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The past decade has witnessed a
virtual explosion in the num-
ber and type of peer-based in-

terventions aimed at engaging per-
sons with severe mental illness into

care and promoting their recoveries
within traditional clinical and rehabil-
itative venues. Although existing re-
search on such interventions remains
sparse, it suggests the outcomes to be

at least equivalent to those obtained
through regular services (1–3) and in
some instances superior (4,5). Al-
though researchers and practitioners
alike have hypothesized that the suc-
cess of these interventions is owed at
least in part to enhanced positive
qualities within peer provider–client
relationships, few investigations have
rigorously examined this claim with
quantitative empirical approaches.

A notable exception is the pioneer-
ing work of Solomon and colleagues
(6), who compared peer-provided and
usual case management services with-
in a randomized clinical trial, hypoth-
esizing that levels of favorable work-
ing alliance and service outcomes
would be higher in the peer condition
after two years. Although between-
condition results proved equivocal in
terms of working alliance, regression
analyses showed that working alliance
favorably predicted quality of life,
treatment satisfaction, client symp-
tom levels, and attitudes regarding
medication compliance across condi-
tions. The authors interpreted their
findings as suggesting equivalence of
treatment conditions with respect to
working alliance at two years’ time
and proposed that future research ex-
amine aspects of peer-based treat-
ment relationships earlier in the
treatment process.

Building on the results and insights
of researchers such as Solomon and
colleagues, our primary purpose with
this investigation was to study the ef-
fects of peer-provider–based case
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Objective: This study compared the quality of treatment relationships
and engagement in peer-based and regular case management. It also as-
sessed the value of positive relationship qualities in predicting motiva-
tion for and use of community-based services for persons with severe
mental illness. Methods: One hundred thirty-seven adults with severe
mental illness participated in a 2×2 prospective longitudinal randomized
clinical trial with two levels of case management intervention (peer and
regular) and two interviews (six and 12 months). Self-report question-
naires assessed treatment relationships, motivation, and service use, and
providers rated participants’ initial engagement and monthly attendance
in treatment. Results: Participants perceived higher positive regard, un-
derstanding, and acceptance from peer providers rather than from reg-
ular providers at six months only, with initially unengaged clients show-
ing more contacts with case managers in the peer condition and de-
creasing contacts in the regular condition. Six-month positive regard and
understanding positively predicted 12-month treatment motivation for
psychiatric, alcohol, and drug use problems and attendance at Alcoholics
and Narcotics Anonymous meetings. Conclusions: Early in treatment,
peer providers may possess distinctive skills in communicating positive
regard, understanding, and acceptance to clients and a facility for in-
creasing treatment participation among the most disengaged, leading to
greater motivation for further treatment and use of peer-based commu-
nity services. Findings strongly suggest that peer providers serve a val-
ued role in quickly forging therapeutic connections with persons typi-
cally considered to be among the most alienated from the health care
service system. (Psychiatric Services 57:1179–1184, 2006)
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management services on treatment
relationship dimensions and engage-
ment for clients with severe mental
illness early in the treatment process.
Moreover, we sought to determine
the extent to which positive treat-
ment relationship dimensions pre-
dicted motivation for and use of oth-
er community-based services within
a population of persons noted for
their use of emergency and institu-
tion-based services. Our research
questions were whether clients re-
ceiving services from peer providers
would have more positive percep-
tions of dimensions of the treatment
relationship at six months into treat-
ment—including positive regard, em-
pathy, and unconditional accept-
ance—than those receiving services
from usual case managers, whether
clients receiving services from peer
providers would show higher levels
of attendance over the first six
months of treatment than those re-
ceiving services from usual case man-
agers, and whether six-month treat-
ment relationship dimensions would
positively predict motivation for and
use of community-based services at a
12-month follow-up.

To assess these questions, we con-
ducted a study from July 2001 to
June 2003, using a 2×2 prospective
longitudinal randomized clinical trial
design with two levels of interven-
tion (services with peer or regular
providers) and two assessment peri-
ods (six and 12 months). Participant
interviews included assessments of
treatment relationships, service use,
and motivation, whereas provider
questionnaires included ratings of
participants’ initial engagement in

treatment, as well as monthly levels
of attendance at case management
meetings.

