
Full Terms & Conditions of access and use can be found at
http://www.tandfonline.com/action/journalInformation?journalCode=webs21

Download by: [Western Michigan University] Date: 04 May 2017, At: 08:40

Journal of Evidence-Informed Social Work

ISSN: 2376-1407 (Print) 2376-1415 (Online) Journal homepage: http://www.tandfonline.com/loi/webs21

Peers and Co-Occurring Research-Supported
Interventions

Jennifer Harrison, Linwood Cousins, Jessaca Spybrook & Amy Curtis

To cite this article: Jennifer Harrison, Linwood Cousins, Jessaca Spybrook & Amy Curtis (2017)
Peers and Co-Occurring Research-Supported Interventions, Journal of Evidence-Informed Social
Work, 14:3, 201-215, DOI: 10.1080/23761407.2017.1316220

To link to this article:  http://dx.doi.org/10.1080/23761407.2017.1316220

Published online: 01 May 2017.

Submit your article to this journal 

Article views: 6

View related articles 

View Crossmark data

http://www.tandfonline.com/action/journalInformation?journalCode=webs21
http://www.tandfonline.com/loi/webs21
http://www.tandfonline.com/action/showCitFormats?doi=10.1080/23761407.2017.1316220
http://dx.doi.org/10.1080/23761407.2017.1316220
http://www.tandfonline.com/action/authorSubmission?journalCode=webs21&show=instructions
http://www.tandfonline.com/action/authorSubmission?journalCode=webs21&show=instructions
http://www.tandfonline.com/doi/mlt/10.1080/23761407.2017.1316220
http://www.tandfonline.com/doi/mlt/10.1080/23761407.2017.1316220
http://crossmark.crossref.org/dialog/?doi=10.1080/23761407.2017.1316220&domain=pdf&date_stamp=2017-05-01
http://crossmark.crossref.org/dialog/?doi=10.1080/23761407.2017.1316220&domain=pdf&date_stamp=2017-05-01


Peers and Co-Occurring Research-Supported Interventions
Jennifer Harrisona, Linwood Cousinsb, Jessaca Spybrookc, and Amy Curtisd

aSchool of Social Work, Western Michigan University, Kalamazoo, Michigan, USA; bDepartment of African
American and Africana Studies, Western Michigan University, Kalamazoo, Michigan, USA; cDepartment of
Educational Leadership, Research, and Technology, Western Michigan University, Kalamazoo, Michigan, USA;
dInterdisciplinary Health Sciences PhD Program, Western Michigan University, Kalamazoo, Michigan, USA

ABSTRACT
Objective: Adults with co-occurring mental illness and substance use
disorders have poor outcomes in important quality of life areas, including
hospitalization, incarceration, employment, and community housing.
Integrated dual disorder treatment (IDDT) is a research-supported inter-
vention for individuals with co-occurring disorders associated with
improvements in outcome measures when implemented with high fide-
lity. Research-supported intervention IDDT was not designed with peer
services, provided by people with lived experience with mental illness,
but the practice has been altered to include peers.Methods: IDDT fidelity
data were evaluated from 20 teams that also reported on peer services on
their team in one state over a 7 year period, and paired with their fidelity
data for themost recent review to analyze the relationship between peers
and IDDT fidelity. Analysis of variance was utilized to determine a dose
effect peers on fidelity. Results: Of these IDDT teams, 85% of teams
incorporated a peer and 40% of teams had a full-time peer. Having a
full-time peer (M = 4.22, SD = .41) was associated with significantly higher
fidelity compared to teamswith a part-time (M= 3.68, SD= .56) or no peer
(M = 3.21, SD = .18, F(2, 17) = 5.88, p = .01). Conclusions: Peers on IDDT
teams are associated with higher fidelity, leading to important
possibilities about the incorporation of those with lived experience into
research-supported interventions. Implications for team composition,
implementation measurement, policy, and funding are discussed.

