I created short 

videos of a confederate peer attempting to cross the boundary reflected in the scenario. I created 

these videos following the confederate training and during a separate meeting (approximately 1 

hr) with one of the confederates. The purpose of the videos was to provide participants with an 

opportunity to demonstrate how they would respond to a person committing a boundary 

violation. I also made videos for two additional scenarios for the generalization probes. The 

generalization scenarios, which I developed with the confederate peers, depicted a supervisor 

asking a peer to engage in fraud and a coworker asking a peer to withhold food until a 

community member performed a behavior the coworker wanted (i.e., use undue influence, a 

behavior the Kansas Peer Support Code of ethics explicitly forbids). Each of these 16 scenarios 

had two videos associated with it: (a) a confederate crossing a boundary and (b) the confederate 

attempting to repeat the boundary crossing in response to an initial “no.” The initial boundary-

crossing videos were an average of 12.01 s (range, 4.74–22.51), and confederates engaged in 

approximately two to three statements to set up the scenario before attempting to cross the 
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boundary (e.g., “Hey! Do you have like 5 bucks? I can pay you back, I just need to buy some 

food right now because I don’t have any,” “I’m so glad we have gotten to know each other as 

you have really helped me. As you know, I’ve been going to the 12-step program and now I need 

a sponsor. Can you be my sponsor?”). The repeated boundary-cross videos included a short 

statement that lasted an average of 4.73 s (range, 1.96–8.33) and depicted the confederate 

attempting to cross the boundary for a second time in response to a fellow saying “no” (e.g., “It’s 

just five bucks…” “Come on, you know me really well and would be perfect for it!”).  

Each participant experienced a different video for each trial. I determined the order each 

participant experienced trials in baseline and posttraining scenarios beforehand to control for 

difficulty. Specifically, I used the difficulty ratings confederates provided for each scenario to 

ensure the average difficulty of all scenarios implemented during baseline matched the average 

difficulty for all scenarios implemented during posttraining trials. Once I selected the videos, I 

used a random picker (Picker Wheel, n.d.) to randomize the order in which I presented the videos 

in each condition. Appendix K provides the order of scenarios each participant experienced using 

the scenario identification from Appendix J, as well as average difficulty for each phase. 

Response Measurement 

The primary dependent variable was performance on boundary setting, which I measured 

as the percentage of steps on a task analysis (TA) completed correctly. Steps of the TA required 

participants to (1) listen to the community member, (2) reflect back the community member’s 

needs, (3) set a boundary, (4) redirect the community member to appropriate resources or another 

topic, and (5) repeat steps 3 and 4 as necessary. Each experimental trial (e.g., a community 

member asking the participant for money for food) provided participants with an opportunity to 

set a boundary by responding to a contrived scenario in the form of a video of a hypothetical 
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community member attempting to cross a boundary. I tested for Step 5 (i.e., repeats Steps 3 and 

4) on one trial in baseline and one trial in posttraining. It was unknown beforehand whether a 

participant would correctly implement step 3 of the TA; therefore, I was prepared to play the 

video of a confederate continuing to cross a boundary after every trial.  

Steps were scored as correct, incorrect, or omission (see Appendix L). Step 5 could also 

be scored as not applicable. Table 3 displays operational definitions for scoring each step. I 

calculated a percentage correct for each trial by dividing the number of steps completed correctly 

by the number of total steps, and multiplying by 100. Mastery criterion was set at two 

consecutive trials at 100% steps completed correctly.   

The existing peer literature did not provide an appropriate TA for peers on how to 

respond to a boundary violation; therefore, I developed the above TA as part of this dissertation 

study. A researcher can construct and validate a TA in at least three ways: (a) observing an 

individual complete the task, (b) consulting with experts, and (c) performing the behavior oneself 

(Cooper et al., 2007). To construct this TA, I consulted several experts and examined the 

behavior analytic literature. Specifically, I consulted previous fellows in the program, the 

Douglas County Director of Behavioral Health Projects, and various behavior analysts. 

Additionally, Bailey and Burch (2016) provide a step-by-step analysis of what one should do and 

what one should say when confronted with various ethical violations. A boundary violation is 

one example these authors described. I synthesized the information gathered from consulting 

with experts as well as the literature (e.g., Bailey & Burch 2016; White et al., 2007) to create a 

TA with operational definitions of the steps.  

Given that I used some information from non-behavior-analytic sources to develop the 

TA, I next analyzed the steps to ensure they were conceptually systematic. Step 1 of the TA 
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requires the fellow to listen to the community member. Aside from being polite and meeting 

social norms, listening without interrupting ensures a fellow will have all the information and 

that the community member does not experience a stimulus (e.g., interruption) that may function 

as an aversive. Additionally, the use of positive body language and giving undivided attention 

are steps one can engage in to create a positive relationship (BACB, 2018). The peer training 

literature also recommends peers listen (White et al., 2007), and carefully listening is part of the 

core competencies for peer support workers (SAMHSA, 2015). Step 2 requires the fellow to 

empathetically reflect back what they hear. Reflecting back what is heard is an additional 

component to listening. Furthermore, this reflection provides the fellow the opportunity to 

engage in an autoclitic response (Bailey & Burch, 2016) that may alter the function of the “no” 

response for the community member (Skinner, 1957), reducing its aversive intensity and thereby 

decreasing the likelihood of eliciting emotional behavior. Step 3 involves the fellow setting the 

boundary. This step makes clear that the fellow cannot comply with the community member’s 

mand. The boundary should be unambiguous, as ambiguity increases the likelihood of a 

community member repeating the boundary violation. The training will teach additional 

autoclitic phrases as part of this step (e.g., “I’m sorry,” “unfortunately”). Step 4 requires the 

fellow to redirect the community member to appropriate resources or topics. This step may 

provide the community member with a functionally equivalent replacement behavior to meet 

their need or request or a prompt to a response that can be reinforced if it is a need that cannot be 

met. Another core competency of peer support workers is to link community members to 

resources, and White et al. (2007) recommend this step for boundary crossing violations. Finally, 

Step 5 requires the fellow to continue setting the boundary. This step is necessary as there is a 
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possibility a community member continues to engage in a boundary violation, as the fellow’s 

“no” response may occasion extinction-induced variability.  

Interobserver Agreement and Procedural Integrity 

I calculated interobserver agreement (IOA) for 39.22% of trials, with a minimum of 33% 

of trials in each condition scored by a secondary observer. After the training was complete, the 

trained secondary observer watched videos of participant trials to independently score trials. I 

quasi-randomly selected the videos using an online random picker (Picker Wheel, n.d.). I also 

randomized the order in which the secondary scorer scored the videos so that the observer would 

not know from which condition the video was taken. The secondary observer was a graduate 

student colleague whom I trained on the response measurement. I required the secondary 

observer to score three videos consecutively at 100% accuracy to complete training. An 

agreement was scored if both observers scored the step of the TA as the same (i.e., both score the 

step as either correct, incorrect, omission, or not applicable). A disagreement was scored if the 

observers did not score the step of the TA the same. I calculated IOA on a step-by-step basis, 

which involved dividing the number of agreements by the total number of agreements plus 

disagreements and multiplying by 100. Average IOA across all participants was 88.57% (range, 

80%–94.29%).    

 The same independent observer also collected procedural integrity data to assess the 

degree to which I accurately implemented BST as described (see Appendix M). The secondary 

observer watched the video recording of the training and scored whether I correctly implemented 

each component of BST (i.e., instruction, modeling, role play, and feedback). The components 

for instructions were the following: (a) trainer provides rationale, (b) trainer leads discussion on 

boundary definitions, (c) trainer states the steps of responding to a boundary violation, and (d) 
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trainer provides an opportunity to ask questions. Components of the modeling phase were the 

following: (a) trainer shows video models, (b) trainer leads discussion on correct and incorrect 

steps, and (c) trainer provides an opportunity to ask questions. The only component for the 

rehearsal phase was that the trainer provides opportunities for rehearsal. The components of the 

feedback phase were the following: (a) trainer provides praise for correct steps and (b) trainer 

provides corrective feedback for incorrect steps. Finally, the components of the debrief were the 

following: (a) trainer summarizes the training and (b) trainer provides an opportunity for fellows 

to ask questions and convey thoughts about the training. The secondary observer scored a “+” if 

the component was implemented correctly, a “-” if the component was implemented incorrectly, 

and an “O” if the component was not implemented. Procedural integrity was calculated by 

dividing the number of components implemented correctly by the total number of components 

and multiplying by 100. Overall, 100% of the steps were implemented correctly.  

Experimental Design and Procedure 

A nonconcurrent multiple baseline design across participants was used to assess the 

effects of a group training using BST on setting a boundary as measured by the percentage of 

steps completed correctly on a TA. The analysis consisted of three conditions: (a) baseline, (b) 

posttraining, and (c) feedback. I also collected follow-up data 1 and 5 weeks after training for 

three participants, 2 and 5 weeks after training for one participant, and 1 week after training for 

one other participant. The amount and timing of follow-up trials varied due to participant 

availability.  

Baseline 

The purpose of this condition was to assess the percentage of steps completed correctly 

on the boundary setting TA for each participant before training. Participants responded to four to 
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nine boundary crossing videos during baseline, which occurred one week prior to the training for 

four of the five participants and the day of the training for one participant (Participant 4). Each 

participant completed these trials individually while the remaining participants were in a Zoom 

breakout room. I provided participants with the following instructions: 

You will be shown a series of videos of hypothetical situations you may experience while 

providing peer support. You are to reply to each situation as you best see fit. Please 

respond to each video by talking to the person in the video as you would a person in real 

life. 

No feedback or additional instructions to the participants were provided. If participants asked for 

help or clarification, they were informed they could not receive any additional information and to 

please provide support to the best of their ability. A new trial began each time I presented a new 

video scenario to the participant. I displayed a blank slide for approximately 2 s between each 

trial to indicate a new scenario. A trial concluded when a participant did not provide a vocal 

response for 5 s or emitted a response that indicated they did not have anything else to say. After 

an initial predetermined number of baseline trials, I checked for stability to determine if 

additional baseline trials were necessary. 

Training 

 The purpose of the group training was to teach participants to set a boundary. I began the 

training with a general overview of boundaries. The purpose of the introduction was to provide 

initial information on what boundaries are and provide a basis for discrimination. Teaching 

boundary discrimination was not a preliminary objective of this training; however, this time 

allowed for a discussion on common behaviors in which peers can and cannot engage. A 

PowerPoint presentation accompanied the training (see Appendix N). After stating the objectives 
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of the training, I began the presentation by defining boundaries and discussing the role of the 

fellow by asking participants to define their roles and give examples of what they can and cannot 

do as a fellow (e.g., help with a form but not complete it for the client, discuss medications but 

not recommend medication use or nonuse). I focused the next slide on the Kansas Peer Support 

Code of Ethics by displaying the code components on the slide. I asked participants to discuss 

their experience with this code and comment on how familiar they are with it. Next, I led a 

discussion over why setting a boundary is important, noting that there can be legal and 

psychological ramifications of boundary violations, and asking participants if they could think of 

any other reasons why it is important to set appropriate boundaries. The introduction portion of 

the training lasted 21 min and 35 sec. Next, I implemented the steps of BST as described below. 

Instructions. I provided detailed written and vocal instructions on how to respond to a 

boundary violation using five slides. The slides contained a three-columned table that described 

the TA. I labeled the first column “What you do” and listed steps of the TA below. I labeled the 

second column “What you say” and listed example statements fellows can say as well as the 

information found in Table 3 under a correct response. Finally, I labeled the third column 

“Common mistakes” and listed the information related to an incorrect step from Table 2. Each 

slide added a row so that the final slide had all steps of the TA on it. I provided vocal instructions 

as I displayed the written instructions. The instructions component of the intervention lasted 11 

min and 31 sec. 

Modeling. Confederate peers modeled the steps of the TA correctly in one video and 

incorrectly in another video to five different scenarios. I displayed these videos in slides on the 

PowerPoint. After each correctly modeled video, I prompted participants to tact the steps 

completed correctly by asking, “What steps did [confederate name] do correctly?” and “What 
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exactly did [confederate name] say that was correct?” After the videos that had steps modeled 

incorrectly, I asked participants to tact the steps implemented correctly and incorrectly after each 

video. I added additional prompts about steps implemented incorrectly. Specific prompts 

included: “What step was implemented incorrectly?” and “What could the [confederate name] 

say to implement the step correctly?” I presented the correctly and incorrectly modeled videos in 

pairs such that participants viewed a scenario being modeled correctly and then incorrectly 

before moving to the next scenario. The modeling component of the training lasted 33 minutes 

and 54 seconds.  

Role Play and Feedback. I randomly organized participants into one group of three and 

one group of two using the Zoom randomization feature and placed them into breakout rooms 

with confederate trainers to provide an opportunity to role play scenarios and receive feedback. I 

instructed the confederate trainers to practice the five scenarios modeled previously and 

reminded participants what the scenarios were by writing a brief description in the chat feature of 

Zoom (e.g., a community member asks you if you think they have a mental illness). I instructed 

the confederate trainer to provide both corrective feedback for steps completed incorrectly and 

praise for steps completed correctly. Participants role played as many times as possible in the 

approximately 30 min allotted for this component, rotating who participated after each role play. 

I required participants to demonstrate a role play to me before breaking for lunch so that I could 

provide feedback as necessary. I spent approximately 20 min in one breakout room and 15 min 

in the other room. During this time, I also provided corrective feedback and praise as necessary. 

Role play and feedback lasted 35 minutes and 46 seconds. 

Debrief. I conducted a final debrief period after completing the components of BST and 

breaking for lunch. I first summarized the training by reviewing the definition of boundaries, 
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stating why setting boundaries is important, listing a few examples of boundaries, and then 

describing the steps to appropriately responding to a boundary violation. Next, I discussed an 

additional category of boundary violations that relates to safety and requires a response that is 

different from the response outlined in the TA for this study. This category of boundary 

violations includes inappropriate comments or touching or other behaviors that may lead to 

unsafe working conditions. There may be several ways to respond to inappropriate comments, 

one of which involves a fellow interrupting the comment (e.g., “I am going to stop you there”), 

informing the community member that it is not appropriate (e.g., “We are not going to talk about 

that,” “Please do not say that”), and redirecting to more appropriate responses. Likewise, there 

may be a few appropriate responses to inappropriate touching depending on the type and location 

of touch, but at a minimum involves a fellow physically moving away from the community 

member and in extreme cases may require the filing of a police report. Responding to this 

specific type of safety boundary violation is outside the scope of the current study; however, due 

to the psychological distress it may cause and because fellows reported that it occurs, I devoted 

time in the training to this type of boundary crossing.  

After summarizing the training and discussing examples of boundary violations, I 

transitioned to this safety category of boundary violations by saying there are some types of 

situations we did not discuss yet. I then used three slides to cover this type of boundary violation. 

I first displayed a three-columned table similar to that described in instructions to detail the 

previously mentioned method of responding to an inappropriate comment (i.e., interrupt, inform 

that it is not appropriate, redirect). I then played two videos of confederate trainers modeling 

how to respond to inappropriate comments. One video demonstrated a confederate emitting the 

steps listed above when a community member made an inappropriate statement about a fellow. 
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The next video demonstrated a confederate appropriately setting a boundary when a community 

member said something inappropriate about another community member. After leading a 

discussion on this type of boundary violation, I provided participants with additional resources 

on setting boundaries, a final description of the steps of the TA, and allowed time for questions 

or comments. The debrief component lasted 20 min. Therefore, the entire training lasted 2 hr, 2 

min, and 46 sec.  

Posttraining  

The purpose of this condition was to assess the percentage of steps in the TA of boundary 

setting a participant could correctly implement after training. Participants experienced 

posttraining trials individually in a breakout room after the debrief. Procedures were similar to 

baseline, except that I also instructed participants to put away any notes they may have taken 

during training. I collected data in vivo to assess whether participants met mastery criterion, 

which was set at two consecutive trials at 100% steps completed correctly.  