Methods
Participants
The human investigations review
committee of the sponsoring institu-
tion approved all study protocol, pro-
cedures, and personnel before data
collection. Fifty-three women and 84
men participated in the study, with
ages ranging from 20 to 63 years and
a mean±SD age of 41±9 years.
Eighty-nine participants described
their racial ancestry as Caucasian, 39
as African American, and nine as oth-
er, and across all participants, nine
identified themselves as being of His-
panic ethnicity. Diagnostic informa-
tion was unavailable for five partici-
pants. All others carried a diagnosis of
severe mental illness, and about 70
percent had a co-occurring substance
use disorder. Participants’ diagnoses,
which were equivalent across groups,
are summarized in Table 1.

Sixty-eight participants were ran-
domly assigned to an experimental
condition in which they received 12
months of case management services
from peer providers partnered with
assertive community treatment teams.
Sixty-nine participants were assigned
to a control condition in which they
received services as usual, but not
from peer providers participating in
this program.

Measures
Barrett-Lennard Relationship Inven-
tory (BLRI). The BLRI (7) is a 64-
item self-report questionnaire for as-
sessing dimensions of the client-

counselor relationship from the
client’s perspective and is designed to
determine favorable contexts for
therapeutic change. Researchers have
used the BLRI across numerous in-
vestigations of traditional psycho-
therapy, showing it to be a valid and
reliable measure of the provider-
client relationship (8) and highly cor-
related with other popular measures
of therapeutic alliance (9), such as
the Working Alliance Inventory (10).
BLRI respondents rate their level of
agreement with statements across
subscale domains on a 6-point scale
that ranges from definitely false, 1, to
definitely true, 6. Subscale domains
in this investigation included items
pertaining to providers’ positive re-
gard (“She/he feels a true liking for
me”), empathy (“She/he usually sens-
es or realizes what I am feeling”), and
unconditionality (“How much she/he
likes or dislikes me is not altered by
anything that I tell her/him about
myself”).

For the purposes of this project, we
first administered the BLRI to ten pi-
lot participants and then made minor
modifications to the items to render
the language more accessible to the
target population. For example, an
item reading “She/he appreciates ex-
actly how the things I experience feel
to me” was revised to read “She/he
appreciates how my experiences feel
to me.” We revised nine other items
in a similar fashion and deleted two
others because they proved difficult
for pilot participants to comprehend.
An example of a deleted item is “I can
(or could) be openly critical or appre-
ciative of her/him without really mak-
ing her/him feel any differently about
me.” We found high to moderate in-
ternal consistency reliabilities for
BLRI subscales in this investigation,
with alpha coefficients ranging from
.95 to .54.

Addiction Severity Index (ASI).
The ASI (11) is a structured inter-
view designed to assess the severity
of potential treatment obstacles
across areas typically affected by al-
cohol and drug use disorders, includ-
ing psychiatric and social considera-
tions. For the purposes of this proj-
ect, we used only the alcohol and
drug use ASI subscales. The alcohol
use subscale assesses the frequency
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Diagnoses of 137 persons with serious mental illness in peer-based and regular
case managementa

Peer based (N=68) Regular (N=69) Overall

Diagnosis N % N % N %

Psychotic disorder 42 62 42 61 84 61
Major mood disorder 40 59 46 67 86 63
Substance use disorder 49 72 49 71 98 72
Co-occurring disordersb 48 71 48 70 96 70

a Most participants had more than one diagnosis. Data were missing for five participants (three in
the peer provider group and two in the control group).

b Participants with a psychotic disorder, a mood disorder, or both, plus a substance use disorder
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and severity of use in the past 30
days, whereas the drug use subscale
assesses the frequency and severity
of use of various substances (cocaine
and heroin, for example) during the
same period. The ASI has been rig-
orously evaluated and shown to be
both a valid and reliable means of as-
sessing drug and alcohol use and its
consequences (12).

Service use. To assess participants’
use of services for psychiatric, alco-
hol, and substance abuse problems,
we included a 26-item self-report
measure of service use in which par-
ticipants indicated the number of
days in the past 30 in which they used
particular service modalities (day hos-
pital programming for psychiatric
problems, outpatient treatment for
drug use, and so on).