KEYWORDS
Peers; lived experience;
co-occurring disorders;
fidelity; integrated dual
disorder treatment

Introduction

Co-occurring mental illness and substance use disorders

Mental illness and substance use disorder are two types of chronic relapsing and remitting
behavioral health illnesses with early lifetime onset, frequent occurrence, and association with
significant lifetime disability (Hunt, Siegfried, Morley, Sitharthan, & Cleary, 2013; Institute of
Medicine, 2006). Mental illness and substance use disorder often occur together, affecting 7.7
million American adults in 2013 (Karg et al., 2014; Substance Abuse andMental Health Services
Administration [SAMHSA], 2014). Outcomes for adults with co-occurring disorders (COD) are
worse compared to adults with mental illness or substance use disorders alone, and include
higher rates of hospitalization, incarceration, unemployment, homelessness, suicide, and HIV
andHepatitis C infection (Green, Drake, Brunette, & Noordsy, 2007; Hunt et al., 2013; Schmidt,
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Hesse, & Lykke, 2011). These poor outcomes impact not only the individual with COD, but their
families, communities, and systems of care (Drake, Mercer-McFadden, Mueser, McHugo, &
Bond, 1998; Drake, O’Neal, &Wallach, 2008). People living with COD, referred to as peers, have
been increasingly active in policy development and advocacy for effective treatments to impact
these poor outcomes (Campbell et al., 2006; Farkas, Gagne, Anthony, & Chamberlin, 2005;
SAMHSA, 2012).

Peer services

The mental health and substance use disorders system has seen substantial activism on the part
of peers to change the system of care not only to be responsive to them as consumers, but to
involve them as treatment providers (Campbell et al., 2006; Farkas et al., 2005; InterNational
Association of Peer Supporters, 2014;Mead, Hilton&Curtis, 2001; National Association of Peer
Specialists, 2014; SAMHSA, 2012). Services oriented toward recovery have long been associated
with those including or delivered by peers, people who themselves have experience with mental
illness and/or substance use disorders (Davidson et al., 1999; White, 2009). Although peer
services have been part of the informal system for substance use since colonial times, in mutual
aid/self-help groups for 90 years (White, 1998), the literature about peer services before the
1990s is primarily limited to 12-step and mutual aid communities (White, 2009). Formal peer
services have been studied only in the last 25 years (Campbell et al., 2006;Mead et al., 2001). This
corresponds to the deinstitutionalization movement when many state psychiatric institutions
were closed and the expectation became that individuals withmental illness were treated in their
communities instead of hospital settings (Faulkner & Basset, 2012).

At the onset of the 21st century, the President’s New Freedom Commission on Mental
Health (2003) addressed this absence of a peer voice in treatment design and delivery and
advocated for a shift in the policy and practice discussion in behavioral health to include peers.
Convening stakeholders inmental health, including consumers, providers, and policy makers,
SAMHSA operationalized 10 components to recovery-oriented mental health: self-direction,
individualized and person-centered, empowerment, holistic, nonlinear, strengths-based, peer
support, respect, responsibility, and hope (SAMHSA, 2008), and further defined recovery in
2012 in part as “supported by peers and allies” (SAMHSA, 2012, p. 5). It was clear to the field
at that point that research on the efficacy of peers and involving peers in the research agenda
would be an important focus in the subsequent generation.

Research on peer services has been limited to primarily qualitative or descriptive studies
(Cook, 2011; Davidson et al., 1999). Exploratory qualitative studies with consumers of
mental health services that included peer services reported that peers offered positive
relationships, a sense of belonging, increased connection to the mental health system
(MacNeal & Mead, 2005; Proudfoot et al., 2012), and differences in the perception of
importance of natural or peer support in recovery between case managers and consumers
of mental health (Crane-Ross, Roth, & Lauber, 2000).

Interestingly, for COD, views about recovery among peers can be quite varied, with
stability, hope, and process being key indicators rather than the recovery product of absti-
nence from alcohol or drugs (Watson & Rollins, 2015). The primary quantitative outcome
studied with peer services in mental health has been a relationship with psychiatric hospita-
lization, both prospectively and retrospectively (Klein, Cnaan, & Whitecraft, 1998; Sledge
et al., 2011). In a small pilot study (Klein et al., 1998), 10 participants in a peer support group
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had significantly fewer psychiatric hospital stays and days in the hospital than those who did
not have peer support. In a randomized control trial (Sledge et al., 2011), participants who
were assigned peer services had significantly fewer psychiatric hospital admissions (partial
η2 ¼ :04Þ and hospital days (η2 ¼ :05Þ than those assigned to usual care in the subsequent 9
months, with a small effect size. In a retrospective claims review examining the relationship of
peer services and outcomes for individuals with COD following a hospitalization (Min,
Whitecraft, Rothbard, & Salzer, 2007), participants in a peer support group had significantly
fewer re-hospitalizations within 3 years compared to people who were not involved in a peer
support group. This analysis was particularly useful in establishing a correlation between peer
group services and re-hospitalization rate given the large sample size, use of a matched control
and experimental group with mental illness and a recent psychiatric hospitalization, and
longer time period of analysis. Despite these two high-quality studies of peer services and
psychiatric hospitalization, the research that provides evidence of a relationship between peer
services and improved outcomes is still in its early stages. Like the research on specific
interventions for adults with COD, peer research is still developing and is often measuring
a wide variety of interventions, rather than one set of agreed upon treatments. See Figure 1 for
a representation of the current evidence for peer services and integrated co-occurring services.