Experimenter Feedback 

The purpose of the experimenter feedback phase was to provide additional training to 

participants whose performance did not meet mastery criterion. In this phase, I provided the 

participant with feedback if they completed two consecutive trials at less than 100% of steps 

completed correctly. Therefore, if a participant performed a mistake on two consecutive trials, I 

provided feedback immediately after the second trial on performance during the preceding two 

trials. I provided corrective feedback for the steps completed incorrectly by describing what the 

participant did wrong and what the participant should have done (e.g., “You gave an excuse that 

you could not give money because you do not have any money. This makes it seem as if you 

would give them money if you had it. However, you are not allowed to give money and therefore 
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you should set a clear boundary by saying something like the following: ‘Unfortunately, I cannot 

give you any money as this is not part of peer support’”) and praise for the steps implemented 

correctly (e.g., “You did a great job referring them to resources where they can get food”). I 

ended this phase once participants met mastery criterion. However, one participant (Participant 

5) finished this phase before meeting mastery criterion as there were no more scenarios prepared 

to which they could respond.    

Generalization Probes 

I tested participants’ generalization of setting a boundary on two untrained tasks: (a) a 

coworker, rather than a community member, crossing a boundary by asking the participant to 

threaten withholding food until the community member did what the coworker wanted and (b) a 

supervisor crossing a boundary by asking participants to commit billing fraud. I conducted 

single-trial probes in both baseline and posttraining for one of each scenario. The procedure for 

conducting the generalization probes was similar to baseline. All participants responded to these 

same two scenarios. I did not test step 5 on any generalization probe.  

Follow-up 

The purpose of this phase was to assess the extent to which accurate boundary setting 

maintained over time. I conducted follow-up trials for four participants 1 week after training and 

one participant 2 weeks after training. I also collected follow-up data 5 weeks after training for 

three of the participants. I used procedures similar to baseline and posttraining. At 1- or 2-week 

follow-up probes, participants who responded at 100% of steps of the TA completed correctly on 

generalization probes responded to three boundary violations: (a) one trained boundary crossing, 

(b) the generalization probe involving the coworker, and (c) the generalization probe involving 

the supervisor. Participants who did not score 100% on the steps of the TA for generalization 
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probes responded to three scenarios of trained boundary crossings. The purpose of follow-up was 

to assess for the maintenance of skills over time; therefore, I deemed it unnecessary to test 

generalization probes for these participants as the skill was never in their repertoire and there 

was no reason to believe they would respond correctly after a week. Participants responded to 

one scenario of the primary scenarios during a 5-week follow-up.    

Social Validity  

Participants completed a social validity questionnaire at the end of the training (see 

Appendix O). This questionnaire, which was adapted from the Intervention Rating Profile-15 

(IRP-15; Martens et al., 1985), used a 6-point Likert-type scale (1 = strongly disagree; 6 = 

strongly agree) to assess participant acceptability regarding various aspects of the training. For 

each item, a higher score represented higher participant acceptability. Specifically, items on the 

questionnaire asked participants to rate the acceptability of the training procedures and skill, the 

effectiveness of the skill, if the skill will keep them safe, if they would suggest the skill to others, 

if they liked the procedures, and if they would use the skill. Five additional open-ended questions 

asked participants what step of the boundary setting TA they found most and least useful, what 

aspects of the training they found most and least useful, and to provide any other feedback. 

Participants anonymously completed this questionnaire on REDCap. This questionnaire also 

included the demographic questions.   

Data Analysis 

 Visual analysis was used to examine the effects of a group BST training on boundary 

setting. I used visual analysis to compare level, latency to change, mean shift, between-phase 

overlap, and trend across conditions for each participant (Bourret & Pietras, 2013). Additionally, 

I assessed behavior change across participants to determine whether participant performance 
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improved after, and only after, the implementation of the intervention. Finally, I conducted an 

error analysis by visually inspecting what steps of the TA participants implemented incorrectly 

to determine whether participants displayed patterns in their incorrect responding.  

I also calculated a nonoverlap of all pairs (NAP) to quantify an effect size (Parker & 

Vannest, 2009). This calculation was a post hoc analysis, and I calculated the NAP by comparing 

each baseline data point to each posttraining data point and each feedback data point to score the 

pair of data points as either an overlap, a tie, or a non-overlap. I also compared each data point in 

posttraining to each data point in feedback. A data point in the preceding condition that was 

higher than the subsequent condition data point is an overlap and scored as a 1. A data point in 

the preceding condition that was equal to the paired subsequent condition data point is a tie and 

scored a 0.5. A preceding condition data point that was less than the paired subsequent condition 

data point is a non-overlap and scored as a 0. The sum of all pairs’ scores was then subtracted 

from the number of total possible pairs, which was determined by multiplying the number of data 

points in the preceding condition by the number of data points in the subsequent condition. This 

number was then divided by the number of total possible pairs. I calculated a NAP score for 

baseline to posttraining, baseline to feedback, and posttraining to feedback for each individual 

participant as well as a mean NAP for all the participants for each change in conditions. Criteria 

for effect size was the following: small NAP = 0–.65, medium NAP = .66–.92, and large NAP = 

.93–1.0 (Parker & Vannest, 2009). 

Results 

Figure 1 and Figure 2 display results for all five participants. The left y-axis displays the 

percentage of boundary setting steps implemented correctly; the right y-axis displays boundary 

steps implemented; and the x-axis displays trial number. Shaded boxes indicate that the 
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corresponding step in the TA was completed correctly, open boxes indicate that the 

corresponding step on the TA was completed incorrectly, and boxes with diagonal stripes 

indicate that the corresponding step on the TA was not applicable.  

Overall, across all participants baseline data were variable and the mean percentage of 

steps of the boundary setting TA implemented correctly per trial for all participants was 50.34% 

(range, 25%–100%). No participant displayed an increasing or decreasing trend and level varied 

across participants. For Participant 1, responding in baseline was stable and the average 

percentage of steps of the TA implemented correctly was 31.25% (range, 25%–50%). Baseline 

responding was high and variable for Participant 2, and mean accuracy on the TA was 70.83% 

(range, 50%–100%). Data for Participant 3 were variable until the final three trials and level was 

moderate, with the participant performing the steps of the boundary setting TA at an accuracy of  

54.29% (range, 25%–80%). Responding for Participant 4 was highly variable and there was no 

increasing or decreasing trend. Mean accuracy on steps of the TA for Participant 4 in baseline 

was 53.33% (range, 25%–80%). Finally, data for Participant 5 also indicate variable responding 

at a moderate level (M = 42%, range, 25%–60%). The error analysis of baseline data indicates 

step 2 was the most common step implemented incorrectly or omitted in baseline. All 

participants implemented step 1 correctly on every trial.  

In posttraining, the mean percentage of steps of the boundary setting TA implemented 

correctly per trial across all participants increased slightly from baseline (M = 50.34%, range, 

25%–100%) to posttraining (M = 66.83%, range, 25%–100%); however, no participant met 

mastery criterion. Overall variability across participants decreased marginally and all participants 

have data in posttraining that overlap with baseline data. Participant 1 increased performance in 

posttraining from a mean accuracy on steps of the boundary setting TA of 31.25% (range, 25%–
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50%) in baseline to 52.5% (range, 25%–80) in posttraining and variability for the two data points 

increased from baseline. There was no change in level of boundary setting performance from the 

last point of baseline to the first point of posttraining for this participant. The variability of the 

data for Participant 2 decreases from baseline, and average percentage of steps in the TA 

completed correctly increased slightly from 70.83% (range, 50%–100) in baseline to 77.5% 

(range, 75–80%) in posttraining. The change in level of boundary setting performance from the 

last point of baseline to the first point of posttraining was a slight increase, from 75% to 80%. 

Variability also decreased for Participant 3 as compared to baseline and the level of responding 

was higher posttraining (M = 83.33%, range, 75%–100%) than in baseline (M = 54.29%, range, 

25%–80%). For this participant, there was minimum overlap of data between the baseline and 

posttraining conditions and the change in level from the last point of baseline to the first data 

point of posttraining is an increase from 50% to 100%. For Participant 4, responding in 

posttraining remained variable and within baseline levels, and average accuracy increased from 

53.33% (range, 25%–80%) to 65% (range, 50%–80%). The change in level from the last data 

point in baseline to the first data point in posttraining is an increase from 25% to 80%. 

Responding for Participant 5 in posttraining increased in variability and the level increased 

slightly. This participant increased mean percentage of steps of the TA implemented correctly 

from 42% (range, 25%–60%) in baseline to 55.83% (range, 25%–75%) in posttraining. The 

change in level from the last data point in baseline to the first data point in posttraining is an 

increase from 50% to 60%. This participant experienced more posttraining trials than other 

participants due to an error; namely, I made an error while unmuting myself and therefore gave 

feedback while on mute for a few trials. The error analysis of posttraining trials indicates that 

step 2 remained the most commonly omitted or implemented incorrectly step across participants.  
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As no participant met mastery criterion in posttraining, all participants experienced an 

experimenter feedback condition. Four out of five participants met mastery criterion in this 

condition. Participant 1 met mastery criterion after three probes, and the first data point in 

feedback was the same as the last data point in posttraining. No data point in feedback overlaps 

with any baseline data. For Participant 2, latency to change was two trials. Variability increased 

from posttraining to feedback, and the change in level from the last point of posttraining to 

experimenter feedback was a decrease from 75% to 50%. Participant 3 met mastery criterion 

after three trials, and there was no change in level from the last data point of posttraining to 

experimenter feedback. Participant 4 met mastery criterion immediately after receiving feedback, 

and there was no overlap in the data when comparing experimenter feedback to baseline or 

posttraining. The change in level from the last data point in posttraining to feedback was an 

increase from 50% to 100%. Participant 5 never met mastery criterion during experimenter 

feedback; however, there is an increase in accuracy of responding from posttraining (M = 

55.83%, range, 25%–75%) to experimenter feedback (M = 89.29%, range, 50%–100%). The 

change in level from the last data point in posttraining to the first point of experimenter feedback 

was an increase from 75% to 100%. The error analysis indicates step 4 was the most common 

error implemented during experimenter feedback.  

Performance maintained at 1-week follow-up for three of the four participants. For 

Participant 5, who experienced their first follow-up at 2 weeks, performance did not maintain. 

Performance continued to maintain at 5-week follow-up for one of the three participants who 

experienced follow-up probes at this time. The error analysis indicates that steps 2 and 4 were 

the most common errors at 1- and 2-week follow-up. At 5-week follow-up, step 2 was the most 

common error.  
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Two out of four participants generalized the boundary setting skill to a novel coworker 

and supervisor scenario. Participant 1 increased from implementing 25% of the steps of the 

boundary setting TA for both generalization probes to 100% of the steps after training. 

Participant 2 increased from an accuracy of 50% of steps in the TA on both generalization probes 

in baseline to 100% of the steps posttraining. Participant 3 increased performance slightly for 

only the supervisor generalization probe, implementing 50% of the steps of the TA in baseline to 

75% of the steps after training. The coworker generalization probe remained the same across 

conditions at 50%. Participant 4 asked to end baseline procedures early as they noted they began 

to feel uncomfortable and therefore generalization probes were not implemented in baseline; 

however, percentage of steps of the boundary setting TA implemented correctly on 

generalization probes posttraining was low. Finally, performance on generalization probes 

remained similar for Participant 5, with this participant implementing one additional step 

correctly on the supervisor generalization probe and implementing the same number of steps 

correctly on the coworker generalization probe. The error analysis indicates that step 2 was the 

most commonly emitted or implemented incorrectly step on generalization probes across all 

participants.  

Table 4 displays NAP scores for all participants. Overall, the average NAP score from 

baseline to posttraining and baseline to experimenter feedback for all participants was 0.80 (95% 

confidence interval [CI] = [0.66, 0.95]), indicating a medium effect size. Average NAP for all 

participants from only baseline to posttraining was 0.73 (95% CI = [0.64, 0.82]), indicating a 

medium effect. Average NAP for all participants from only baseline to experimenter feedback 

was 0.88 (95% CI = [0.61, 1.0]), indicating a medium effect. The mean NAP across participants 
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for only posttraining to feedback was 0.78 (95% CI = [0.53, 1.0]), also indicating a medium 

effect.  

Finally, Tables 5 and 6 display results of the social validity questionnaire. On average, 

participants indicated that they agreed to strongly agreed with the statements measuring the 

acceptability of the intervention. Participants found role playing the most important aspect of the 

intervention. Participants also noted that no aspect of the intervention was least useful, although 

one participant noted less time could be spent on instructions. 

Discussion 

The purpose of this dissertation study was to examine the effectiveness of a group BST 

for teaching a novel skill—boundary setting—to peer support workers. Posttraining data reveal 

participants did not meet criterion and therefore needed supplemental experimenter feedback. 

Upon introduction of the feedback, four of five participants reached mastery criterion, which 

maintained at 1-week follow-up probes for three participants and 5-week follow-up probes for 

one participant. Performance generalized to novel skills for two participants. Results of a social 

validity questionnaire reveal participants found the training acceptable. Taken together, these 

findings provide evidence of the acceptability and effectiveness of a BST group training 

supplemented by feedback to teach appropriate boundary setting, which maintained over a brief 

period and generalized to novel skills for some participants. 

The results of this study replicate previous BST research that demonstrates the method’s 

utility in training new skills. Although BST training is effective across skills and populations, 

previous literature also indicates that additional feedback or a booster session is at times 

necessary for participants to reach mastery criterion (e.g., Erath et al., 2020; Hillman et al., 2021; 

Parsons et al., 2012; Stocco et al., 2017). Likewise, in this study, experimenter feedback was 
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necessary to reach mastery criterion for all the participants who met mastery criterion. 

Additionally, one participant never met mastery criterion, a finding that also reflects previous 

BST research (e.g., Erath et al., 2020). Although the addition of feedback may be necessary, the 

study extends the BST literature as it demonstrates that BST is a feasible way to teach ethical 

skills to peer support workers.  

Social validity results indicate that participants found the training acceptable and that role 

play was the most useful aspect of the training, which also mirrors findings from previous BST 

research. Participants averaged between agree and strongly agree on all items, indicating that the 

training was acceptable, which is similar to findings from previous studies (e.g., Erath et al., 

2020; Jenkins & DiGennaro Reed, 2016; Nabeyama & Sturmey, 2010; Parsons et al., 2012; 

Stocco et al., 2007). Finally, the present participants indicated that role play was the most 

valuable aspect of BST, similar to findings from both Erath et al. (2020) and Jenkins and 

DiGennaro Reed (2016).  

 This study also relates to previous findings from the boundary setting literature. Previous 

peer support training incorporates aspects of boundary training (e.g., Compton et al., 2014; Fan 

et al., 2018; Franke et al., 2010); however, this study provides a more technological example of 

how to incorporate a short boundary training into an overall peer training program. Additionally, 

this study used a collaborative approach to develop the training to ensure scenarios reflect real -

world scenarios, similar to previous research (e.g., Davidson, 2005; Fronek et al., 2009). Like 

Kunaparaju et al. (2018), this study also used simulated models of scenarios role played by the 

actual population of interest. The study extended the use of those most affected by the problem 

by having participants respond to previous peers for both the dependent variable and during 

training in a live role play component. Another contribution is that the boundary training was 
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accomplished in 2 hr. This length of time is the same length as Kunaparaju et al. (2018), and 

shorter than many other studies, which have a duration of six or more hours (e.g., Davidson, 

2005; Fronek et al., 2009; Vamos, 2001; White, 2004). In addition, the current results reflects 

previous research findings that boundary trainings are an acceptable way to spend training time 

(e.g., Davidson, 2005; Fronek et al., 2009; Kunaparaju et al., 2018). 

 There are several reasons that participants may have needed additional feedback 

posttraining to reach mastery criterion. First, this initial group BST training was an antecedent 

intervention. Although antecedent interventions can be effective at teaching skills (Phillips, 

1998), at times they may be insufficient as a standalone procedure to ensure trainees can 

successfully perform job skills (DiGennaro Reed et al., 2013; Novak et al., 2019; Reid et al., 

2011). Thus, various follow-up strategies may be needed to ensure trainees can perform target 

skills, including performance feedback (DiGennaro Reed et al., 2013; Novak et al., 2019).  