Initial engagement and attendance.
Providers across conditions rated
their clients’ levels of prior treatment
engagement using an item from the
Level of Care Utilization System (13)
according to a 5-point scale ranging
from 1, optimal engagement, to 5, un-
engaged. To assess participants’ at-
tendance patterns, providers com-
pleted a brief monthly tracking form
that included an estimate of the total
number of contacts with their clients
over the past 30 days.

Procedures
Participant selection criteria included
a primary diagnosis of severe mental
illness (schizophrenia spectrum dis-
order, major mood disorder, or both)
and treatment disengagement. Inves-
tigators identified prospective partici-
pants through the local mental health
authorities of two Connecticut cities.
Interested persons were invited to
participate in an interview in which
they received a full description of the
project and its goals and learned
about possible risks and benefits. If
still interested after the interview,
participants were asked to complete
an informed consent form. If consent
was granted, investigators randomly
assigned participants to either the ex-
perimental (peer provider) or control
(regular treatment) condition.

Program context. All peer staff had
publicly disclosed histories of severe
mental illness, and some had dis-
closed histories of co-occurring drug

use disorders. Peer staff received
broad-based training concerning the
provision of case management servic-
es from professional and peer health
care staff at Connecticut agencies
funded through the state’s Depart-
ment of Mental Health and Addiction
Services. These training sessions fo-
cused on identifying peer providers’
individual areas of strength and used
past experiences with recovery as a
tool for understanding, role modeling,
and hope building for others. In addi-
tion, through lectures and supervi-
sion, the training spanned various top-
ics, including outreach and engage-
ment; ethical guidelines, such as con-

fidentiality and professional bound-
aries; local community resources, in-
cluding advocacy agencies; and rec-
ord keeping. The overarching goal of
didactic training was to provide peer
staff with meaningful, comprehen-
sive, and balanced instruction on key
areas of case management practice.
Because of various backgrounds and
experiences among peer staff, howev-
er, the training also strove to accom-
modate the individual needs and style
of each peer staff member.

All peer staff worked as providers
within the Connecticut Peer Engage-
ment Specialists project, a four-site

statewide investigation at public men-
tal health centers in three Connecti-
cut towns and through contract with a
nonprofit agency in a fourth town.
Community-based program sites pro-
vided assertive community treatment
at the mental health centers and a
psychosocial program at the nonprof-
it agency. Peer providers at all sites
carried an average caseload of ten to
12 clients and received supervision
from clinical supervisors.

Regular providers participating in
the study worked alongside peer
providers participating in the study
on the same treatment teams and car-
ried about twice the average peer
provider caseload.

Statistical analyses. In the first set
of analyses, we used a series of t tests
to evaluate differences between con-
ditions across BLRI subscales (posi-
tive regard, empathy, and uncondi-
tionality) at six- and 12-month assess-
ment periods, with squared point-
biserial (rpb

2) correlations as esti-
mates of effect size. Repeated-meas-
ures analysis of variance (ANOVA)
evaluated between-condition differ-
ences in client contacts with case
managers over the first six months of
treatment meetings, with partial η2 as
an effect size estimate. In the second
set of analyses, we used simple linear
regression to predict 12-month moti-
vation for and use of community-
based psychiatric and drug use reha-
bilitation services from six-month
treatment relationship dimensions.
The R2 statistic served as an effect
size estimate.

Results
Between-condition analyses
Results of t tests yielded significant
results across BLRI subscales at the
six-month evaluation period only. As
presented in Table 2, at six months
all subscales of the BLRI differed
significantly across conditions, with
participants in the peer provider (ex-
perimental) condition reporting
more positive provider relationship
qualities than those in the control
condition.

As shown in Table 2, the project re-
sulted in an average attrition of 25
percent across assessment periods
with respect to BLRI data. Chi
square analyses showed that missing
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data were not related to condition at
six- or 12-month evaluation periods.