Research-supported interventions: Assertive community treatment and integrated
dual disorder treatment

Research-supported interventions are developed and promulgated to assure that the best of
what we know works finds its way into practice, and that the practice can be well-defined
and measured using research methods including randomized controlled trials and systema-
tic reviews (Fixsen, Naoom, Blasé, Friedman, & Wallace, 2005). Both assertive community
treatment (ACT) and integrated dual disorder treatment (IDDT) are examples of complex
and team-based research-supported interventions developed in public mental health. ACT,
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Figure 1. Evidence for peer services and integrated co-occurring services.
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developed for adults with mental illness with the closure of state psychiatric institutions
(Dietrich, Irving, Park, & Marshall, 2009; van Vugt, Kroon, Delespaul, & Mulder, 2012), has
been associated with decreased hospitalization duration and frequency, increased service
engagement, and client satisfaction for adults with serious mental illness when compared to
treatment as usual (Dietrich et al., 2009). There is some evidence of improved outcomes with
adding peers to ACT. In a prospective longitudinal study in the Netherlands with 20 ACT
teams, individuals who served on teams with peers had significantly fewer hospital stays and
episodes of homelessness compared to those who served on teams without peers (van Vugt
et al., 2012). In a randomized trial of individuals assigned to ACT teams with or without
peers, individuals served by ACT with peers had a significantly longer time to first arrest, but
no difference in hospitalization, homelessness, or emergency room visits (Clarke et al., 2000;
Paulson et al., 1999).

In the mid- and late-1990s, the differential outcomes for individuals with COD compared to
mental illness alone on ACT teams began receiving attention. The New Hampshire Dual
Disorders study used a randomized controlled trial and demonstrated that individuals with
COD served with ACT had lower hospitalization, alcohol and drug use rates, and increased
remission rates of their substance use disorder compared to individuals served by treatment as
usual (McHugo, Drake, Teague, &Xie, 1999). IDDT grew out of ACT (Mueser, Noordsy, Drake,
& Fox, 2003), and SAMHSA developed IDDT as a similar practice to ACT but with additional
components to address the needs of adults with COD (McHugo et al., 1999, 2007). In 2007,
SAMHSA listed IDDT as a research-supported intervention and published an implementation
toolkit, which is currently in revisions (McHugo et al., 2007; SAMHSA, 2008, 2010). This toolkit
included sections on practice components, staff training, organizational buy-in, and measure-
ment of implementation. The IDDT model contains 26 different components, including multi-
disciplinary team, stage-matched interventions, motivational interviewing, family education,
and active outreach to self-help (Mueser et al., 2003; SAMHSA, 2008, 2010). Peers are not
explicitly included in the research-supported intervention (McHugo et al., 2007). Clients served
by IDDT teams practicing at high fidelity have decreased hospitalization compared to clients
served by low fidelity teams (Chandler, 2011), as well as significant decreases in both hospital
days and days of substance use (Barrowclough et al., 2001; Drake et al., 2006; Mueser et al.,
2003). Unlike ACT, IDDT, to our knowledge, has not been evaluated quantitatively with the
addition of peers to the practice. The “partnership with consumers” (Devitt, Davis, Kinley, &
Smyth, 2009, p. 93) is cited as a facilitator in long-term implementation of IDDT, but the specific
inclusion of peers on IDDT teams in the research is novel. There is a need for both the
implementation of research-supported interventions based upon the established and tested
evidence, and an openness to local adaptation, and measurement of the same, so practices can
continue to evolve with new evidence (Ogden & Fixsen, 2014).