Second, participants only received a minimal amount of feedback and practice 

opportunities during the role play component of the training. Specifically, additional analysis of 

data taken during training indicates two of the five participants never successfully implemented 

all steps of the boundary setting TA during training. Results may be more immediate and clearer 

if participants role played and received feedback on a sufficient number of scenarios during 

training such that a mastery criterion was met before moving to posttraining trials. Feedback is 

typically the most effective component of BST (Ward-Horner & Sturmey, 2012), and previous 

researchers recommend the use of one role play with feedback until mastery criterion (Jenkins & 

DiGennaro Reed, 2016). The original plan for this study took this recommendation into account 

as participants were to display performance at 100% accuracy before going to posttraining. 

However, due to time constraints, including the unexpectedly long time it took providing 
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feedback to one of the participants, not all participants were able to display this level of 

performance before training was over. Nevertheless, it should be noted that the three participants 

who did perform a trial at 100% accuracy during training also did not perform to mastery 

criterion in posttraining either; therefore, it appears one trial at 100% accuracy during training 

was insufficient to reach mastery criterion posttraining as well. 

Third, participants may have needed additional feedback to meet mastery criterion 

because of the complexity of the dependent variable. Specifically, there is not one scripted 

response for a situation, but rather many topographies of responses that may fall under a general 

response class. Therefore, participants could not simply be taught a script that they could use for 

every response. Additionally, each trial in posttraining is essentially a generalization probe as the 

participant did not experience the scenario in training. Therefore, a unique form of the response 

was required for every scenario. Although this need to emit a unique response in the study is 

beneficial from a practical standpoint as it prepares participants for work in the natural 

environment, it also could increase the likelihood that results would not be as clear. This 

difficulty may have also played a role in reducing the number of role plays and feedback 

received mentioned previously, as participants frequently engaged in extended discussion after 

each role play on how the role play made them feel and what were other resources or ways 

participants could redirect community members. To the contrary, many previous BST studies 

teach skills that have more discrete steps that participants may implement exactly as taught (e.g., 

soccer skills, gun safety skills, lockdown skills) that are also easily and quickly repeated. Finally, 

this skill is more difficult because a boundary violation may be “triggering” to the peers. That is 

to say, boundary violations may exhibit stimulus properties that are similar to prior aversive 

events in the peers’ lives and therefore elicit emotional responses and occasion escape behavior. 
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This triggering effect of boundary violations was noted by a confederate when making training 

videos for the study and by participants early in the training. Additionally, previous boundary 

literature has also noted that ethical dilemmas can lead to an “emotional response” (Fronek & 

Kendall, 2017). I therefore provided time during the training, although not the role play 

component, for participants to discuss this effect of boundary violations. This triggering effect 

may also be more important for boundary training with the current study population as compared 

to other populations, as peers have a history of mental illness and/or substance use and may 

possibly be more likely to have prior traumas in their historical context. 

Although this study focused on teaching the response to an attempted boundary crossing, 

it is important to note there are conceptually two general responses involved in every scenario: 

(a) discriminating it is a boundary crossing and (b) implementing the steps of the TA. The first 

part of the training gave a general overview of discriminating what is and is not a boundary; 

however, defining boundary crossings was not the focus of the training. In fact, all the trials 

displayed boundary crossings the peers should have responded to with a no response. Despite 

this fact, two participants (Participants 1 and 2) responded with low accuracy for one trial each in 

posttraining because they complied with the response. This compliance with the request, which 

only occurred infrequently, indicated a failure to discriminate rather than a failure to emit the 

target response accurately, and therefore additional discrimination training may be necessary.  

Finally, results of the generalization probes provide important information. The 

generalization probes in this study involved coworkers and supervisors, rather than clients. 

Boundary crossings happen in places of a power imbalance (Kendall, 2011), and responding with 

the steps of the TA to these situations may be more difficult because the power differential is in 

the opposite direction of peer support worker to client. That is, when a peer is working with a 
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client, the peer is in a position of power—albeit a minimal differential of power by design of the 

peer support position. However, with a supervisor, the peer is in the position of less power and 

can ostensibly be fired if they do not comply with the supervisor’s request. In the case of a 

coworker, a peer may perceive that a nurse, doctor, or social worker has more power due to their 

level of education or status in the organization. This perceived power imbalance may make it 

harder to set a boundary. Additionally, there may be less the peer can do for a supervisor or 

coworker than they can for a community member, therefore making redirecting more difficult. 

The finding that only two participants improved performance on their generalization probes 

provides the important information that additional training on boundary crossings with 

coworkers and supervisors may be necessary. This finding is supported by the social validity 

results, which indicated one participant wanted additional training with coworkers.  

Contributions to the Literature 

This study contributes to the literature in several ways. First, this study extends the ethics 

literature. Previous ethics literature focuses on teaching ethical decision making (BACB, 2020; 

Bailey & Burch, 2016; Fronek et al., 2009; Fronek & Kendall, 2017); this study extends the 

literature by teaching trainees specifically how to set a clear boundary when faced with an 

immediate boundary violation. This contribution to the literature is important as it addresses one 

of the most important and significant ethics questions; namely, what to do in the moment to 

avoid unethical behavior on a daily basis (Bailey, 2021). Additionally, although boundary 

violations, and ethics in general, may frequently be conditional, the steps of the TA break down a 

complex skill and provide a structured manner to respond when faced with an ethical violation 

that also aims to maintain a close relationship with the person engaging in the boundary 

violation. This finding was highlighted in the social validity results, in which one participant 
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noted they appreciated the structured approach to what is usually a hypothetical training. Next, 

this study extends the evaluation of boundary training beyond surveys or choosing a response 

based on a vignette and is the first boundary training study, to my knowledge, to measure a 

trainee’s actual response to a boundary violation, which is a limitation to the extant boundary 

training literature identified by previous researchers (Davidson, 2005; Kunaparaju et al., 2018). 

Additionally, this study demonstrates that a boundary setting training can include this responding 

and measuring aspect in a manageable length of time. This measurement also allows for 

individualized assessment and feedback, thus ensuring that participants meet mastery criterion.  

Second, this training extends the applicability of BST to a new topic and population. 

Specifically, this study demonstrates that BST, with feedback, can be used to teach an ethical 

skill (i.e., boundary setting) to peers in a way that is acceptable to those engaging in the training. 

Although BST has been successful at teaching a wide range of skills to varying populations (Dib 

& Sturmey, 2012; Miltenberger, 2016; Parsons et al., 2012), it has not been used to teach ethical 

skills, an area of formal training that is often overlooked (Lerman et al., 2015). The findings also 

demonstrated that BST is a useful training procedure to use while teaching behavioral health peer 

support workers, a population with which BST has not been used.  

 Third, this study also extends the peer training literature. Peer training methods vary 

greatly and are frequently poorly defined (Schulz, 2020). This training used an evidence-based 

procedure to teach an important skill to peers. Additionally, previous studies on peer trainings 

often do not assess peer performance (Schulz, 2020). Therefore, using a single-subject design 

that measures an operationally defined dependent variable helps ensure peers are able to perform 

the skills necessary to do their job. As peer support workers provide a wide range of services 

(Cronise et al., 2016), this training provides an example for how other peer trainers can 
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collaboratively operationalize core competencies and skills that peer support workers need and 

measure whether trainees have obtained the skills posttraining. This study also contributes to the 

three previously mentioned literatures by successfully completing the training from a distance 

over Zoom.  

 Next, this study provides one example of a way behavior analysts can collaborate with 

the field of public health. As behavior analysts continue to expand their knowledge to new areas, 

it is important that they do so systematically to ensure they are working within their own 

boundaries of competencies and thereby ensuring no harm is coming to the clients (Bailey & 

Burch, 2016). Previous researchers have noted that behavior analysts have already and can 

continue contributing to public health (LeBlanc et al., 2020). Another way the field can branch 

out to public health is to thoughtfully build on the work public health practitioners already do. 

Therefore, it is important to know about the 10 essential services of public health (CDC, 2020). 

One of the essential services of public health is to develop the workforce, which provides an 

opportunity for behavior analysts to assist because one of the subfields of behavior analysis (i.e., 

organizational behavior management) has a robust literature on workforce training. Thus, 

behavior analysts are well positioned to collaborate with public health practitioners around 

training, which at the same time provides an opportunity to extend behavioral training research 

to new populations and skills. Strategically identifying how public health practitioners are 

already meeting the essential services in general may provide a plethora of areas for behavior 

analysts to collaborate. This is, there are several behavior analytic researchers doing work in 

areas that may dovetail nicely with some of the other essential services of public health. For 

example, the field of behavior analysis could provide thoughtful and important information 

around the essential services of creating and implementing policies (e.g., Hursh & Roma, 2013) 
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and services (e.g., Raiff & Dallery, 2010; Silverman et al., 2019) and investigating root causes 

(e.g., through collaboration on community health assessments). Finding ways to collaborate with 

local health departments to work on the essential services these local health departments already 

provide may be a good way to start extending behavior analytic research and scaling up some of 

the important work developed in this field. This study provides one small example of such a 

collaboration to improve training in public health.  

 Finally, a strength of this study is its collaborative and participatory nature. I developed 

this study using focus groups with those who do the work and included those most affected by 

the issue (i.e., peers) in the training. This collaboration is important for several reasons. First, it 

ensures the training covers an important and needed topic and ensures components of the training 

are relevant (e.g., example scenarios). Next, it demonstrates the value and importance of the 

peers—people who experience mental illness and/or a substance use disorder often face stigma. 

This stigma is pervasive in our society, and a study by Rey et al. (2019) found that even many 

behavior analysts may hold negative biases. These researchers asked behavior analysts to rate 

their attitudes toward various statements about people living with a mental illness or substance 

use disorder on a scale from 0 (indicating strongly disagree, strongly oppose, or definitely 

unwilling) to 100 (indicating strongly agree, strongly favor, definitely willing). Two of the 

questions asked respondents whether they would work with someone who lives with a mental 

illness or substance use disorder. Higher scores indicated a behavior analyst would work with 

people living with a mental illness or substance use disorder. Unfortunately, working with 

someone with a substance use disorder only scored an average of 45. Working with people with 

mental illness was higher at 71.1, which although better is still short of the definitely willing 

level. Furthermore, although an emphasis on research that is applied and socially valid has 
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always been at the heart of behavior analysis (Baer, Wolf, & Risley, 1968; Wolf, 1978), a review 

of published articles in the Journal of Applied Behavior Analysis indicates that the field’s stated 

mission and current practices may be incongruent and that there is a need for participatory-based 

research (Pritchett et al., 2020). This study demonstrated a participatory approach to behavioral 

research by including those most affected in determining the training topic, developing training 

materials (e.g., videos, scenarios), facilitating the training—for which they were also paid—and 

also shared and discussed results with participants after the training. Finally, the training also 

provided one small example of the positive results and experience one may have when working 

closely with people living with a mental illness or in long term recovery from a substance use 

disorder. 

Limitations and Future Research  

There are several limitations to this study. First, a group BST session alone was not 

sufficient for participants to reach mastery criterion and therefore experimenter feedback was 

necessary for all participants. In an effort to enhance the effectiveness of the antecedent training 

component, future research could evaluate the effects of changes to the training, such as 

shortening the modeling component while extending the role play component to allow for time to 

discuss the scenarios and requiring a mastery criterion be met before implementing posttraining. 

Next, I was not able to collect measures in the work setting due to restrictions related to the 

pandemic and confidentiality issues. The findings would be stronger if follow-up data were 

collected while peers were working with community members as it would demonstrate 

generalization to the natural work environment. On-the-job data collection would also help 

ensure peers are able to complete the necessary behaviors when a real-world boundary is crossed 

while at work. Future post-pandemic research should incorporate on-the-job data collection.  
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A third limitation of this study is that the task analysis has not been validated and it is 

possible the targeted skills are not the best way to respond to a boundary crossing. Although 

efforts were made to incorporate relevant literature and collaborate with experts and peers when 

designing the task analysis, future research should validate the task analysis steps. Another 

limitation is that the training did not ensure participants could discriminate a boundary violation. 

Although the training presented relevant information, this skill was not targeted and could be a 

focus of future research.  

A final limitation is that I used a nonconcurrent multiple baseline across subjects. The use 

of a single-case design is a strength of this study and a nonconcurrent multiple baseline design 

cross subjects can demonstrate a functional relation. However, this type of multiple baseline 

design is a weaker design than other multiple baseline designs (e.g., concurrent multiple baseline 

design across subjects, multiple baseline design across skills) and is essentially multiple AB 

designs. However, due to logistical issues, this design and a group training was the most feasible 

option in this applied setting.  

Future research could address some of the above limitations to refine the training and also 

systematically replicate the study to new populations. Specific refinements may include 

assessing the effect of requiring trainees to meet a mastery criterion before moving to 

posttraining. New populations with whom the study could be systematically replicated include 

behavior analysts working with people with autism. Behavior analysts and behavior analysts in 

training may also find themselves facing boundary crossings, and the steps of this TA would 

work in many situations. However, future researchers may need to develop new scenarios that 

reflect the situations a behavior analyst may face. This type of training could be facilitated as 
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part of ongoing staff training for employees working in clinics or embedded within an 

undergraduate ethics course as one or several class periods. 

Additionally, future research should replicate this study with more peer support workers 

and extend the use of BST to other skills peer support workers need to have in their repertoires. 

For example, one of the core competencies of peer support workers involves being able to use 

listening skills (SAMHSA, 2015). Although there are multiple types of listening skills (e.g., 

active, reflective, compassionate), all of these listening skills can be operationally defined and 

taught through BST. Other important skills, such as how to help manage crises or what to say 

when talking to someone who is actively engaging in suicidal ideation, can also be operationally 

defined, taught, and measured. At least some of these skills, such as using ALGEE (assess, 

listen, give, encourage, encourage) as part of mental health first aid (Kitchener & Jorm, 2008), 

already have the beginning of a task analysis as well as a literature base.   

 Behavioral health issues pose a significant public health challenge in the United States. 