Results of repeated-measures
ANOVA of differences in client case
management attendance within the
overall sample during the first six
months of treatment proved equivo-
cal. However, the same analysis con-
ducted on a subsample of 25 clients at
six months rated by clinicians as the
least engaged in treatment yielded a
significant interaction of condition
and time (F=7.15, df=1 and 23,
p<.05, η2=.24), where those in the ex-
perimental condition showed increas-
ing contacts with their case managers
over the six-month period and those
in the control condition showed de-
creasing contacts (Table 3). Further
analyses found no association be-
tween attendance levels and BLRI
subscale scores.

Predictive analyses
As indicated in Table 4, results of lin-
ear regression analyses with six-
month BLRI positive regard and em-
pathy subscales as predictors across
both conditions proved significant for
12-month self-reported treatment
motivation for psychiatric, alcohol,
and drug use problems, and atten-
dance at Alcoholics Anonymous (AA)
or Narcotics Anonymous (NA) meet-
ings. There were no between-group
differences for 12-month motivation
or service use data.

Discussion
With respect to our first research
question, clients in the experimental
condition reported feeling more
liked, understood, and accepted by
their providers than those in the con-
trol condition six months after enter-
ing treatment, and these effects dis-
appeared at 12 months. With respect
to our second question, whether
treatment attendance would improve
in the first six months, participants in
the experimental condition showed
increasing contacts with providers
during the early phase of treatment
and participants in the control condi-
tion showed decreasing contacts. For
our third question, we found that
across conditions, feeling more liked
and understood at six months predict-
ed higher levels of self-reported moti-
vation for treatment, as well as use of
AA and NA treatment, at 12 months.

These findings appear to support
researchers’ and practitioners’ asser-
tion of differences between peer-

based and regular case management
treatment relationships (4,14), as well
as Solomon and colleagues’ (6) pre-
diction that such differences emerge
earlier in the treatment process and
eventually disappear as regular serv-
ices catch up in building stronger
treatment relationships. In terms of
practice, this pattern seems to reflect
peer providers’ abilities to quickly es-
tablish working alliances with clients,
as well as their strengths at engaging
into treatment persons with severe
mental illness. 

Moreover, most participants in this
investigation had psychiatric and co-
occurring alcohol or substance use
disorder, a condition characterized by
at least one group of investigators as “a
significant disorder of engagement”
(15). Given the fundamental task of
engagement within evidenced-based
integrated programming for persons
with co-occurring disorders (16), our
findings strongly suggest a valued role
for peer providers in forging thera-
peutic connections with persons typi-
cally considered to be among the most
alienated from the health care service
system.

Another question that follows from
the study results is whether peer-pro-
vided services promote collaboration
and moderate what the President’s
New Freedom Commission on Men-
tal Health report (17) characterizes as
the tendency of the mental health sys-
tem to bewilder and overwhelm. Full
participation by consumers in the
planning and delivery of services has
been identified as a cardinal feature
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TTaabbllee  22

Clients’ Barrett-Lennard Relationship Inventory ratings of their relationships with peer and regular case managers at six
and 12 months of treatment

Peer providers Regular case managers

Subscalea M SD N M SD N t df rpb
2

6 months
Positive regard 4.86 .87 54 4.42 1.00 51 2.38∗ 103 .05
Empathy 4.67 .86 54 4.18 1.02 51 2.65∗ 103 .06
Unconditionality 4.35 .75 54 4.02 .69 51 2.30∗ 103 .05

12 months
Positive regard 4.77 1.03 42 4.59 1.03 32 .76 72 <.01
Empathy 4.68 .97 42 4.26 1.20 32 1.64 72 .04
Unconditionality 4.25 .91 42 4.02 .89 31 1.09 71 .02

a Possible scores range from 1 to 6, with higher scores indicating higher levels of positive relationship qualities.
∗p<.05

TTaabbllee  33

Number of contacts with case man-
agers by clients not well engaged in
treatment across the first six months
of peer-based or regular case manage-
ment

Peer based Regular

Month M SD M SD

1 6.23 5.86 6.00 5.53
2 6.85 5.56 6.00 7.10
3 10.23 9.55 3.00 2.92
4 8.62 7.32 3.83 4.53
5 7.15 6.80 3.00 3.04
6 7.62 6.24 1.83 2.33
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of recovery-based treatment. Perhaps
peer providers are able to buffer the
alienating aspects of service delivery
and facilitate consumer participation.