IDDT fidelity and measurement

Fidelity for IDDT is measured by a 26-item fidelity tool that represents the earlier mentioned
components among others, each scored at a point in time on a 5-point Likert scale. The scores of
each individual item are then averaged for subscale scores and a total fidelity score (Mueser et al.,
2003). High IDDT fidelity compared to low or moderate fidelity of a program has been
associated with significant decreases in hospital days and days of substance use
(Barrowclough et al., 2001; Drake et al., 2006; Mueser et al., 2003).
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IDDT implementation and adaptation studies are primarily qualitative in nature. In
Indiana, six IDDT teams struggled with difficulty transitioning to an integrated approach
and issues with state commitment and on-going funding (Isett et al., 2007; Magnabosco,
2006; Moser, Deluca, Bond, & Rollins, 2004). One IDDT team in Michigan noted similar
barriers (Blakely & Dziadosz, 2007). High staff turnover and supervisory understanding of
the research-supported intervention were noted in IDDT implementation studies in Kansas
and Ohio (Peterson et al., 2013; Rapp et al., 2010; Wieder & Kruzynski, 2007; Woltman &
Whitley, 2007). Even with high fidelity being associated with improved outcomes with
IDDT, the implementation process is far from simple and requires significant study to
assure that the practice is actually provided to those with COD who qualify (Boyle & Kroon,
2006; Chandler, 2011; Peterson et al., 2013). Implementation of IDDT and its individual
components are crucial factors to consider in terms of how a best practice starts and
maintains services.

Despite this lack of published evidence, in 2007, Michigan began to systematically incor-
porate peer support specialists, along with the existing multi-disciplinary team members of
physicians, nurses, social workers, and substance abuse clinicians, as members of IDDT teams
(MDCH, 2010). In 2005, Michigan had received a federal block grant to implement and
measure the implementation of integrated care for adults with COD in the form of IDDT
(MDCH, 2007a, 2007b). The unique inclusion of peers to IDDT throughout this state as a
statewide adaptation of an existing research-supported intervention offers an opportunity to
add to the literature on the implementation of IDDT with peer services. This opportunity to
study the results of adaptations of research-supported interventions based upon local needs or
circumstances is an important aspect of translational research (Ogden & Fixsen, 2014). As
such, determining how IDDT fidelity differs when peers are added compared to when peers
are not part of the team was the focus of this study.

Methods

Design

This study is a retrospective, secondary analysis of all 68 IDDT teams reviewed in Michigan
by the Michigan Fidelity Assessment and Support Team (MiFAST, 2013) between 2006 and
2012 with a focus on the 20 teams that reported on peer use. These 20 teams represent a
29.4% response rate of the 68 total teams reviewed by MiFAST over the study period, which
included IDDT teams throughout the state with the exception of Wayne County and
Detroit, which used a different fidelity process.

Measures

Fidelity
IDDT ismade up of 26 individual components, each of which ismeasured during fidelity review
on an ordinal Likert scale with a score of 1–5, 5 being the highest. The IDDT toolkit provides
clarity on scoring of 1–5 for each item to anchor the tool. Some anchor items are based on a
percentage of activity, while others use more numbers of sources from the team that are using a
particular part of the practice. Total fidelity was a continuous variable with possible values of
1.00–5.00, the mean of all 26 individual item scores. Averaged to arrive at organizational and
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treatment subscale scores—a continuous variable with possible values of 1.00–5.00, scores were
used for the 12 organizational scale items (organizational philosophy; eligibility or consumer
identification; penetration; assessment; individualized treatment plan; individualized treatment;
training; supervision; process monitoring; outcomemonitoring; quality assurance; and personal
choice regarding service provision) and 14 treatment scale items (multidisciplinary team;
integrated treatment specialist; stage-wise interventions; access to comprehensive services;
time-unlimited services; outreach; motivational interventions; substance abuse counseling;
group treatment for COD; family interventions for COD; alcohol and drug self-help groups;
pharmacological treatment; interventions to promote health; and secondary interventions for
non-responders). Themeanwas used for all 26 fidelity scale items, referred to as the total fidelity,
also a continuous variable with possible values 1.00–5.00. A dichotomous variable was devel-
oped for high fidelity defined as total fidelity score of 4.00 or above. This measure, although not
empirically established, has been previously utilized in analysis of IDDT fidelity, and has been
associated with improved outcomes for IDDT recipients (Barrowclough et al., 2001; Chandler,
2009, 2011; Drake et al., 2006; Mueser et al., 2003).