One component of treatment that has moderate evidence in improving a number of important 

outcomes for people living with a mental illness and/or substance use disorder is the use of peer 

support workers. To ensure peer support workers are adequately prepared to provide quality 

services that may ultimately reduce the health and financial burden of behavioral health issues it 

is imperative they obtain effective training. The findings from this study preliminarily indicate 

the use of BST in combination with experimenter feedback may be an important first step toward 

ensuring peer support workers are properly trained. 
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Table 1 

Behavioral Skills Training Studies by Skill and Population 

Skills Study 

Populations 

Adolescents Children College 
Students 

Human 
service 

employees 

People with a 
developmental 

disability 

People 
living with 

mental 
illness 

People living 
with a 

substance 
use disorder 

Behavioral Skills Training Erath et al., (2020)    ✓    

Discrete-Trial Training Catania et al. (2009)    ✓    

Clayton and Headley (2019)    ✓    

Hillman et al., (2021)  ✓   ✓   

Sarokoff and Sturmey (2004)     ✓    

Fire Safety Skills Houvouras and Harvey (2014) ✓       

Knudson et al. (2009)      ✓   

Functional Assessments Moore and Fisher (2007)    ✓    

Guarding Responses Nabeyama & Sturmey (2010)     ✓    

Gun Safety Skills Lee et al. (2019)  ✓      

Miltenberger et al. (2004)   ✓      

Interview Skills Brazeau et al. (2017)     ✓ ✓  

Roberts et al. (2020)   ✓  ✓   

Stocco et al. (2017)    ✓     

Lockdown Skills Dickson et al. (2017)   ✓      

Medication / Symptom 
Management Marder et al. (1991)  

     ✓  

Picture Exchange 
Communication System 

Homlitas et al. (2014)    ✓    

Wood et al. (2007)    ✓    

Preference Assessments Lavie and Sturmey (2002)    ✓    

Promoting the Emergence 
of Advanced Knowledge 
Relational Training System  

Belisle et al. (2016)    ✓    

Hahs and Jarynowski (2019)  
   ✓    

Receive Feedback Palmen et al. (2010)     ✓    

Relapse Prevention Skills Ridgely and Jerrell (1996)        ✓ 
Hawkins et al. (1986)       ✓ 

Soccer skills  Chambers et al. (2019) ✓    ✓   

Quintero et al. (2020)   ✓      

Social Skills Liberman et al. (1985)       ✓  
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Table 2 

Boundary Training Study Characteristics 

Study Course Format Target Population Training Activities Measurement 
     

Davidson 
(2005) 

1 day, 6-hr training Social Workers • Didactic lecture 
• Dyad activities 
• Small group activities 
• Large group activities  

Evaluation form 

Fronek et al. 
(2009) 

1 day, 6-hr training • Doctors 
• Nurses 
• Physiotherapists 
• Occupational 

therapists 
• Social workers 
• Psychologists 
• Dietitians 
• Speech therapists  

• Group problem 
solving 

• Large and small 
group discussion 

• Case scenario 
discussion 

Self-rated 
questionnaire 

Fronek & 
Kendall (2017) 

1 day, 6-hr training Rehabilitation 
practitioners 

• Group problem 
solving 

• Large and small 
group scenarios 

• Scenario feedback 

Boundaries in 
Practice Scale  

Gorton et al. 
(1996) 

6, 50-min sessions 
held once a week 

Postgraduate year 4 
residents 

• Videos of vignettes 
• Discussion  
• Clinical case reviews 

Questionnaire  

Kunaparaju et 
al. (2018) 

2-hr course Medical students • Pre-recorded cases 
• Discussion  

Pre- and post-survey 

Rodolfa et al. 
(1990) – 
Training 1 

1-day conference Doctoral-level 
psychology interns 

• Keynote presentation 
• Large and small 

group discussion 

Not described 

Rodolfa et al. 
(1990) – 
Training 2 

6-week seminar Doctoral-level 
psychology interns 

• Didactic presentations 
• Case presentations 
• Discussion 

Not described  

Vamos (2001) Three, 2-hr 
sessions held once 
a week 

Psychiatry trainees • Examples from 
personal experience 

• Handouts 
• Video vignettes 
• Newspaper articles 
• Role plays 

• Questionnaire 
• Written responses 

to a pre- and post-
vignette 

 

White (2004) 1 day, 6-hr 
workshop 

Medical students • Readings 
• Videotaped vignettes 
• Focused discussion 
• Role plays 
• Boundary stretching 

exercises 

• Questionnaires  
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Table 3 

Boundary Setting Component Checklist 

1. Fellow listens to the community member 

Correct:  Orients toward the camera; maintains a neutral or positive facial expression, 

may nod head and engage in approving sounds (e.g., “uh huh”) 

Incorrect: (1) Reacts with an emotional face (e.g., surprised, disgusted), or (2) interrupts 

2. Fellow reflects back the community member’s need or situation 

Correct: Describes the community member’s needs, wants, or situation (e.g., “What you 

are saying is…” “I understand …” “That must be difficult…”) 

Incorrect:  (1) Incorrectly reflects back wants, needs, or situation 

Omission: (1) Does not reflect back the community member’s wants, needs, or situation, 

or (2) only says “I’m sorry.” 

3. Fellow sets the boundary 

Correct: Emits a “no” response class 

Incorrect: (1) Makes an excuse or gives an ambiguous response, or (2) complies with the 

request 

Omission: Does not emit a “no” response class  

4. Fellow redirects community member to an appropriate resource or  

Correct:  (1) Describes an appropriate resource or another way to meet need or resolve 

situation (e.g., “Here is what I can do…”), or (2) begins discussing other topics 

on which to provide support 

Incorrect: Describes an inappropriate resource  

Omission: Does not redirect to another resource or topic 

5. Fellow repeats Steps 3 and 4 

Correct: Sets the boundary again and redirects to resources or another topic 

Incorrect: (1) Begins to make an excuse or give ambiguous response, or (2) complies with 

the request, or (3) completes only one of Steps 3 or 4 

N/A No opportunity to set the boundary for a second time on the trial  
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Table 4 

Nonoverlap of all pairs (NAP) Results 
 

Participant 
NAP Score 

BL to PT BL to FB Average  PT to FB 
     

1 .69 1.00 .84 .92 

2 .70 .50 .60 .50 

3 .86 .93 .89 .67 

4 .69 1.00 .85 1.00 

5 .72 .95 .83 .81 

*BL = Baseline; PT = Posttraining; FB = Feedback; Effect size criteria: 

small NAP = .00–.65, medium NAP = .66–.92, and large NAP =  

.93–1.00.   
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Table 5 

Results of the Social Validity Questionnaire 

 Participants, % (n)  

Question 

1 
(Strongly 
disagree) 

2 3 4 5 
6 

(Strongly 
agree) 

Mean 
 

The steps of setting boundaries 
learned today is an acceptable 
method to use with community 
members 

 

0% (0) 0% (0) 0% (0) 0% (0) 40% (2) 60% (3) 5.6 

The steps of setting boundaries 
learned today should prove 
effective in helping community 
members 

 

0% (0) 0% (0) 20% (1) 0% (0) 20% (1) 60% (3) 5.2 

This way of setting boundaries 
would help keep me safe at work 

 
0% (0) 0% (0) 0% (0) 20% (1) 40% (2) 40% (2) 5.2 

I would suggest other peers set 
boundaries in the same way 

 
0% (0) 0% (0) 0% (0) 0% (0) 40% (2) 60% (3) 5.6 

I like the setting boundaries skill 
learned today 

 
0% (0) 0% (0) 20% (1) 0% (0) 20% (1) 60% (3) 5.2 

I like the procedures (i.e., 
instructions, modeling, role play, 
and feedback) used today to 
teach me how to set a boundary 

 

0% (0) 0% (0) 0% (0) 0% (0) 40% (2) 60% (3) 5.6 

The training is an acceptable way for 
peers to learn how to set 
boundaries 

 

0% (0) 0% (0) 0% (0) 20% (1) 20% (1) 60% (3) 5.4 

I will set boundaries in the way I 
learned today at work 0% (0) 0% (0) 0% (0) 20% (1) 20% (1) 60% (3) 5.4 
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Table 6 

Results of the open-ended social validity questions  

Which aspects of setting 
boundaries learned today 
were the most useful  

 

• “Verbiage” 
• “Establishing clear understandings of what the peer role is and what 

boundaries might be necessary.” 
• “Talking about boundaries is usually very hypothetical given the ambiguous 

nature of setting a boundary. However I really appreciate that this training 
used a well-structured model to show how we can effectively set boundaries 
as well as structured examples and activities to really hammer home the 
methods learned and their implications.” 

• “the role playing I learned a lot from that” 
• “I really enjoyed learning better ways to set boundaries and examples of bad 

ways to set them” 
 

Which aspects of setting 
boundaries learned today 
were the least useful 

• “None” 
• “The overview at the end seemed like repetition of subjects we had already 

covered more than once.” 
• “Maybe trying to define it, because it's so hypothetical, but I still liked that we 

defined boundaries.” 
• “the power point was harder to focus on then the role playing” 
• “I feel like when it comes to personal safety the answers are mostly cut and 

dry and self explanatory.” 
 

Which aspects of the training 
(e.g., instructions, 
modeling, role play, and 
feedback) used to teach 
boundary setting were the 
most useful?  

• “Role play” 
• “The role-playing was very helpful and the group discussions of the videos 

and how many might respond in situations, also how this might look different 
with the different organizations.” 

• “Role-playing and boundary setting model” 
• “role play” 
• “role play was very helpful. I was able to watch and learn so much from the 

other peers in "real time" rather than a scripted video. The interactive aspect 
of role playing is great.” 
 

Which aspects of the training 
(e.g., instructions, 
modeling, role play, and 
feedback) used to teach 
boundary setting were the 
least useful?? 

• “None” 
• “I think the instructions were good, but maybe we could have spent less time 

on them.” 
• “I thought it was all useful.” 
• “instructions” 
• “n/a. I thought it was all great!” 
 

Please provide any other 
feedback.  

• “None” 
• “I think overall it was good!  Kind of hard to keep paying attention all the way 

through til the end because this was onlyyyy about boundaries.  I would have 
liked some other material to keep it fresh.” 

• “I found this training highly useful!” 
• “I felt i absorbed more thru the role playing and modeling then the verbal 

instructions” 
• “Would have liked to explore how to respond to co-workers when it comes to 

boundaries.” 
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Figure 1 

Results for Participants 1, 2, and 3 
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Note. Percentage of steps completed correctly on the task analysis. Along the left y-axis is 

percent correct, along the right y-axis is boundary steps implemented by participants, and along 

the x-axis is trial number. Shaded boxes indicate that the corresponding step in the task analysis 

was completed correctly, open boxes indicate that the corresponding step on the TA was 

completed incorrectly, and boxes with diagonal stripes indicate that the corresponding step on 

the TA was not applicable. PT = posttraining 
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Figure 2 

Results for Participants 4 and 5 

 

Note. Percentage of steps completed correctly on the task analysis. Along the left y-axis is 

percent correct, along the right y-axis is boundary steps implemented by participants, and along 

the x-axis is trial number. Shaded boxes indicate that the corresponding step in the task analysis 

was completed correctly, open boxes indicate that the corresponding step on the TA was 

completed incorrectly, and boxes with diagonal stripes indicate that the corresponding step on 

the TA was not applicable. PT = posttraining 
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Appendix A 

Training the Peer Workforce: A Scoping Review 

Behavioral health—a term that covers both substance use and mental illness (Substance 

Abuse and Mental Health Services Administration [SAMHSA], 2019a)—needs pose a 

significant health and economic challenge in the United States (US). Approximately 1 in 12 

adults in the US is living with a substance use disorder, 1 in 5 adults in the US is living with a 

mental illness, and 7.9 million adults in the US have both a mental illness and a substance use 

disorder (SAMHSA, 2019b). Additionally, the suicide rate is on an increasing trend since 2001 

and was the 10th leading cause of death in 2018 (National Institute of Mental Health [NIMH], 

2019). Behavioral health issues also have a detrimental effect on the economy, costing 

approximately $53 billion a year in income lost (Bloom et al., 2011; Davlasheridze et al., 2018).   

Addressing this public health issue requires a multidisciplinary approach that addresses 

the various determinants of behavioral health behaviors. One recommended aspect of treatment 

involves the use of peer support workers (Yam et al., 2018). In a behavioral health context, peer 

support workers, frequently referred to simply as “peers,” are people who help community 

members living with a mental illness and/or are in recovery from a substance use disorder by 

sharing insights from their own lived experiences successfully navigating similar situations 

(SAMHSA, 2020). Peer support for people living with a mental illness has demonstrated 

moderate success in improving such outcomes as a reducing inpatient service use, increasing 

engagement with care, and improving levels of empowerment (Chinman et al., 2014). 

Additionally, one-to-one peer support has been found to be significantly more effective at 

increasing self-efficacy for people living with severe mental illness as compared to treatment as 

usual (Mahlke et al., 2017). Peer support has demonstrated moderate effects in improving 
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relationships with providers, reducing relapse, increasing satisfaction with treatment, and 

increasing retention for people in recovery from a substance use disorder (Reif et al., 2014). Peer 

support was designated as an evidence-based model of care in 2007, which resulted in Medicaid 

reimbursement for peer support delivered by a trained and certified peer (Smith, 2007).  

The training to become a certified peer is important as peers use a variety of skills in 

addition to their lived experience to support these positive outcomes for community members. 

SAHMSA (2015) outlines the core competencies necessary to be a successful peer and includes 

skills such as being able to share one’s lived experience, aid in a crisis, and link community 

members to resources. Peers learn these competencies in various training programs that they take 

to become a certified peer support worker. However, the certification process varies by state, as 

does the training (Doors to Wellbeing, n.d.; Kaufman et al., 2016; see Table 1). These training 

programs range from only 32 hr of training to as much as 126 hr. Additionally, criteria for 

receiving the certificate vary, as some states require peers to pass a written exam after the 

training, some states require peers to pass both a written and oral exam, while yet other states 

have no exams. Finally, only a few of the state programs report what type of learning strategies 

they use to teach these core competencies, although many of the programs that do report their 

strategies mention they use role play and discussion. Chapman et al. (2018) note that this 

variation in training may be a barrier to integrating peers into traditional settings, creates a lack 

of consistency, and increases the difficulty of peers transferring their credentials if they move to 

a new state. These researchers also note that there is a need for ongoing training. Other 

researchers reflect this need for additional training, and it is important to note that the skills 

learned in certification training programs are a minimum requirement that cover only the basics 

(Salzer et al., 2010); therefore, peers may need additional training to cover topics not included in 
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this process. For example, Cronise et al. (2016) conducted a national survey of 597 peer support 

workers and respondents reported receiving insufficient training to address all the skills and 

knowledge necessary to successfully complete their role. Likewise, Moran et al. (2013) 

concluded that peers should receive additional training beyond generic training, and that this 

training should address the specific knowledge and skills necessary for the job they will be 

doing. Finally, Ahmed et al. (2015) surveyed peers in Georgia and found that these peers 

reported a need for continued training.     

Although it is clear that peers need additional training beyond the certification process, 

details of current training programs, and therefore gaps in the literature to be addressed, remain 

unknown. Additionally, no systematic review focusing on peer training exists in the literature. 

Therefore, the purpose of this comprehensive review was to conduct a scoping literature review 

to systematically investigate peer training.  

Method 

To understand what training methods have been used to train peers, how these training 

procedures have been evaluated, and what topics are taught to peers through these procedures, I 

conducted a scoping systematic review (Arksey & O’Malley, 2002). A scoping review is used to 

understand key concepts of a research area that have not been comprehensively reviewed before. 

It aims to capture a wide breadth of information. Depending on the purpose of the review, the 

information is summarized in varying amounts of depth. This specific review aimed to 

summarize the studies in a greater amount of depth to ultimately identify gaps in peer training 

studies. Importantly, scoping reviews do include all types of studies, including studies with poor 

quality. Scoping systematic reviews use an iterative process to ask a research question, find 
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relevant studies, select the studies, code the data, and then summarize the data (Arksey & 

O’Malley, 2002). The following paragraphs outline the steps of conducting a scoping review.  

Research Questions 

The first step of conducting a scoping review involves identifying the research 

question(s). The main purpose of this review was to understand various aspects of peer training. 

Specifically, I wanted to answer the following research questions with this review:  

1. What are the training methods used in peer training? 

2. What are the evaluation methods used in peer training?  

3. What are the topics taught in peer training?   

Identification of relevant studies 

After I developed the research questions, I identified search terms and relevant databases 

in collaboration with a librarian. This librarian is an active member in various Douglas County 

behavioral health initiatives and is therefore familiar with peers and their roles in the behavioral 

health system. I identified search terms related to three concepts that focused on the population 

and intervention of interest: (1) peers, (2) mental illness and/or substance use, and (3) training. I 

used the Boolean operator OR within each concept and connected the three concepts using the 

operator AND. Peers have a wide range of official job titles; therefore, I identified terms to use 

for “peers” with the aid of the librarian as well as by referencing a study that asked peers to name 

their job title (Cronise et al., 2016). I used the following terms for peers: "peer support" OR "peer 

mentor" OR "peer specialist" OR "peer staff" OR "peer providers" OR "persons with lived 

experience" OR "peer specialist" OR "peer support specialist" OR "recovery support specialist" 

OR "peer advocate" OR "recovery coach" OR "recovery educator" OR "recovery trainer" OR 

"peer coach" OR "peer bridger.” Peer support is used with a wide range of lived experiences 
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(e.g., people with physical disabilities, people with diabetes, people with cancer); however, I was 

interested in finding only studies related to mental illness and/or substance use disorders. 

Therefore, I added search terms to filter this concept as well. I used the following terms for 

mental illness and substance use: "people with psychiatric disabilit*” OR "mental health" OR 

"mental illness" OR "substance use" OR "chronic mental illness" OR "chronic psychosis" OR 

"substance related and addictive disorders" OR "substance use disorder.” Finally, I was 

interested in the training aspect of peers living with mental illness and/or substance use 

disorders, and therefore I identified terms for this final concept of training. I used the following 

terms for training: "training" OR "workforce development.” I used PsycINFO, PubMed, and 

Web of Science for my databases. I limited my search to after 2001 as this is the year that 

Georgia became the first state to implement peer certification. I conducted the final search on 

July 4, 2020.  