Although the study was not an in-
vestigation of treatment outcome,
our findings suggest avenues
through which positive treatment re-
lationships could ultimately lead to
enhanced outcomes via enhanced
treatment engagement, as well as
through increased motivation for,
and use of, peer-based treatments in
particular. Although positive links
between treatment relationship and
outcome have long been document-
ed by clinical investigators (18), only
recently have they been captured
within quantitative community-
based research (19–22); however, the
mechanisms by which these links ob-
tain are still unclear. Findings from
this study suggest that providers’
positive regard for and understand-
ing toward clients contribute to
clients’ interest and pursuit of fur-
ther treatment. Of course, if and how
further treatment ultimately leads to
enhanced clinical outcomes are
questions for future research.

This investigation was limited in
several ways that merit attention.
First, client self-report served as our
primary data source concerning
treatment relationships, as well as
motivation for and use of outside
treatments. In our efforts to lessen
the burden upon busy providers, we
did not obtain their ratings of treat-
ment relationships, which are
known to predict outcome for per-
sons with severe mental illness (21).
Nevertheless, psychotherapy re-
search has shown that clients’ rat-
ings of the treatment relationship
are also robust predictors of out-
come (18), and it is up to future re-

search to specify the strongest pre-
dictors of outcome within peer-
based treatment relationships.

Second, although this study pro-
duced statistically significant results,
mean BLRI scores in both study con-
ditions were all within the 4- to 5-
point range, and analyses yielded
only modest effect sizes. Because the
clinical relevance of these findings
could be more fully depicted, future
work should strive to relate incre-
ments of relationship quality to ap-
propriate indices of clinical progress
and outcome.

Third, the size of our sample was
small and suffered from an average
rate of attrition of about 25 percent
from the program across assessment
periods with respect to BLRI data,
possibly limiting the generalizability
and statistical validity of findings. Al-
though larger-scale investigations
may help address generalizability, sta-
tistical validity appears to be less of a
problem here, as our research yielded
statistically significant results. Fur-
thermore, studies of persons with co-
occurring psychiatric and substance
use disorders are typically plagued by
high rates of attrition, and chi square
analyses in this study suggested that
the observed attrition was not related
to condition at either the six- or 12-
month follow-up.

Fourth, because peer providers
had lower caseloads than regular
providers and could defer the task of
setting limits with clients on such
things as treatment contracts and at-
tendance, it is entirely possible that
the nature of the work contributed to
the observed positive findings for
peer-provided services. Future stud-
ies designed to compare similar units
and types of services between regular
and peer-provided services may yield

information on the possible interac-
tion between service and provider
variables.

Fifth, as noted by various authori-
ties in the area (23,24), consumer and
nonconsumer providers have distinct
patterns of service provision, which
were not considered in this study. It is
possible that having peer and regular
providers on the same treatment
teams introduces a contamination not
only to the potential study of such dis-
tinctions but also to other variables
within this study, where all providers
attended the same meetings and
could freely interact and share prac-
tice activities. Future research might
do well to document peer versus reg-
ular provider practice distinctions—
linking them to suitable client out-
comes—and better control for service
context.

Conclusions
This research suggests that during the
early stages of treatment, peer
providers possess distinctive skills in
communicating positive regard, un-
derstanding, and acceptance to their
clients, as well as a facility for increas-
ing participation in needed treatment
among the most disengaged. Al-
though it remains unclear whether
and how such skills foster improved
outcomes in case management servic-
es, they do suggest a valued role for
persons who have “been there” in en-
gaging into treatment those who are
“there” now.
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TTaabbllee  44

Regression analyses on 12-month outcomes from six-month relationship dimensions of the Barrett-Lennard Relationship
Inventory

Predictor (6 months) Treatment variable (12 months) df B SE of B βa R2

Empathy Treatment motivation—drug abuse 83 .38 .18 .22 .05
Positive regard Treatment motivation—alcohol abuse 83 .41 .16 .27 .07
Positive regard Treatment motivation—psychiatric problem 83 .56 .20 .30 .09
Positive regard Attendance at Alcoholics or Narcotics Anonymous 83 1.74 .78 .24 .06

a Values are statistically significant at p<.05.
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