Prior to IDDT fidelity reviews beginning, MIFAST reviewers were trained on the reliable
administration of the IDDT fidelity tool (Mueser et al., 2003), andMiFAST reviewers shadowed
existing review teams in Ohio or Michigan. Once MiFAST reviewers were trained, fidelity
reviews were completed with IDDT teams on-site using two or three MiFAST reviewers, one
lead reviewer, and one or two assistant reviewers (MiFAST, 2013). All 26 items from the IDDT
fidelity tool were scored, and a report provided to the IDDT team with scores, narrative
summaries, and recommendations for implementation going forward within 2–3 weeks of
each fidelity review (MiFAST, 2013).

One concern relates to review reliability. To analyze this, tests were completed on the baseline
and subsequent reviews. Six of seven possible lead reviewers completed baseline reviews, with no
one reviewer completingmore than 30% of total reviews, and one reviewer completing only one
review. The lead reviewer that completed the baseline IDDT fidelity review was significantly
related to total fidelity (F(4, 58) = 4.84, p < .01) with no concerns of heterogeneity of variance.
When the one reviewer that only had one review completed at baseline was removed from the
model, Bonferroni post-hoc tests demonstrated that a single reviewer’s scores were significantly
variant from the other four reviewers (M difference = –1.04, SE = .26, p < .01). Five of seven
possible lead reviewers completed second and third reviews, with no one reviewer completing
more than 30% of total reviews, and one reviewer completing only one review, indicating that
third reviews were even more evenly distributed than second reviews. The lead reviewer that
completed the second and third IDDT fidelity reviewwas not significantly related to total fidelity
(F(3, 34) = 1.07, p = .38), indicating adequate inner rater reliability by the second review point.
For this study, reviewer reliability was determined to be adequate for analysis since it was
completed primarily on second and third reviews.

Peers
Data on peer membership on IDDT teams was obtained from IDDT team leaders’ self-report.
IDDT team leaders were asked in an e-mail communication with two subsequent reminders
to report on the following questions for each fiscal year from FY 2006–FY 2012: Did you have
a peer specialist on the IDDT team? Was the peer specialist certified on the IDDT team? Was
the peer specialist working full-time on the IDDT team? Did you have more than one peer
specialist on the IDDT team?
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IDDT teams
Teams were classified dichotomously as non-rural or rural. Rural was defined as a team that
operated in a county of less than 100,000 residents in the 2010U.S.Census (Bureau of theCensus,
2012). Teamswere also classified as additionally offeringACTas anothermulti-disciplinary team
approach to treat adults with mental illness (Dietrich et al., 2009), yes or no. Year of review was
measured for baseline, second, and third reviews, with all reviews occurring between 2006 and
2012. To determine the relationship between the time period of initial IDDT implementation
and fidelity, teams were categorized based on when they had their baseline review: in the first 2
years of statewide implementation (2006–2007), the second 2 years (2008–2009), or the last 3
years (2010–2012), referred to as early, mid, and late adopters, respectively.

Analytic strategy

A descriptive univariate and bivariate analysis and analysis of variance (ANOVA) utilizing SPSS
v. 20 (IBM Corporation, 2011) was used in this study to determine the overall relationship
between peer status on IDDT teams andmean fidelity in the most recent fidelity review for each
IDDT team. Frequency measures of team variables, ACT and rural, and peer variables, having a
peer, having a certified peer, having a full-time peer, and having more than one peer at IDDT
review, were used to describe the IDDT teams in the sample, and the presence of peers on those
teams. Means and standard deviations of fidelity subscale and total fidelity outcomes were used
to describe fidelity. To determine if teams that reported on peer variables and teams that did not
report on peer variables were significantly different, chi-square analysis of ACT and rural teams
by teams reporting on peer variables were completed, and independent sample t tests were used
to compare fidelity for teams reporting on peer variables or not in their baseline review. Then,
using only those teams that reported on peer variables, the relationship between having a peer or
not and fidelity was completed using an independent t test. Finally, ANOVA was employed to
examine the relationship between peer status (no peer, part-time peer, or full-time peer) and
fidelity scores at most recent review, and between year of review and fidelity scores for most
recent review. Alpha levels were set at .05 throughout.