 Figure 1 displays the Preferred Reporting Items for Systematic Reviews and Meta-

Analysis (PRISMA) diagram (Moher et al., 2009) documenting the search process. After 

removing duplicates, I screened the abstracts and titles of a total of 453 records. From this 

screening, I identified a total of 46 records, as well as an additional five from references, that I 

needed to further screen by reading the whole text. After reading the whole text, I removed an 

additional 18 records, leaving 33 total records to be included in the literature review. The 18 

articles removed failed to meet a number of inclusion criteria, such as focusing on people with 

other lived experience (e.g., lesbian, gay, bisexual, transgender, queer, intersexed, ally; parents 

of people with mental illness) rather than people living with mental illness and/or substance use 

disorder.   

Selecting the studies 
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I screened the studies for inclusion and exclusion criteria after I had identified potential 

articles. Studies needed to meet the following criteria to be included in the study.  

1. Literature was written in English. 

2. Literature focused on providing details on training peers. 

3. Literature focused on peers who had lived experience with mental health and/or 

substance use disorders. 

4. Literature focused on peers over the age of 18.  

I first applied these criteria while reading all the titles and abstracts of the nonduplicated 

articles. I excluded articles that clearly did not meet inclusion criteria. I then read through the 

entirety of the remaining articles to conduct a full text screening and ensure that these articles 

met inclusion criteria.  

Coding the data 

 While reading the full text articles, I coded the data in relation to the research questions. I 

used an excel file to collect data on topics trained, procedures used to train these topics, who 

implemented the training, the dependent variable if applicable, whether the researchers 

conducted procedural fidelity, and if trained skills were assessed while peers conducted their 

jobs. I also collected data on a few other aspects of the articles (e.g., how many people 

participated in training, location, methods of analysis), as a scoping systematic review is an 

iterative process and therefore I wanted to be prepared to answer any additional research 

questions that may have been developed in the process of conducting the review.    

Summarizing the data 

 Once coded, I began summarizing the data by using my codes to quantify the number of 

studies that had the same results for each research question. I also identified themes as necessary 
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through an inductive approach, such as for outcomes assessed as studies measured similar 

constructs with different survey tools.  

Results 

 A total of 33 records were included in the review. Table 2 summarizes the main findings 

from the literature review in relation to the research questions. The following sections will 

elaborate on the findings by first giving an overview of the studies and then answering the 

research questions.  

General Study Characteristics  

 The 33 records were a combination of empirical studies, brief reports, theoretical papers, 

review papers, and book chapters. Nineteen of the records were empirical studies specifically 

examining the effects of peer training, eight records were studies that discussed peer training in 

some capacity but were not primarily conducted to evaluate the training discussed, two were 

reports on peer training methods, two records were reports describing either one peer training 

program or multiple peer training programs, one was a review paper, one was part of a book 

chapter, and one was a theoretical paper. Twenty-one records took place or were written by 

academicians in the United States, three in Australia, three in the United Kingdom, two in Hong 

Kong, one in China, one in Denmark, one in Scotland, and one in Switzerland. The majority of 

published records were in psychiatric journals (see Figure 2), with the Psychiatric Rehabilitation 

Journal publishing one-third of the records. 

Research Question 1: Training Methods  

 A total of 19 records included in the literature review describe numerous training 

methods used to teach the peers including lecture, presentations, coursework, role plays, and 

group discussion. Table 2 presents a comprehensive list of all the training methods. Only a few 



 

 

88 

studies reported using the same methods, with nine studies using role play (47.4%), eight studies 

using group discussion (42.1%), and three using videos (15.8%). Details on the methods were 

minimal, with no study reporting how long peers engaged in each teaching procedure or 

mentioning that training used empirically based training procedures. Only three of the eight 

studies (37.5%; Kern et al., 2013; Oh & Solomon, 2014; Simpson et al., 2014) that used role 

plays provide any details on the role plays, with the remaining studies just mentioning that they 

used role plays.    

Research Question 2: Evaluation Methods 

 The 19 empirical studies evaluating peer training used quantitative (n = 11), qualitative (n 

= 3), and mixed methods (n = 5) analyses. Like research question 1, studies used a variety of 

measures to assess numerous outcomes, as displayed in Table 2. However, a number of these 

outcomes can be grouped into similar constructs (see Figure 3). The measures used assessed the 

effect of training on a peer’s own recovery most often, with four studies using recovery as a 

measure (21.1%). Of the constructs measured, only two studies used the same scale (i.e., 

Rosenberg Self-Esteem Scale; Meehan et al., 2002; Tse et al, 2014). In addition to these 

constructs, two studies (10.5%) administered multiple-choice posttests to evaluate learning, 

seven studies (36.8%) instructed peers to fill out questionnaires/surveys that asked about social 

validity and if they thought they had gained skills and knowledge from the training, and five 

studies (26.3%) assessed employment outcomes.  

Research Question 3: Training Topics 

Twenty-seven of the records discuss a wide range of topics in peer training (see Table 2). 

The records covered multiple topics during the training and many of the topics can be 

categorized into themes. For example, nine of the records (33.3%) discussed listening skills (e.g., 
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active, reflective), eight noted the importance of being able to manage crises/emergency 

situations (20.6%), seven records listed boundaries as a necessary skill (25.9%), six records 

listed teaching peers how to tell their stories as an important training topic (22.2%), six discussed 

cultural competency/diversity (22.2%), and six noted the implementation of Wellness Recovery 

Action Planning as a training topic (22.2%). Finally, 12 training programs discussed the roles 

and responsibilities of peers (44.4%). 

Discussion 

 The purpose of this scoping systematic review was to summarize previous research on 

peer training to identify gaps in the literature. Specifically, this review evaluated peer training 

methods, topics trained, and ways to evaluate learning. The results of this literature review 

indicate that there are opportunities to extend and improve the peer training literature, especially 

as it pertains to clearly defined training that ensures peers are able to perform specific job skills.  

 The results of the literature review indicate that studies used various methods to train 

peers. Although no article explicitly discusses using evidence-based training procedures, some of 

the methods discussed (e.g., role plays) are a component of best practices for training (Parsons et 

al., 2012). Additionally, this method, as well as other methods (e.g., discussion), could fall under 

active learning strategies, which are strategies that require learners to analyze, synthesize, and 

evaluate information (Bonwell & Eison, 1991). Active learning strategies have been shown to be 

more effective than other teaching strategies in a number of contexts, such as in higher education 

(Freeman et al., 2014; DeNeve et al., 1997) and training for healthcare professionals (Berkof et 

al, 2011; Pearce et al., 2012). As it pertains to peer training, Kern et al. (2013) used role plays—

an active learning strategy—to train peers in a number of key competencies, such as listening 

skills, implementing job support with a client, and working with other professionals. These 
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researchers used a task analysis to provide instruction on skills, provided opportunities for peers 

to engage in simulated role plays while receiving feedback, and then included consumers in role 

plays for generalization purposes when appropriate. Likewise, Stoneking & McGuffin (2007) 

also modeled skills and then provided feedback after watching trainees perform the same skills. 

However, these two studies were the only studies that mentioned feedback as part of the training. 

The use of feedback is important as it is more effective at increasing skills during training than 

not providing verbal feedback (van Oorsouw, 2009). Additionally, feedback is the most effective 

component of a training method that is comprised of instructions, modeling, role play, and 

feedback (Ward-Horner & Sturmey, 2012). Oh and Solomon (2014) further advocate for the use 

of role plays to train peers. However, these researchers also note that research on role plays to 

improve peer performance is lacking. The remaining articles that mention role play seem to 

support this conclusion, as none of them give detail on how they implemented the role plays, nor 

do they discuss measuring peer performance during role plays.   

A number of studies also use group discussion, which is another active learning strategy. 

For example, Simpson et al. (2014) used large group discussion so that peers could discuss how 

to handle various situations, such as what to do if a community member crosses a boundary. 

These researchers also note that they were able to record these discussions for use in subsequent 

training. Van Erp et al. (2010) used small group discussion in their training program in which 

peers would present what they discussed to other people in the training. The remaining studies 

that used discussion only noted that they used discussion but did not elaborate any further details. 

Although various studies used active learning strategies in their training, details on the 

training methods were scarce. For example, researchers did not provide detail on length of time 

spent using the strategy, often did not write what topics they covered while using the strategy, 
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rarely gave examples of role plays or how they developed them, and did not note the role of the 

facilitators in the strategies. When the researchers did include details, the details were minimal. 

For example, Simpson et al. (2014) only mention that they structured the role plays and had 

guidelines for these role plays without expanding on the guidelines. However, it should be noted 

that Oh and Solomon (2014) and Kern et al. (2013) do write that role plays were based on real 

experiences of peers, and Oh and Solomon (2014) provide a few examples of role play scenarios. 

This general lack of details or technological precision across studies makes replication of any of 

the studies difficult. Additionally, none of the articles measured procedural integrity, and it is 

therefore unknown if the facilitators conducted the training as described in the study.   

 The reviewed peer training assessed effectiveness of the training over a number of 

outcomes, most of which measured constructs related to subjective feelings or recovery. For 

example, Hutchinson et al. (2006) found significant improvements on recovery attitudes in one 

subscale and improvements, although not significant, on recovery in a second subscale after 

implementing their 60-hr training over 5 weeks that covered a variety of topics (e.g., boundaries, 

conflict resolution, listening). Likewise, Yam et al. (2018) found an increase on the Mental 

Health Recovery Measure for their peers after training. The next most measured constructs 

included self-esteem, self-efficacy, and stress/anxiety. The peer training programs included in the 

review improved these constructs. For example, Compton et al. (2014) reported a significant 

increase in peers’ self-efficacy for doing their job after peers completed their 5-day training.   

It is important to measure the impact of training on those trained; however, peer support 

is designated an evidence-based model due to the benefits community members receive, not 

those of the peers. Therefore, it is also important to measure and ensure peers can do their job. 

However, no studies measured peer performance during training and only two attempted to 
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measure successful implementation of a skill learned during a training (Kern et al., 2013; 

Stoneking & McGuffin, 2007). Kern et al. (2013) measured implementation fidelity by 

completing two checklists, the Supported Employment Fidelity Scale and the Kansas 

Employment Specialist Job Performance Evaluation. The researchers completed the Supported 

Employment Fidelity Scale during a two-day review that included observations and interviews. 

The Kansas Employment Specialist Job Performance Evaluation also includes observations and 

interviews and measured a peer’s ability to do specific components of their job on a Likert-type 

scale (1= poor; 5 = superior). In the study conducted by Stoneking and McGuffin (2007), 

participants completed a self-assessment immediately after training and supervisors filled out 

this same assessment based off the participant’s work performance three months post training. 

Although only two studies attempted to measure performance, a few studies did measure 

gain in knowledge through questionnaires. For example, Compton et al. (2014) conducted a pre- 

and post-multiple-choice question test on knowledge of recovery, whole health, and resilience 

and found significant increases in knowledge in their peers. Additionally, Salzer et al. (2009) 

administered a 60-question multiple choice questionnaire after training, 20 questions of which 

were also assessed pre-training, and found an increase in knowledge from a mean of 62% (SD = 

10.93) to 84% (SD = 8.50) following training.  

A number of studies also used questionnaires to assess social validity. Cleary et al. (2009) 

asked peers a number of questions related to the training itself and found that 97% of the peers 

found it interesting, 94% found it useful, and 69% thought it increased their knowledge. Yam et 

al. (2018) administered a questionnaire to assess training experience and found that peers 

appreciated the trainers, reported a positive personal growth after the training, and would 

recommend the training. Finally, Crisanti et al. (2016) implemented a posttraining survey, 
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including a question asking peers to rate baseline level of each item retrospectively, to assess 

both increases in knowledge and social validity, including satisfaction, comfort level, and 

difficulty level of training. These peers reported significant increases in perceived knowledge 

gained and were overall satisfied. Conducting social validity on interventions is certainly an 

important aspect of training and is important to behavior analysts as well (Wolf, 1978).  

A final area of outcome measures related to employment. This is an important outcome 

because many of the training programs have an ultimate goal of long-term employment for peers. 

For example, Hegedüs et al. (2006) found that the majority of the peers who completed their 

training were able to get a job afterwards. Salzer et al. (2009) measured whether peers were 

employed one year after training and found that 10 out of the 15 peers who were not employed 

before training were employed a year after training.  

Although studies used a variety of measures, it is important to emphasize that only Kern 

et al. (2013) and Stoneking and McGuffin (2007) attempted to measure skills outside of training. 

This on-the-job performance measurement is important to note as ultimately peers need to 

engage in the skills outside of training. Luthans and Kreitner (1985) mention that trainers should 

design training to maximize the transfer of learning to the natural setting. Furthermore, Crisanti 

et al. (2016) explicitly note that they do not know whether their training translates into action.  

 The topics trained in the literature and therefore translated into action cover a wide range 

of topics. One of the most covered topics was the roles and responsibilities of peers. In fact, Fan 

et al. (2018) deem clarifying the role of peers to be essential. Peer surveys have identified that 

peers have a wide range of responsibilities, such as connecting to resources, building community 

member skills, building relationships, administrative tasks, and vocational assistance (Cronise et 

al., 2016; Jacobson et al., 2012). Therefore, it is important to be clear about what peers will be 
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doing in the community. This clarity is particularly important to training, as it is necessary to 

understand job roles to develop appropriate training objectives and to define the skills to be 

taught and measured.  

 Aside from peer roles and responsibilities, training topics varied greatly among the 

studies and related to or extended the SAMHSA core competencies. A number of the core 

competencies relate to a peer’s ability to listen to others, of which there are a number of types 

(e.g., reflective, active). The most common training topic outside of roles and responsibilities 

was some form of listening. Another peer core competency is to help others manage crises, 

which was the third most trained topic. Yet other training expanded to topics outside these core 

competencies. For example, peer support workers have various codes of ethics (e.g., Kansas 

Consumer Advisory Council for Adult Mental Health, n.d.; National Association for Alcoholism 

and Drug Abuse Counselors, n.d.), and therefore some training programs taught peers about 

ethics. In fact, setting boundaries was the fourth most trained topic. The wide range of topics and 

jobs peers perform support the importance of including peers and organizations that manage 

peers in developing local training so that they fit the local context.  

Limitations 

 There are a number of limitations to this systematic review. First, a scoping systematic 

review does not assess study quality. Therefore, a number of studies included in this study may 

be of lower quality. However, the inclusion of these studies was important to ensure the 

identification of all the topics trained. Second, there was no secondary coder to assess articles for 

inclusion and exclusion criteria. Therefore, it is possible that I missed a study and did not include 

it in the review. Third, the review did not include peer training manuals, and therefore documents 

that may have had more specifics on topics trained or training procedures may have been missed. 
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However, anecdotally the peer training manuals identified throughout this research project did 

not add anything not already included in the above analysis and discussion, and if the training 

manual was empirically evaluated it would have been found in the review process and included.   

Implications for Future Research 

 The results of this review illuminate a number of limitations in the peer training literature 

that future researchers can address. First, none of the studies used clearly defined evidence-based 

training procedures. In fact, the methods used were poorly defined, thus making replication of 

the studies difficult. Second, no fidelity measures of the training programs were conducted. 

Therefore, it is unknown whether facilitators implemented the training as planned. Third, no 

studies directly assessed peer performance of skills, and therefore it is unknown whether the 

peers could perform any skills taught in the training. Although it is certainly important and 

worthwhile to assess the impact of training on peers’ attitudes and thoughts, this leaves an 

opportunity for future research. Finally, only one study assessed the peers’ ability to perform the 

skills while conducting their job with community members. The need to understand if skills 

taught in training transfer to the setting in which peers work is another area to be further 

explored.  