Results

Comparison of initial and final sample

The first task was to determine if the sample of those reporting on peer variables differed from
the sample of those not reporting on peer variables. If the smaller sample of teams that reported
on peer characteristics is similar to the larger group of teams that did not report on peer
variables, the results can be more confidently generalized to the larger sample. Descriptive
analysis of the initial sample of all teams reviewed (68) and the samples of teams that did (20)
and did not (40) report on peer variables are included in Table 1. Teams that reported on peer
variables (20) and did not report on peer variables were compared to determine if they were
different groups. A similar percentage of teams were rural that reported on peer variables
(45.0%) as did not (45.8%), a similar percentage reported as also providing ACT for teams that
reported on peer variables (90.0%) as not reporting (72.9%). The same was true for teams that
were either early- ormid-adopters for teams reporting on peer variables (70.0%) as not reporting
on peer variables (64.6%). Total fidelity was also not significantly different for teams reporting
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on peer variables (M= 3.48, SD = .58) and not reporting on peer variables (M= 3.34, SD = .76)
using an independent t test.

Peers on IDDT teams

Of the final sample of 20 teams reporting on peer variables in their most recent review, a
majority of teams, 85.0%, had a peer on their team.Of those 17 teams with a peer, nine (52.9%)
had a part-time peer and eight (47.1%) a full-time peer. Those teams whose peer staff was a
certified peer support specialist by Michigan Department of Community Health represented
80.0% of teams; and three teams, or 15.0%, hadmore than one peer serving on the IDDT team
at their most recent fidelity review. See Figure 2.

Peers and IDDT fidelity

When comparing teams with and without peers at the most recent review, teams that had
a peer (17) had significantly higher total fidelity (M = 3.93, SD = .55), than teams without

Table 1. IDDT Fidelity for Baseline Review for Teams in Michigan.

All teams (68)
Teams reporting
for peers (20)

Teams NOT
reporting for peers

(48)

Test of difference
(independent t-test or x2

with df and p-value)

% rural 45.6% 45% 45.8% x2 (1) = .004, p = .95
% also offering ACT 77.9% 90.0% 72.9% x2 (1) = 2.40, p = .122
% early or mid-adopters
(2006–2010)

66.1% 64.6% 70.0% x2 (2) = .67, p = .71

Organizational subscale
fidelity mean (SD)

3.24 (.85) 3.36 (.74) 3.19 (.89) t (63) = –.71, p = .487

Treatment subscale fidelity
mean (SD)

3.52 (.65) 3.58 (.61) 3.49 (.67) t (64) = –.46, p = .654

Total fidelity mean (SD) 3.38 (.71) 3.48 (.58) 3.34 (.76) t (62) = –.75, p = .463

Source. MiFAST (2013). Note. N = 68.
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Figure 2. Peer variables of IDDT Team at most recent fidelity review (N = 20). Note. Each bar indicates
the percentage of teams who responded “yes” for each of the questions about peers. Each of the 20
teams is represented in each bar (MiFAST, 2013).
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a peer (M = 3.21, SD = .18, t(18) = –2.21, p = .041), but the real distinction in fidelity was
not clear until the staffing level of peers was evaluated. Teams that had a full-time peer (8)
also had significantly higher total fidelity (M = 4.22, SD = .41), than teams without a peer
(t(9) = –4.08, p = .003). Furthermore, teams that had a certified peer (16) also had
significantly higher total fidelity (M = 3.95, SD = .57), than teams without a peer (t(17)
= –2.22, p = .04), as did teams with more than one peer (3) on total fidelity (M = 3.97, SD
= .25), compared to teams with no peer (t(4) = –4.32, p = .01). On every bivariate measure
of peer variables, teams with peers, whether full-time, certified, more than one, or simply
present on the IDDT team, were significantly associated with higher total fidelity than
teams with no peer.

Full-time peers and IDDT fidelity

The mean fidelity score for most recent reviews with no peer (3) was 3.21 (SD = .18), a
part-time peer (9) was 3.68 (SD = .56), and a full-time peer (8) was 4.22 (SD = .41). The
mean score for those teams with full-time peers was also clinically significant because a
total score of 4.00 or above indicates that teams are high fidelity. See Figure 3 for a
depiction of these results.

To determine if the full-time equivalent (FTE) of peers on IDDT teams (no peer, part-
time peer, and full-time peer) was associated with fidelity, an ANOVA was completed.
Having a FTE peer was significantly associated with review total fidelity score (F(2, 17) =
5.88, p = .01). A Bonferroni post-hoc test revealed that the total fidelity for teams with a
full-time peer (M = 4.22, SD = .41) had significantly higher fidelity than those teams with
no peer (M = 3.21, SD = .18, Mean Difference = –1.01, p = .016). There was not a
significant different between teams with no peer and a part-time peer (M = 3.68, SD = .56,
Mean Difference = .47, p = .45), or a part-time peer and a full-time peer (Mean Difference
= –.54, p = .09). The amount of peer services on IDDT teams is related in a linear fashion
to improved IDDT fidelity.

1

1.5

2

2.5

3

3.5

4

4.5

5

No Peer (3) Part-Time Peer (9) Full-Time Peer (8)

Figure 3. One-way ANOVA of peer status and IDDT total fidelity. Note. Total fidelity is a mean of all 26 fidelity
items, with a total possible value of 1.00–5.00. Total fidelity above 4.00 indicates high fidelity range associated
with improved clinical outcomes for clients served of that team, F(2, 17) = 5.88, p = .01 (MiFAST, 2013).
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Conclusion

Main findings

Research-supported intervention implementation and fidelity measurement gives the field
valuable information about how services are actually delivered in clinical practice. When
research-supported interventions are initially designed, they are static, even when it is
recognized that implementation of these practices is dynamic. Practices are often altered to
accommodate new trends in service delivery, policy, or funding. Such is the case for this
analysis of IDDT fidelity with the systematic addition of peer services to the practice
throughout one state. In this first study (to our knowledge) of IDDT with peers compared
to IDDT without use of peers, IDDT teams with peers had higher fidelity than IDDT teams
without peers. In fact, the addition of a full-time peer to the multi-disciplinary team of social
workers, nurses, counselors, and physicians was associated with high fidelity at team’s most
recent review, among the subset of teams that reported peer status, compared to teams that
had no peer. There also appeared to be a dose response or linear pattern between peer FTE and
IDDT total fidelity.

Although this is the first analysis of peer services and IDDT fidelity, previous studies of
IDDT and ACT fidelity and outcomes, and ACT services with peers, help to situate this
finding in the existing literature. IDDT and ACT fidelity and inclusion of peers in other areas
of mental health is a proximal measure associated with improved outcomes. There is some
evidence of improved outcomes with adding peers to ACT teams, a characteristic associated
with lower rates of hospitalization, homelessness, and arrests (Clarke et al., 2000; Paulson
et al., 1999; van Vugt et al., 2012). Clients with COD served by ACT or IDDT teams practiced
at a high fidelity have decreased hospitalization, substance use, and remission of substance
use disorders compared to clients served on low fidelity teams (Barrowclough et al., 2001;
Chandler, 2011; Dietrich et al., 2009; Drake et al., 2006; McHugo et al., 1999; Mueser et al.,
2003). Peers on ACT teams are associated with similarly positive outcomes compared to
teams without peers (Clarke et al., 2000; Paulson et al., 1999; van Vugt et al., 2012). IDDT and
ACT fidelity, and peers on ACT, are associated with improved outcomes, yet there was no
evidence regarding peers on IDDT previously. Consequently, this study’s finding that peers
are associated with improved fidelity indirectly supports the previous literature.

This finding that peers on IDDT teams are associated with improved fidelity, which in turn
has been associated with improved outcomes for individuals served by IDDT, and indeed that
having a full-time peer is associated with high fidelity, can help administrators inmaking staffing
decisions in limited resource situations. Clients served on IDDT teams, as stated previously,
have at least two chronic relapsing and remitting conditions, and have worse outcomes and
higher costs compared to clients with only a mental illness or substance use disorder. Systems of
care that recognize this association, and develop staffing plans to address the best combination
of practitioners to serve clients on IDDT have promise of positively impacting those outcomes,
and if not reducing costs, at least providing services that are cost effective. The question of why
this association between peers and higher fidelity exists is not answered here, however. Some of
the possible explanations include the presence of a hopeful model for recovery that a peer
represents, or the engagement with peer staff that assists people served on IDDT to better engage
with the rest of the IDDT team. It is also possible that this association is spurious, or that the
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causation is reversed, and in fact that high fidelity teams hire peers, rather than teams that hire
full-time peers become high fidelity.

Limitations

Even though this evaluation of the relationship between peers and IDDT fidelity adds
significantly to the literature by establishing the correlation between peers and high
fidelity, there are limitations to this exploratory analysis. First, the fidelity evaluations
reviewed did not include the largest metropolitan area in Michigan, Detroit and Wayne
County, since they used a different fidelity review process from the MiFAST process.
Although several of the suburban counties surrounding center city Detroit were included
in the analysis (Oakland, Macomb, Washtenaw, and Monroe), Wayne County was not
included. Given that Detroit is the largest metropolitan area in Michigan, the lack of
available data from that area is significant, and may make generalizability to other states
with a large population center more difficult.