Behavioral Skills Training (BST) 

 Behavioral skills training (BST), which involves an instructor describing and providing a 

description of a skill, demonstrating the skill, allowing a trainee the opportunity to practice the 

skill, and providing feedback during this practice (Miltenberger, 2016; Parsons et al, 2012), is an 

evidence-based procedure that may address many of the limitations of the aforementioned 

studies. For example, BST would ensure an empirically based teaching method is used and that 

the skills peers need to perform are being described, practiced, and measured. BST has been 
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effective in teaching a wide variety of skills, such as fire safety skills (Houvouras & Harvey, 

2014; Knudson et al., 2009), gun safety skills (Lee et al., 2019, Miltenberger et al., 2004), 

lockdown procedures skills (Dickson et al., 2017), interview skills (Roberts et al., 2020; Stocco 

et al., 2017), and soccer skills (Chambers & Radley, 2019; Quintero et al., 2020). BST is also 

frequently used to teach a variety of work skills to employees. Frequently, these employees work 

in human service organizations. For example, BST has been used to teach discrete-trial training 

(Clayton & Headley, 2019; Hillman et al., 2021; Sarokoff & Sturmey, 2004), BST (Erath et al., 

2020; Parsons et al., 2012), Promoting the Emergence of Advanced Knowledge Relational 

Training System (Belisle et al., 2016; Hahs & Jarynowski, 2019) and guarding responses 

(Nabeyama & Sturmey, 2010). Erath et al. (2020) provide a representative study of using BST to 

teach staff skills. In this study, the researchers used a nonconcurrent multiple baseline design 

across participants design to train staff to use the steps of BST as measured by BST procedural 

integrity. Results indicated that the majority of staff were able to successfully demonstrate BST 

to mastery criterion after an approximately 50-min training.  

BST has been used to teach skills listed above to a number of different populations. For 

example, the studies above teach skills to children (e.g., Dickson et al., 2017; Lee et al., 2019), 

people with autism (e.g., Roberts et al., 2020), and adults (e.g., Erath et al., 2020; Nabeyama & 

Sturmey, 2010). Expanding the literature review outside of behavior-analytic journals reveals 

studies that use the components of BST to teach people with mental illness, although the 

researchers do not always call the training BST. For example, Liberman et al. (1985) compared 

three interventions to teach people with mental illness social skills, all three of which included a 

therapist providing instructions, modeling a skill, providing an opportunity to role play, and 

giving feedback as a component. This study does not call any of the three training interventions 
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behavioral skills training. Furthermore, Ridgely and Jerrell (1996) adapted the findings from the 

aforementioned Liberman et al. (1985) study to create an intervention to address substance abuse 

and compared it to two other treatments. Ridgely and Jerrell (1996) do call this intervention BST 

and use this intervention to teach relapse prevention skills (e.g., symptom management, 

medication management, basic conversation skills). The results of this study indicate that BST 

produced better drug, alcohol, and psychiatric outcomes and the highest psychosocial 

adjustment. 

BST, or at least interventions that use the four components of BST, has been used to 

teach people living with mental illness and/or substance abuse disorder various skills. However, 

to the best of my knowledge, BST has not been used to teach people with mental illness and/or 

substance use disorder peer workforce skills. Previous BST studies have successfully taught 

various skills to people with disabilities and work skills to employees—and sometimes both (i.e., 

work skills to people with disabilities, e.g., Hillman et al., 2021)—and therefore strongly suggest 

that BST may be useful in peer training. Additionally, using BST to train peers would require 

trainers to clearly define the behaviors peers are to learn, thereby improving the way trainers use 

role plays to teach skills. 

Conclusion   

 Peer support is moderately effective at improving a number of outcomes for people who 

are living with a mental illness and/or a substance use disorder. To ensure implementation of 

peer support services with fidelity, it is important to define the services and provide the 

necessary training to peers. Previous research on peer training has demonstrated peer training can 

improve peers’ self-efficacy, self-esteem, and recovery. However, gaps remain in the literature 

around the effects of these training programs on job performance. BST may provide an evidence-
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based procedure to address this limitation, while extending the generality of BST to a new topic 

(i.e., peer support provider job skills).  
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Table 1 

Summary of State Certification Programs 

State 
Certification 

Process Training Length Exam 
Training 

components 
     

Alabama Yes 40 hr Yes Instruction, 
discussion, role 
play 

Alaska No 40 hr training with 6-
month follow-up support 

No Not reported 

Arizona Yes Varies - approximately 48 
hr 

Each program must have 
an exam 

Not reported 

Arkansas No N/A N/A N/A 

California No state-wide, 
but various 
counties have 

N/A N/A N/A 

Colorado  No, but being 
developed 

Proposed 60 hr of training No Not reported 

Connecticut Yes 80 hr Yes 
- criteria: 80% or more 

Not reported 

District of 
Columbia 

Yes 70 hr 
 

Yes 
- criteria: 85% or more 

Not reported 

Delaware Yes 54 hr  Yes  
- 100 multiple-choice 
questions, pass rate 
unknown 

Not reported 
 

Florida Yes 40 hr Yes 
- 100 multiple-choice 
questions 
- criteria: 65% or more 

Not reported 

Georgia Yes 2-week training Yes Not reported 

Hawaii Yes 80 hr core curriculum and 
40 hr WRAP 

No Not reported 

Idaho yes 40 hr  Yes  
- Includes behavioral 
assessment by training 
facilitators 

Not reported 

Illinois Yes 100 hr Yes Not reported 

Indiana Yes 40 hr Yes  
- criteria: 80%  
- online 
- open-book  
- Includes essay questions 

Instruction, 
discussion, role 
play 
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State 
Certification 

Process Training Length Exam 
Training 

components 
     

Iowa Yes Certified Mental Health 
Peer Support Specialist – 
40 hr 
 
Certified Peer Recovery 
Specialist – 46 hr 

Yes 
- multiple choice exam 

Not reported 

Kansas Yes Level 1 – 2.5-day training 
Level 2 – 3-day training 
 

Yes 
- Written exam 

Classroom, 
group, and 
individual 
learning 

Kentucky Yes 5-day, 30 hr Yes 
- Written 
- Oral 

Not reported 

Louisiana Yes 76 hr Yes 
- 80% on 6 take home 
quizzes  
- Final composed of 50% 
role play and 50% of grade 
on written exam 

Not reported 

Maine Yes 9 full days of in class 
training 

Yes  Not reported 

Maryland Yes 46 hr Yes 
- 75 multiple-choice 
questions 

Not reported 

Massachusetts Yes 60 hr Yes 
- Combination of 
true/false, multiple-choice, 
and open response 
questions 

Small group 
activities and 
homework 

Michigan Yes 56 hr Yes 
- Short answer and essay 
questions 

Unknown 

Minnesota Yes 80 hr Yes 
- 80% on 6 take home 
quizzes  
- Final composed of 50% 
role play and 50% of grade 
on written exam 

Written and role-
play 
demonstrations of 
competencies and 
skills 

Mississippi  Yes Online pretraining 
Four days of classroom 
training and written 
examination 

Yes 
- Criteria: 75% or more 

Not reported 

Missouri Yes 37.5 hr  Yes 
- 26 multiple-choice and 
essay 
- criteria: 75% or more 

Not reported 
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State 
Certification 

Process Training Length Exam 
Training 

components 
     

Montana Yes 40 hr Not reported Role play, group 
discussion, and 
homework 
assignments 

New Jersey Yes 18 hr (3 days) of WRAP 
108 hr of CORE training 
(18 days) 

No exam Not reported 

New Mexico Yes 40 hr Yes Not reported 

New York Yes 13 models of Academy 
Peer Services  

No 
- Complete the post-test for 
each model  

Not reported 

North 
Carolina 

Yes 40 hr of peer support 
training curriculum  
20 additional hr of training 

No Not reported 

North Dakota Yes 
 

12 online training modules No Not reported 

Ohio Yes 40 hr in-person  
16 hr of e-based academy 
courses 

Yes  Not reported 

Oklahoma Yes 40 hr  Yes 
- True/false, multiple 
choice, and essay questions 
- Criteria: 70% or more 

Not reported 

Oregon Yes Peer Support Specialist – 
40 hr 
Peer Wellness Specialist – 
80 hr 

No  Not reported 

Pennsylvania Yes  75-hr  Yes 
- one oral exam that is 
academically based 
- one either written or an 
experiential, role-playing 
exam  

Education, skill 
building, and 
experiential 
learning 

Rhode Island Yes 46 hr Yes 
- 75 questions 

Not reported 

South 
Carolina 

Yes 40 hr 

 

 

Yes   
- two exams: one oral and 
one written 

Not reported 

South Dakota No N/A N/A N/A 
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State 
Certification 

Process Training Length Exam 
Training 

components 
     

Tennessee Yes 40  Yes 
- Includes demonstrating 
mastery in role-playing 
scenarios 

Not reported 

Texas Yes 43 hr  Yes  
- Multiple-choice questions 

Not reported 

Utah Yes 40 hr Yes  
- Criteria: 70% or better 

Not reported 

Vermont No N/A N/A N/A 

Virginia Yes 46 hr Yes Not reported 

Washington Yes 40 hr Yes  
- Written portion: true/false 
and multiple-choice 
questions (75% of score) 
- Oral portion (25% of 
score) 

Not reported 

West Virginia Yes Various - 40 hr to 120 hr Yes Not reported 

Wisconsin Yes Not reported Yes 
- 62 multiple choice 
question 
- Criteria: 85% or higher 

Not reported 

Wyoming Yes No less than 32 hr No Not reported 
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Figure 1 

PRISMA flow diagram  
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Figure 2 
 
Publisher and number of records published 

 
 
Note. Along the x-axis is the journal and along the y-axis is the number of records.   
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Figure 3 

Constructs measured in training records 

 
 
Note. Along the x-axis is the construct and along the y-axis is the number of records.  
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Appendix B  

Training Topics 
 

Professional Development Seminar Curriculum Components: 
Certified Peer Specialist Level One Certification - Online Prerequisite  12 hr 
CPS Beyond the Basics        14 hr 
Crisis Intervention Strategies        18 hr  
LEAP Training & "I AM NOT SICK, I Don't Need Help!" Book Group   8 hr 
Mental Health First Aid        8 hr 
CPS Level Two Certification- KDADS Training Team    16 hr 
Trauma Informed Care for Peer Specialists      8 hr 
Suicide Prevention, Intervention & Postvention Strategies    8 hr 
KLC Leadership Framework for Peer Specialists     14 hr 
Ask the Experts          12 hr  
Skills Building, Practice, and Application (2 hr per month)    20 hr 
Storyworx          16 hr 
Peer Coaching Circles           36 hr 
Independent Study and Capstone Project      40 hr  
    
 
KCPM & CPS Beyond the Basics       14 hr  

- Effective Communication in the Workplace 
- Facing Fears 
- Negative Self-Talk 
- Code of Ethics 
- Self-Care 
- Boundaries 
- Recovery Stages Model 
- Problem Solving 
- Strengths Model 
- KCPM topics  

Crisis Intervention Strategies        18 hr  
- Engagement Strategies & Techniques 
- De-Escalation Techniques  
- Understanding MH Assessment 
- Understanding SUD Assessment 
- Understanding ED policies, practices and procedures 
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- Understanding Involuntary Hospitalization & Discharge 
- LEAP Reflective Listening  
- Advance Psychiatric Directives, Crisis Plans, & WRAP 
- Understanding MATx for Substance Use Disorders 

Ask the Experts             12 hr  
- Bert Nash Access Center Team 
- DCCCA First Step, Options, and Outpatient Services 
- Douglas County Psychiatrists/APRNs 
- Heartland RADAC Care Coordinators and Recovery Coaches 
- Peer Support with Community Partners 
- Homeless Outreach Team, Lawrence Community Shelter and Housing Specialists 
- Willow Domestic Violence Center & Care Center 
- LPD Mental Health Team 
- Douglas County Specialty Courts 

Trauma Informed Care for Peer Specialists      8 hr 
- Alive and Well Organizational & Community Training  
- Brain Architecture Game  
- MyStrength Trauma Module 
- Introduction to PTSD Treatment 
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Appendix C 

Focus Group Questions 

First Focus Group Questions:  

1. What were your experiences as a Peer Fellow? 

2. How did you feel about your time as a Peer Fellow?  

3. What are the qualities that are necessary to succeed as a Peer Fellow?  

Second Focus Group Questions:  

1. What parts of the weekly seminars were helpful? 

2. What parts of the weekly seminars were not helpful? 

3. What skills should we be teaching during the seminars?  

4. What real life scenarios should we incorporate into training seminars?   
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Appendix D 

Focus Group Notes 

Peer Fellows Focus Group 
9/9/2020 

 
 

Notes 
• Goals of this Focus Group 

o Find out what it is like to be a peer in Douglas County  
§ Objectively – what do you do? 
§ Subjectively – how do you feel about it? 

o Discuss what we should look for in future peers  
• Peers in attendance worked either at the library or the ED 

o In the ED they work in the crisis unit (e.g., “gold”) 
o However, if someone is not in the unit but still might be going through a crisis, 

they can go out and support them as well.  
• What are the people like that you work with? What are their problems, etc.?  
• One peer:  

o Usually sit and talk with people who are in the middle of loss and/or trauma 
o When someone goes to the gold unit, it is a very specific need 
o Whereas at the library it is a wide range of things 

§ They may be lonely and need to talk 
§ One of the peers plays chess with them 
§ Or, people at the library are in the middle of a crisis and peers can get 

them connected with services 
• E.g., a patient was recently homeless and this peer got them a ride 

and access to food 
§ It is really a wide range of topics and needs 

• Every person the peer sits down with is a completely different 
experience 

• What is a day like? Do you sit there and every few hours someone comes in, or someone 
comes in every 5 minutes?  

o Another peer:  
§ Every shift is different 
§ Some days nobody comes in and they conduct no mental health 

evaluations (MHEs) in the ED 
§ Other days it is one after the other all day and you will be busy all 5 hours 

helping patients and nurses 
§ What situation is more common?  

• It usually comes in waves, sometimes a wave of slow shifts, 
sometimes a wave of busy shifts 
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• Right now, it is busy, but March through May it was slow, which 
makes sense as it was the start of the pandemic and nobody wanted 
to be in the hospital 

o How does it feel on the slow days when you are sitting and not doing much? 
§ Even when there are people there sometimes you cannot do much 
§ Especially in the hospital, the nature of why they are there makes it a 

sensitive time to introduce yourself and offer services. Sometimes people 
do not want that 

• How do you introduce yourself? 
o Go into the room, tell my name, and tell them my job. Tell 

them I support them by any means necessary, and that I 
have been through trauma myself. Sometimes it is nice to 
bounce things back from one another 

o Will ask them if they want to talk, if they want food, a 
drink, a blanket  

§ What percent of people say thank you and take you up on a talk? 
• Hard to say, but much lower than 50/50 
• Maybe 15% say they would love to talk 

o They are in a state that is not conducive to talk, people are 
crying and distraught and do not want to be at the hospital 

§ Are they alone when they are at the hospital?  
• Sometimes. For example, a kid was with their mom in one peer’s 

last shift 
o It seems men might not really care, and women might feel uncomfortable 
o Is it hard to go in knowing people might say no? 

§ It was hard at the beginning, but you get used to it 
• Another peer’s perspective:  

o It is different each day 
§ We can have someone with substance use 
§ Or someone with a dual diagnosis  
§ Or someone can come in with suicidal thoughts, or a plan, or someone 

stopped them 
§ Or someone has no other place to go 
§ One example was someone came in who was nonverbal and the 

emergency room got “stuck” with him 
o ED is more of a systematic care than library 

§ The role of a peer in the ED may be a little more defined. They need to get 
someone a ride afterwards or connect patients to someone afterwards 

§ They have Bert Nash skype numbers – so they can give that to patients 
and do follow up or call backs 

• Most of the time they get a good report during the call back 
o There have been a few situations that have been more 

difficult and might need more training on 
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§ Someone was on the phone and said they were 
suicidal 

• Peer asked her if they had a plan (they did 
not) 

• Peer asked if they could send out the police 
(community member said no) 

• Long term she got her into the ED 
• Peer was not sure how to get off the call, did 

not very comfortable hanging up 
• Peer talked to supervisor, did not report it 

because she did not have a plan 
§ People will come to the ED and they will have thoughts, but not a plan 
§ People come in and self-harm at any age. 