Themost significant limitation of this study was the low response rate of 29.4% for the peer
data. Given that 17 of the 20 teams that reported on teams had a peer in their most recent
review, there is a clear question of response bias in teams that had peers being more likely to
report on peer variables than teams without peers. There was no significant difference of the
examined predictor or outcome variables within this study between teams that responded on
peer variables and those that did not, which provided increased confidence in the general-
izability of the results to the larger sample of IDDT teams reviewed inMichigan. For example,
even though the teams that reported on peer variables and those that did not report did not
significantly differ in also offering ACT services, a larger sample might have made that
distinction significant, so it is possible that the group that reported on peer variables and
did not were different. And, there are many variables that could have differentiated teams that
reported on peer variables and teams that did not, which would then raise questions about the
generalizability of the final sample results to the initial sample of all IDDT teams reviewed in
Michigan, or generalizability to other systems of care that are systematically incorporating
peers into IDDT. In Peterson et al. (2013), supervisor turnover was significantly negatively
associated with research-supported intervention fidelity scores, but supervisor variables were
not measured in this analysis, only peer variables. Perhaps teams with newer team leaders
responded in lower levels than those with longstanding team leaders, which could have
confounded the relationship between peers and fidelity.

A third significant limitation is that even though the results establish a positive
correlation between having a full-time peer and IDDT team fidelity, they do not establish
causality. Teams with full-time peers could have higher staffing rates overall, which is
associated with higher fidelity. Or, high fidelity teams might simply hire peers. Lastly,
although data about FTE of peers on IDDT teams by review were collected, more sensitive
measures of peer status on IDDT was not. A continuous variable of hours employed was
not obtained, nor were any data on peer specialist activities or quality of services on IDDT
teams and the data on peers were self-reported. Additional research on this practice
alteration will help further explore the relationship between peers and IDDT or other
complex research-supported interventions.
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Further research

This study was the first to analyze the inclusion of peers on IDDT, and the relationship
between peers and IDDT total fidelity. However, there is significant research on the statewide
implementation of IDDT over time, particularly with this widespread practice alteration, yet
to be completed. In this study, subscale and total fidelity, a mean of 12–26 fidelity items
(Mueser et al., 2003) was used as the outcome variable of interest. The relationship of peers
serving on IDDT teams to individual fidelity items, particularly self-help liaising, outreach,
and consumer choice, would offer additional insight into the relationship between peer
services and IDDT fidelity. In addition, since data are available for all 68 teams with full
fidelity reviews in Michigan from 2006–2012, the growth trajectories of IDDT fidelity based
upon other team variables, including geographic location, team size, and use of additional
research-supported interventions along with IDDT, would provide additional information on
moving a state system of care toward higher fidelity.

Implications for practice

Research-supported intervention implementation in behavioral health offers barriers and
opportunities for systems of care. The cost and benefit of training, incentivizing, and support-
ing best practices are significant considerations for systems of care. And, when best practices
are altered in systematic ways, whether the practice will still be able to be fully implemented
with high fidelity is a question with significant implications for all stakeholders in behavioral
health. Fidelity to IDDT is of interest because previous research has shown significant
decreases in number of hospitalizations (Chandler, 2011), hospital days and substance use
(Barrowclough et al., 2001; Drake et al., 2006; Mueser et al., 2003), and loss from treatment
(Hunt et al., 2013). The finding that full-time peers serving on IDDT teams is associated with
higher fidelity than teams with no peer is important because one state chose to pursue such
extensive incorporation of peers to the IDDT model prior to evidence regarding its potential
impact. Although this analysis found preliminary positive findings between peers and fidelity,
further exploration of the relationship between peers and quality of life, as well as recovery
outcomes for people served by IDDT is needed. An analysis of data across the state and over
time on the association of peers on IDDT and outcomes of hospitalization, housing status,
employment, and criminal justice involvement could not only determine a correlation, but
also have further policy and staffing implications.

Full-time peer services on IDDT teams were associated with improved program fidelity in
Michigan compared to teams with no peers. The experiment of adding this component to an
existing research-supported intervention appears positive for fidelity and serves as a first step
in examining the use of peers in IDDT on recovery outcomes.
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