• Peer has had someone come in at 4 years old with oppositional 
defiance disorder that Bert Nash was given services 

§ Children are the hardest for this peer 
• She will see children with flat affect and wonder what the child has 

gone through 
§ Some are self-harming at the children shelter 
§ Some parents do not know what to do, they have harmed themselves 

before 
§ They will do a safety plan – has information on Bert Nash and suicide 

hotline, various resources, has patient identify who they have to support 
them 

§ They also have a follow-up plan 
§ Or they will make an emergency med appointment if necessary 
§ Or follow up with Heartland or Bert Nash 
§ People have different levels of needs  

o When this peer introduces themselves, they will say they are peer support and 
have experienced many challenges myself. I have had substance use issues, I have 
mental health issues, I have bipolar (sometimes they say this, sometimes not, 
especially if they have it) 

o 35-40% probably talk to this peer, some days it is everyone, sometimes it is none 
o Peers do get to see patient history on the computer 
o The experience is very calming to her – whether they are scared, paranoid, 

aggressive, high, most of the time they are calling out for help, or they need 
attention 

§ And this peer likes that they get to advocate for their patients  
o The first ED peers were able to build a rapport and now the current ED peers are 

able to build off it and advocate for them 
§ E.g., this person has gone through stuff and let’s give them a break rather 

than this person is schizophrenia and we should do this or that 
o It has been a unique experience and we all have our niches 
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o If you are looking at peers in the future you can ask them if they are comfortable 
with people in crisis  

• A third peer:  
o Anything you want to add that you did not hear already? 

§ Pretty familiar, one thing this peer wanted to comment on is when it 
comes to who to look for is that they were not comfortable with the crisis 

• This peer left the ED after a few months, but reflecting back they 
are happy they had the experience 

o It allowed them to be able to see what the potential 
outcome of a crisis is 

o And to understand what happens once they get there, that 
they can be safety planned or sent to this place or whatever 
may happen to them 

o The peer thinks it is a good experience for everyone to have 
o All the peers started at the hospital because it was the only option 

§ This peer thinks if it is just a month or two just to get that experience, that 
would be good 

§ The peer noted that they now understand where the crisis can lead, and it 
lets you know who is at the hospital and who they can recommend being 
talked to 

• Another peer:  
o To piggyback quickly off of the previous peer, this peer thinks it was useful to see 

the ED as well. This peer would like to have left it after 3 months as it was 
stressful to them personally 

§ It is important that peers have adequate supervision and support 
§ BHCCs are wonderful, there are staff on the same page, but there are also 

other staff who make the environment more difficult 
• It was particularly difficult to give any sort of alternative 

perspective than some staff 
§ Are there certain types of staff (not specific staff, but groups of staff)? 

• Some nurses, sometimes security 
o This peer thinks that sometimes the way security treats 

patients is not the best (although not all security guards) 
§ This might also relate to that this peer has been a 

patient and had the security guard stop her from 
leaving, so it is triggering 

§ And physicians have treated this person as less than 
human too (as a patient) 

o This peer has also seen someone be restrained where it was 
more that the nurse was triggered or something and 
escalated it quicker than it needed to be 
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§ Would like it if we were able to stop people from 
being restrained (although they understand there are 
some situations where it needs to happen) 

o Watching people urinate on themselves or being talked 
down to because they are not listening to what ED staff are 
saying can be difficult and is not the way it should be 

o This is good and interesting because we want the crisis center to be a supportive 
environment  

• Who is the primary contact there that oversees peers in the ED? 
o There is not really anyone at the ED  

• Would you want to change anything about how staff treat you? 
o Biggest thing is that they as peers do not have as much of a voice because they are 

in a very limited role 
o One peer noted that when there are incidents they sometimes feels like they 

cannot speak up 
• How did peers get introduced to the ED? 

o There was an email that a lot of people missed 
§ And that is it 
§ Nurses mentioned that it is just another person in the room that they are 

responsible for 
• What is the library like? How are you treated there? 

o The library was very welcoming, people were very excited  
o People in the library spent time talking to the homeless population and they did 

not have trainings or did not know what to do or say, so they were happy to have 
them there 

o Library atmosphere is not as intense, it is more laid back 
o This peer has not come across anyone who has been against what they do or is 

critical of how they are doing it 
o They had a couple meetings at the library where they were able to introduced 

themselves. People were passionate and glad they were there 
o Community members walk in to the library and tell you thank you 
o They are more visible at the library to the community. This peer thinks this is 

good for the community  
• At the med center, whenever they make changes, they bring in the people it will affect 

and tell them about it 
o This should be similar for the peers  

• Tell me how this job has influenced you all as human beings? (positive and/or negative)  
• Side question from a peer: We have barely scratched the surface; can we talk more next 

week or another week? We would like more focus groups to discuss these things. 
o One peer:  

§ The growth as a person, individually, has been incredible and inspiring  
§ He sees this larger picture of how it trickles down, to them as peers, to the 

people they work with professionally, to the people in their lives, to other 
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providers of services in the community. When this program started they 
talked about how they are creating a new workforce of people with lived 
experience who are modeling how to have conversations about trauma-
informed care. It has and will continue to inspire the community and other 
programs like it around the country.  

o For another peer 
§ It has been positive in so many ways. This peer has been pushed to face 

her own healing. This peer realizes that her self-care directly relates to 
how effective they are in their job. Working on their weak spots (e.g., how 
to improve their communication, how to work on a team). Still has work 
to do but has made lots of progress. Feels like this is the first job where 
their live experiences and their talents are put to use. It has been very 
fulfilling, even on difficult days. It has increased self-efficacy. And their 
self-esteem and their view of the future and what they want to do in the 
future. And this peer has meet incredible people, people who have been 
supportive and interested in her growth. They feel as if they are part of a 
community now. Negatives deal more with the system and how it is 
broken in some parts.  

o Another peer:  
§ The whole experience has been for the most part positive. Everything 

involved with the work has been positive (minus some relationships / 
people in the hospital). This person wanted to get into behavioral health in 
college and this has allowed him to and learn more about it, especially 
how some parts are broken 

o What parts are broken? 
§ People coming to a hospital – then waiting in the hospital for some times 

up to two weeks to get a position in another hospital (e.g., Osh), then they 
get released, then they are back at the ED, and then back to Osh, etc. 

§ Realizing this for was a negative, it was discouraging  
o Most part has been a positive. Working at the hospital for a year has been really 

cool and the last peer is glad they are able to do it. 
o How has it impacted you personally? 

§ Has made this peer more empathetic towards people’s situations, 
especially people involved with mental health – this peer noted they was 
not always empathetic in the past, now they can use the knowledge and 
experience gained to help other people to understand they need to be more 
empathetic 

o How did your lived experience impact you? That is to ask, one would think your 
lived experience helped give you more empathy already, so how did you get 
more? 

§ For this peer, they were not super empathetic to begin with because of 
their trauma, they have a history of pushing the trauma into the closet  
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o Another peer noted that they have really enjoyed today, that everyone experiences 
life differently, so they have liked hearing about how they experienced the 
fellowship 

o The peer mentioned that they have been working through depression for a number 
of years, so they are comfortable with crisis 

§ And that they have experienced psychosis – so when they are with people 
hallucinating, they can connect and understand, and this makes it so they 
can intervene better 

o It makes this peer feel like it has given her a voice 
o This peer also does not feel the negative interpersonal interactions at the hospital 

anymore 
o The fellowship is very rewarding. It allows this peer to give back. It has built this 

peer’s network. The peer has used her insight over the years to give back. The 
peer likes to help people get to the core of what they are feeling.  

• Does anyone know the last day? And is it different for different people? 
o The first group has an 18-month fellowship, the second group is a year 
o Bob has made it clear that even when that time comes, they will continue to have 

work to do and a paycheck until they find a placement, whenever that might be  
§ That is what others have heard too, the goal of this is for community 

partners to create jobs for us 
• Tell us a bit about the training? What did you like? What did you not like? As it relates to 

topics, what would you want more of? Less of? 
o Would not do the Storyworx, because it does not apply at the hospital  

§ This peer noted for today they would prefer to do another 1.5 hours of 
focus group  

o One peer noted that they appreciate this Wednesday group  
§ And that they would like to be a guest and come back to these Wednesday 

trainings 
o Another peer, who noted that these are their own thoughts 

§ These meetings are at least an hour too long – four hours of Zoom is a lot 
• This peer proposes four 4-hour shifts, and a 3 hour zoom meeting, 

the peer has a hard a time looking at zoom for 3 hours 
o Another peer agrees that four hours is long 

§ It was a little different when it was not virtual and four hours was not as 
bad 

o Another noted that a problem is they talk to Lisa for an hour a week, and thinks it 
should be longer, she is the program manager and an extra hour a week would be 
great 

§ This peer notes that they would like that hour to be a time to field specific 
questions that they are having 

• They could get validation on what they are feeling is normal and 
help for solving problems 
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o As of right now, Lisa checks in on things, but because of time it feels like they are 
restricted in actually discussing their real issues  

o They do have individual meetings (e.g., one peer talks virtually for like half an 
hour a week) 

§ The peers are not doing live supervision yet, but think that this will happen 
in the future once things start to be safer 

• The peers are indifferent to live supervision 
o Because Lisa is an “outsider” at these areas (i.e., she works 

for Bert Nash, not the ED), peers do not know how ED 
staff would perceive it 

o And the ED rooms are small 
o Bob has done a lot to improve the ratio of supervisors to supervisees 

§ Lisa does have other people that she supervises as well 
o There is consensus from all the peers that they are content with the supervision 

they are getting now 
§ But they would like a little longer as a group and more feedback 
§ Lisa is encouraging and practical 

• Do others agree with the Storyworx comment? 
o Another peer noted that personally, storyworx not helpful as well 

§ The peer does not find storytelling is helpful for the hospital 
• Peers are in crisis and do not want to hear your story 

o Another peer noted it is interesting, but it is probably not as important as other 
things 

§ They have currently spent probably about 9 hours on it, which is too much 
in their opinion 

o Another peer noted, in general, they have enjoyed the Storyworx. It relates to 
library work because we are relating our stories to them or hearing their stories. 
This peer also noted they are not sure if they need as much time spent on it 

o Consensus is it is useful to learn about, but not sure they need it to do so much of 
it 

§ One peer thinks that storytelling probably relates to some peers more than 
others  

• In the hospital, usually did not share the story 
o One peer noted there is a way to find your story and tell it, and it is important to 

know how to share one’s lived experience, but the amount of time spent on it is a 
lot 
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Peer Fellows Focus Group – Training 
 

9/30/2020 
 

 
Notes 

• Core competencies 
o What would you all say are the core competencies you need to know? 

§ Different forms of listening 
• E.g., reflective  

§ Strengths-based model 
• Always remember it is self-directed care 

§ Use nonclinical language 
§ Proper communication, giving proper feedback 
§ Trauma-informed care 

• Understand people have went through things and advocate for 
people who do not have that mindset 

§ Urge people to be self-directed, focus on asking powerful questions less 
than giving advice 

• This has been taught a lot from peer coaching circles 
• Let people come to their own answers 

§ Peer circles also help with listening and questioning skills 
• Focus on asking powerful questions to get people to come to their 

own answers 
§ Sharing lived experience 

• Different levels of this, but help people understand that we as peers 
have been through some things too so that community members 
understand they are with someone who has been there 

• What percent of encounters include you telling your story? 
o 30-40% of the encounters 

§ Modeling recovery and hope  
• I have been there before, and look, there is hope. You can get 

through it. I am an example of that 
§ Sharing resources 

• To what extent did you have the skills before, and to what extent did you get these 
through the trainings? 

o One peer mentioned they were nervous about the trainings and wondered what 
they would already know 

o “Wednesdays have been great” learned a lot 
§ A lot of it we know already, but the trainings help us put it into words and 

practice 
o One peer mentioned that Marsha said at the beginning that she thought the peer 

had an idea of where they wanted to go, but they needed to tweak it and get it 
more technical 

§ For example, the listening skills were there but proper professional 
communication was not there 
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• Being with your friends and giving them advice is different than 
sitting with a community member 

• We as peers might have the lived experiences, but we do not 
always know how to ask the right questions, or link to the right 
resources 

• Wednesdays helped this peer to build those skills 
• What components on Wednesdays were the best? 

o Role playing and learning our resources  
o When Emily gave a slideshow on DBT 
o Learning resources and going through the role play 

§ Here is a scenario, what would be a good response to this 
§ Learning about ways to communicate 

o One peer mentioned that role plays can be uncomfortable and they do not like it, 
but when you apply it out in the field where before they had to think about it now 
it becomes natural 

o One peer noted that they learned a lot through the Wednesdays 
§ Biggest jump is asking the important questions, and has learned a lot in the 

peer coaching circles 
• Beforehand did not come up with many questions  
• Coaching circles were helpful for this peer 
• Most of the in-person was very important, easier to be more 

interactive 
o This is better for this peer’s learning (as opposed to Zoom)  

• What are the things we can do away with? 
o Still a little bit about the storyworx 

§ This is less useful for the ED peers 
• One peer noted that Wednesdays were nice that people could come together and talk 

(especially the coaching circles) 
• How open were you all with your stories? 

o It was not everyone sat down and said this is what I have been through. Most 
people had their stories slowly come out. Little bits and pieces of what you have 
overcome and been through. 

• What should someone who is hiring peers know about people’s lived experience? 
o Bert Nash – you have to do a cover letter that touches in on it. Short, sweet, and to 

the point. Why would you be good for a peer, whether it was a diagnosis or a 
trauma  

• How many people left the program because of life? 
o About 4 
o What is the antidote for this? 

§ One left because she was pregnant and the pandemic hit 
§ One left because she realized it was not for her, but she left on good terms 

and it was best for everyone 
§ Another one had a hard time with the transition to online  
§ It is hard to have a part-time position for an entire year 
§ Two people left because they got a job offer 
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• One was not related to this, but she could not afford to live on this 
part time work 

• The other got a full-time peer position 
• How well do you feel as it relates to community services? Do you know all the services 

available in our community? And, what else would you need? 
o Coming into it one peer only knew Bert Nash 

§ Now though, he knows all about Heartland, DCCCA, Valeo, Johnson 
County Detox, etc. 

• This comes with working at the hospital as well and being around 
people with different needs and wants 

• It does take a bit to learn everything as different services have 
different requirements  

o Another peer mentioned that when they started, they were not prepared, they had 
no clue on what they were doing, and had no preparation for what they would be 
doing at their job site 

§ People told them that they have a blank canvas, do what you want 
• This was not helpful to this peer 
• This was not intentional though and this peer knows this. Housing 

authority and peer support there with Bert Nash was brand new 
§ This peer wishes we could have touched on boundaries 

• They had a great training with Marsha, but it is different as a peer  
o Still need to have some personal and professional 

boundaries, but it is different than a case manager 
• This peer wishes they could have known more about the location 

they were going to be working at 
• Boundaries 

o One thing that was a struggle for some of the peers 
§ Did not know what she was walking into 
§ One peer had never worked with homeless population and this is the 

population they were asked to work with  
• The peer found out that when people who have experienced 

homelessness get their own space they do not want you in it 
§ It is not just my boundaries, it is their (the community members) 

boundaries 
• Building a professional relationship, but it is the friend 

professional, not the case manager, not the therapist 
§ Peers have their own boundaries 

• One peer mentioned that shares their story in order to make a 
relationship, but there are some things they might not want to 
share. They have things they have not shared with their best friend 
but have shared with community members 

o Another boundary they have difficulty is when a community member asks for 
their personal number 

§ Not all the peers have a work cell 
• In a relationship with someone outside of work, if you ask 

someone something you do not want to answer 
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o You can ignore it or say it is not your business 
o A client asks you something you do not want to answer, 

how do you go about that? 
• How do you keep those secrets you want to keep while still 

building a relationships? I do not feel comfortable talking to you 
about that, but I don’t want you to say well I will not talk to you 
about my stuff either  

o Asking for a phone number 
§ One peer has felt obligated to give a number 
§ Not comfortable at the time, but is fine now 

• One peer has an example where they got a text message way past 
hours 

o Someone was in a very bad situation and they wanted the 
peer to come get them 

o In this situation, the peer came up with a plan with the 
community member 

§ Who else could get them? Peer came up with a plan 
with them to get their help 

§ Every part of the peer wanted to go save them, but 
could not 

o What is their definition of boundaries? 
§ It is hard to define 

• Personal boundaries – based on recovery story and trauma 
• Professional boundaries – within their job descriptions what they 

can and cannot do 
o Properly communicate those boundaries to people you are 

working with  
o Another peer had a few things come to mind 

§ Sometimes people at the library ask for money 
• Usually just responds with “I am not allowed” 

§ Someone asked for playing for money for chess 
• I am not allowed to play for money 
• You could say it as I am not going to do it or I am not allowed 

o The two things communicate something different, either I 
am not doing it personally or I am doing it professional 

o Another peer has experiences from the hospital 
§ Need to make boundaries with certain patients 

• Some want to get too close 
• Some want to touch you 

o Not okay for him 
• Some use the wrong language 

o They try to flirt 
• As far as professional boundaries 

o Bill would say from 8-5 you can contact me, but after that I 
will not respond until the next day 

§ That is a boundary this peer has as well  
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• This peer mentioned that as far as boundaries go, you need to set 
them, you need to be clear about them, you need to be firm on 
them 

o If you let people break them it will continue to happen 
§ Bruce’s definition of boundaries: 

• Individual boundaries: rules, standards, policies that are based on 
an individual's core beliefs and values 

• Organizational boundaries: rules, standards, policies that are 
based on an organization's core beliefs and values 

o A female peer mentioned that they will not go into a male’s apartment alone 
§ Never been hit on, but she will not go into their apartment 

• If she is talking to them, she is in their doorway with the door open 
• Only goes in when another person is there 

§ Even with the women, she is in public 
• Because, for example if something goes missing she does not want 

them to think it was her 
o Another boundary people try to cross: Do things for them (fill this out, help me 

with this) 
§ It goes beyond the self-directed work (professional) 

o When does someone’s safety and well-being become your job? 
o Where do you draw the line at what you are capable of fixing or not fixing 

§ One peer mentioned that they will meet community members half way, 
but that means they need to meet half way too 

• If you are working harder than the client, you are doing something 
wrong 

• They will keep asking for help if you just do it for them 
o Need to walk beside the community member 

o Another peer 
§ Knowing when to support someone and when not to 

• Thinks they has done pretty good at this at the hospital 
• Some view them as lazy  

§ Sometimes boundaries may be crossed with coworkers 
• For example, a social worker tells them to hand the paper to 

someone 
o This peer does it because of a pick your battles kind of 

thing 
§ Or nurses will tell you to talk to someone that is crossing a boundary 

• For example, it will not help the patient 
§ Some patients will just want the peer to listen 

• However, if someone is on meth, they just want to talk, and they 
are not making sense, he is not helping anyone so not to do it 
anymore 

o Another peer 
§ People who are feeling a certain way (e.g., they are delusional), it is not 

helpful to have them talk their way through more psychosis 
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• So the peer will leave the room because it will make them worse to 
listen 

§ Alcohol you have to be under a certain level to do the screen 
• Need to figure out if it is mental health issue or an alcohol issue  

o The qualified mental health screening to sese if they need 
hospitalization or what not, should they go to Osh, should 
they be involuntary or voluntary, etc., they need to be under 
a certain amount of intoxicated  

o Do you sometimes feel like you are used as a babysitter? 
§ All the time  

• Even the security guards sometimes 
• One peer mentioned they do not mind though as they feel like they 

are helping because it is hard to be alone at that time 
§ Nurses and ED staff can have a “Thank goodness you are here, go occupy 

them” attitude 
• Go get them water, go get them something 

• Any skills you want to build, anything you wish you had been taught (not a community 
resource)  

o Boundaries is an ongoing thing 
§ Maybe that could be covered like supervisions every week 
§ Lisa asks if any celebrations or anything 

• We could add, have there been any other situations you would like 
to discuss? 

• Other training ideas 
o Sometimes trainings talk about a “proper response” 

§ Then in the training you are thinking about correct or incorrect responses 
rather than being natural 

• Another thought - The hospital might not be the best situation 
o Could be extra triggering  
o Some peers might not want to be here 
o Certain personalities are meant for certain places 

§ Another peer mentioned they would not like to be at the library, as they do  
not like having her face put out there, does not want things written about 
her 

• All the peers noted they would be happy to come back for a training if needed 
• What did everyone get out of today’s session? 

o Feels valued 
o That you take our thoughts into consideration is appreciated 
o Recommends asking for feedback during the program, for example, every two 

months or so 
§ What do you need more of? what do you not like? etc.  

• Glad we came back for this and that he was part of it. Feels valued and heard 
o Continue feedback sessions, next group should get to give feedback as well.  

• Good reflection on everything, feels heard too, these types of sessions pave the way 
to make the program smoother and better, appreciate doing it twice  



145 
 

 

Appendix E 

Consent Form 

 

 

 
 



146 
 

 

 

 

 

 



147 
 

 

 

 

 



148 
 

 

 

 

 
  



149 
 

 

Appendix F 

IRB Approval 
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Appendix G 

Boundary Violation Scenarios 

Potential example scenarios with community members:  
• A community member asks a peer if they should stop taking their medication 
• A community member asks peer if they agree with their diagnosis  
• A community member asks a peer if they should voluntarily go to the Osawatomie State 

Hospital 
• A community member contacts a fellow outside of work hours in a bad situation (e.g., 

drunk) and asks for help (e.g., a ride) 
• A community member asks for money for something such as food 
• A community member asks the fellow to complete tasks for them that they should be 

doing themselves (e.g., fill out a form for housing aid or food aid, complete their resume) 
• A community member asks a peer if they can do work (e.g., mow the peer’s lawn) for the 

peer for money 
• A community member offers a service (e.g., to fix a peer’s car for a reduced rate) when 

the community member learns that the peer has a need 
• A community member asks about an aspect of their story they are not comfortable 

sharing (e.g., your diagnosis) 
• A community member asks for a personal number 
• A community member asks the fellow to go into their apartment alone 
• A community member asks a peer to promise the community member they will get the 

community member a service (e.g., approved for Social Security Disability Benefits) 
• A peer sees a community member at a personal meeting (e.g., 12-step, SMART recovery) 

and the community member begins asking personal questions about the peer’s past 
• A peer sees a community member while the peer is eating with friends off of work hours 

and begins asking personal questions  
• A community member invites a peer to come to his child’s birthday party and also 

suggests some toys the child would like 
• A community member asks a peer on a date 
• A community member asks a peer to get lunch or a cup of coffee as friends  
• A community member demands to be a peer’s friend on social media 
• A community member asks a peer to be their 12-step sponsor 

Potential example scenarios for generalization probes 

• A coworker asks a peer to use undue influence/a threat to get a community member to do 
what the coworker wants 

• A supervisor asks a peer to commit fraud  
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Appendix H 

Scenario Difficulty Questionnaire  
 

Boundary Violation 
Level of difficulty 

Extremely 
easy     Extremely 

Difficulty 
A community member asks a peer if they should stop taking 
their medication 1 2 3 4 5 6 

A community member asks peer if they agree with their 
diagnosis  1 2 3 4 5 6 

A community member asks a peer if they should voluntarily 
go to the Osawatomie State Hospital 1 2 3 4 5 6 

A community member contacts a fellow outside of work 
hours in a bad situation (e.g., drunk) and asks for help (e.g., a 
ride) 

1 2 3 4 5 6 

A community member asks for money for something such as 
food 1 2 3 4 5 6 

A community member asks the fellow to complete tasks for 
them that they should be doing themselves (e.g., fill out a 
form for housing aid or food aid, complete their resume) 

1 2 3 4 5 6 

A community member asks a peer if they can do work (e.g., 
mow the peer’s lawn) for the peer for money 1 2 3 4 5 6 

A community member offers a service (e.g., to fix a peer’s 
car for a reduced rate) when the community member learns 
that the peer has a need 

1 2 3 4 5 6 

A community member asks about an aspect of their story 
they are not comfortable sharing (e.g., your diagnosis) 1 2 3 4 5 6 

A community member asks for a personal number 1 2 3 4 5 6 
A community member asks the fellow to go into their 
apartment alone 1 2 3 4 5 6 

A community member asks a peer to promise the community 
member they will get the community member a service (e.g., 
approved for Social Security Disability Benefits) 

1 2 3 4 5 6 

A peer sees a community member at a personal meeting (e.g., 
12-step, SMART recovery) and the community member 
begins asking personal questions about the peer’s past 

1 2 3 4 5 6 

A peer sees a community member while the peer is eating 
with friends off of work hour and begins asking personal 
questions  

1 2 3 4 5 6 

A community member invites a peer to come to his child’s 
birthday party and also suggests some toys the child would 
like 

1 2 3 4 5 6 

A community member asks a peer on a date 1 2 3 4 5 6 
A community member asks a peer to get lunch or cup of 
coffee outside of work hours as a friend 1 2 3 4 5 6 

A community member demands to be a peer’s friend on 
social media 1 2 3 4 5 6 

A community member asks a peer to be their 12-step sponsor 1 2 3 4 5 6 
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Appendix I 

Scenario Difficulty Ratings 
 

Boundary Violation 
Level of Difficulty Average 

Difficulty Rank Conf. 
1 

Conf. 
2 

Conf. 
3 

      

A community member contacts you outside of work hours in a 
bad situation (e.g., drunk) and asks for help (e.g., a ride) 4 4 5 4.33 1 

A community member invites you to come to his child’s 
birthday party and also suggests some toys the child would like 5 3 4 4 2 

You see a community member while you are on Mass St. off 
of work hours and they begin asking you personal questions 4 3 4 3.67 3 

A community member gives you a small gift to thank you for 
working with them 2 4 5 3.67 3 

A community member asks you if they should voluntarily go 
to Osawatomie State Hospital 3 3 3 3 5 

A community member asks you for a ride 4 2 3 3 5 
A community member asks you if they agree with their 
diagnosis  1 4 3 2.67 7 

A community member asks you to complete tasks for them 
that they should be doing themselves (e.g., fill out a form for 
housing aid or food aid, complete their resume) 

4 3 1 2.67 7 

A community member asks you for your personal number 2 1 5 2.67 7 
A community member asks you to get lunch or cup of coffee 
outside of work hours as a friend 2 2 4 2.67 7 

A community member asks you if they should stop taking their 
medication 2 2 3 2.33 11 

A community member asks you to be their 12-step sponsor 1 4 2 2.33 11 
A community member sees you with another client and begins 
asking confidential questions about the other client 2 2 3 2.33 11 

A community member asks you for money for something such 
as food 2 3 1 2 14 

A community member offers you a service (e.g., to fix a peer’s 
car for a reduced rate) when the community member learns 
that you have a need 

2 3 1 2 14 

A community member asks you to go into their apartment 
alone 2 2 2 2 14 

A community member asks you if they can do work (e.g., mow 
the peer’s lawn) for the peer for money 2 2 1 1.67 17 

A community member asks you on a date 1 2 1 1.33 18 
A community member demands to be your friend on social 
media 2 1 1 1.33 18 

Note. Conf. = Confederate 
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Appendix J 

Scenario Identification and Use 
 

Scenario 
Identification 

Average 
Difficulty 

Boundary Violation Training Use 

    

A 4.33 
A community member contacts you outside of work hours in a 
bad situation (e.g., drunk) and asks for help (e.g., a ride) 

Baseline / Posttraining 
Probe 

B 4 
A community member invites you to come to his child’s 
birthday party and also suggests some toys the child would like 

Baseline / Posttraining 
Probe 

C 3.67 
You see a community member while you are on Mass St. off of 
work hours and they begin asking you personal questions 

Modeling Component 

D 3.67 
A community member gives you a small gift to thank you for 
working with them 

Baseline / Posttraining 
Probe 

E 3 A community member asks you if they should voluntarily go to 
Osawatomie State Hospital 

Modeling Component 

F 3 A community member asks you for a ride 
Baseline / Posttraining 

Probe 

G 2.67 
A community member asks you if they agree with their 
diagnosis 

Baseline / Posttraining 
Probe 

H 2.67 
A community member asks you to complete tasks for them that 
they should be doing themselves (e.g., fill out a form for 
housing aid or food aid, complete their resume) 

Modeling Component 

I 2.67 A community member asks you for your personal number 
Baseline / Posttraining 

Probe 

J 2.67 
A community member asks you to get lunch or cup of coffee 
outside of work hours as a friend 

Baseline / Posttraining 
Probe 

K 2.33 
A community member asks you if they should stop taking their 
medication 

Baseline / Posttraining 
Probe 

L 2.33 A community member asks you to be their 12-step sponsor 
Baseline / Posttraining 

Probe 

M 2.33 
A community member sees you with another client and begins 
asking confidential questions about the other client 

Baseline / Posttraining 
Probe 

N 2 
A community member asks you for money for something such 
as food 

Baseline / Posttraining 
Probe 

O 2 
A community member offers you a service (e.g., to fix a peer’s 
car for a reduced rate) when the community member learns that 
you have a need 

Modeling Component 

P 2 A community member asks you to go into their apartment alone 
Baseline / Posttraining 

Probe 

Q 1.67 
A community member asks you if they can do work (e.g., mow 
the peer’s lawn) for the peer for money 

Baseline / Posttraining 
Probe 

R 1.33 A community member asks you on a date Modeling Component 

S 1.33 
A community member demands to be your friend on social 
media 

Baseline / Posttraining 
Probe 

T N/A 
A coworker asks a fellow to withhold food to get a community 
member to do what the coworker wants 

Generalization Probe 

U N/A A supervisor asks a fellow to commit billing fraud Generalization Probe 
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Appendix K 

Scenario Order 
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Appendix M 

Treatment Integrity Data Collection Sheet 

Fidelity   

Date:  

Observer:  

Steps Score 
Instructions  
Trainer provides rationale  
Trainer leads discussion on boundary definitions  
Trainer states the steps of responding to a boundary violation  
Trainer provides an opportunity to ask questions  
Modeling Phase  
Trainer shows video models  
Trainer leads discussion on correct and incorrect steps  
Trainer provides an opportunity to ask questions  
Rehearsal phase  
Trainer provides opportunities for rehearsal  
Feedback phase   
Trainer provides praise for steps implemented correctly  
Trainer provides corrective feedback for steps implemented 
incorrectly 

 

Debrief   
Trainer summarizes the training  
Trainer provides opportunity to ask questions and convey thoughts 
about the training 

 

Total Correct Steps  
Percent Correct Steps  

 
Notes: 
______________________________________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
 
Code:  + = correct  o = omission  - = incorrect 
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Appendix N 

Training Presentation Slides 
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Appendix O 

Social Validity and Demographic Questionnaire  

The purpose of this questionnaire is to understand what you think about the skill learned today as 
well as the way in which the skill was taught. Please circle the number that best describes your 
agreement or disagreement with each statement. 

 
1. Which aspects of setting boundaries learned today were the most useful? 
2. Which aspects of setting boundaries learned today were the least useful? 
3. Which aspects of the training (e.g., instructions, modeling, role play, and feedback) used to 

teach the skills were the most useful? 
4. Which aspects of the training (e.g., instructions, modeling, role play, and feedback) used to 

teach the listening skills were the least useful? 
5. Please provide any other feedback. 

Demographic Questions 
 
1. How old are you? 
2. What is your gender? 
3. What is your ethnicity?  
4. What is your highest level of education? 

 
 

Strongly 
disagree 

    Strongly 
agree 

The way to set boundaries learned today is 
an acceptable method to use with 
community members 

1 2 3 4 5 6 

The way to set boundaries learned today 
should prove effective in helping 
community members 

1 2 3 4 5 6 

This way of setting boundaries would help 
keep me safe at work 1 2 3 4 5 6 

I would suggest setting boundaries this way 
to other peers 1 2 3 4 5 6 

I like the setting boundaries skill learned 
today 1 2 3 4 5 6 

I like the procedures (i.e., instructions, 
modeling, role play, and feedback) used 
today to teach me how to set boundaries 

1 2 3 4 5 6 

This training is an acceptable way for peers 
to learn how to set boundaries 1 2 3 4 5 6 

I will set boundaries in the way I learned 
today at my work. 1 2 3 4 5 6 
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5. How long have you been in the Peer Fellows Program? 
6. Have you received training over boundary setting outside of this training? 

a. Yes \ No 
b. If yes, describe the other boundary training you have had. 

7. Do you have lived experience with a substance use disorder? 
a. Yes \ No 
b. If yes, please describe:  

i. Prefer not to answer 
8. Do you have lived experience with a mental health condition?  

a. Yes \ No 
b. If yes, please describe: 

i. Prefer not to answer 
9. How long have you been in recovery?  

 
 

 


