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Abstract 

 

This dissertation investigated a gap in the addictions field that employ people with lived 

experiences. The gap identified was the lack of support for the Organisation, Manager, 

Colleagues, and the staff member with lived experience who navigate the pathway from being a 

client to being a staff member. Roles and responsibilities change drastically and unless supported 

the change can and most often has negative effects. The intention was to contribute 

recommendations that will contribute towards creating a best practice guideline manual to 

support the organisation to develop, manage and implement robust systems more effectively. 

These systems will consider how to minimise risk to their organisation, the staff member with 

lived experience, the colleagues of this staff member, the manager, and ultimately the clients 

accessing the organisation. The research included a literature review and interviews with 

addiction service managers and staff who have lived experience. As a result of the research there 

are four recommendations that have been identified for further research.  
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CHAPTER ONE  

Introduction  

1.0 My Story 

Like many of my colleagues in the addiction workforce I too have had a journey through the life 

of addictions. After many years of going through the cycle of addictions I found myself seeking 

support because my life had become unmanageable. I was in a place where if I didn’t make 

drastic changes in my life I knew one of these would be my fate very soon, long term jail or 

death. My family knew this, my partner knew this, and I knew this but everything I tried failed 

so I had to ask for help. At one of the lowest points in my life I found myself looking up at rock 

bottom asking myself how did this happen? I knew I was destined for greater things, I knew I 

could achieve greater things however from this point it almost seemed impossible. A lifeline was 

handed to me and I took it with both hands committing to do something with my life, my biggest 

fear at this moment which I used as my motivation for many years was that I didn’t want my 

sons to ever sit in this place of despair and helplessness.    

 

I entered into residential treatment and discovered that a life without drugs and crime was 

possible and also something that I wanted. When I entered treatment my motivation came from a 

place of being tired of that life, I want to get out of jail, and I want something better for me and 

my whanau. My kids deserve better than to have a life with an addict as a Dad. Did I want 

change, Maybe! Did I think change was possible, not really but I had hope, I had failed so many 

times that I believed it was almost impossible. I went in sceptical but willing to try because the 

reality of where I was in my life for the first time scared me. During my stay in treatment some 

of the most significant moments for me were hearing from some of the staff talk about some of 

the changes that they had made. Seeing and hearing from others that it was possible, and to be in 

a place where they supported others like me, made recovery seem achievable and “real”. I did 

not expect the support I was going to receive from an institute would be real. After completing 

my recovery, I wanted to tell others about my journey and show others that it was possible. My 

initial goal was to help as many young Maori men like me, who knew nothing different than 

addictions and crime and didn’t know there was something better out there.  
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I entered the industry as an Alcohol and Other Drug (AOD) youth worker and started my journey 

of education and eventually going into an alcohol and drug residential treatment service. This 

service, my colleagues, and the Akonga (clients) we served would help shape the future pathway 

for me and my whanau. I’m grateful that I had a wise mentor in my Father who helped me plan 

my future, I knew it would be hard work but I knew I could do it. My passion to complete this 

research comes from an internal drive to learn from my experiences and to help others who I 

know are and will continue to walk the pathway I did from recovery into the addiction 

workforce. Along my journey there has been many occasions where mistakes were made and 

harm was caused to clients, while these mistakes were unintentional, nevertheless it occurred. It 

is through these experiences and great lessons in life that my passion continued to drive me. 

When I became a Manager, these challenges were increased and at times challenged my own 

recovery. There were no signposts or manuals that could guide me in how to work through staff 

issues and their challenges to sustain their recovery, along with my own stance on my recovery. 

This research will provide key recommendations that will contribute towards best practice 

guidelines to support organisations develop their systems to support staff with lived experiences. 

This is my welcome to all those who are still finding their pathway of recovery and those who 

have found recovery and working in the field of addictions.  

 

1.1 Overview 

 

Bismarck (2016) quoted, “only a fool learns form his own mistakes, the wise man learns from the 

mistakes of others.” This quote positions the philosophical underpinning of this research, that is, 

organisations, managers, and consumers within the field of Addictions, don’t have to continue 

learning the hard way. Risk is a part of life however mitigating risk is something that we all do, 

when we mitigate risk we reduce the risk of harm. In your home this might look like rails on the 

stairs so your children don’t fall, on your car it might be new tyres before winter, in your 

workplace in might be clear boundaries with your colleagues to protect your emotional 

wellbeing. Whatever the environment we are constantly assessing and mitigating risk because 

ultimately we don’t want to cause harm to ourselves or others.  
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The following two scenarios paint a common picture of the journey that takes place when people 

with lived experience journey through recovery. Many of us who have journeyed through 

recovery have found a greater purpose in life. We realise that there is more to life than just me 

and my needs, some of us realise that for so long we have been takers and we sit with the 

feelings and emotions of coming to this realisation that when we get a taste of giving it is almost 

euphoric. As a natural process a new purpose in life is found and we want to share this with 

others. After being lost for so many years in the cycle of addiction a sense of direction is found, 

the life that seemed so impossible to have is now the reality one is living in and this is something 

you want all addicts to hear, feel, and live. This creates a pathway into the addiction workforce 

that over the recent years has become more and more of an acceptable practice.   

 

Imagine you’ve just been through a life changing recovery, you’ve found a new purpose in life 

and you want to share this with the world. You want everyone who is struggling with addictions 

to feel the peace and serenity that you have found in this new chapter in your life. You know you 

can’t save everyone but if you could just help one, or maybe just be a part of the system that 

helps people. So you take the obvious step that many who supported you in your recovery have 

taken, you create a pathway to enter the addiction workforce. You get your opportunity to work 

in the sector, however the transition from client to staff member isn’t as smooth as you imagined. 

The expectations are high and a significant key to your journey was to share it with everyone you 

meet. Now you have to be mindful how you share your journey because you are now considered 

a “staff member” and the boundaries of disclosure are different.  

 

You are now faced with working fulltime, studying fulltime, maintain your own recovery and 

trying to care for your family. The pressure of work and study enters your home life that is now 

impacting on your relationships creating further levels of stress and you make a decision to have 

an alcoholic drink. The unquenchable thirst that once sat in your throat is revived; the guilt is 

great but the addiction is just as strong. You want to tell someone but everyone in your new 

circle is either in recovery, works with you, or remembers the person you were as an addict. You 

decide not to tell anyone as fear of being judged. You start lying to yourself that you can have a 

couple of alcohol drinks during the week, month’s later things are out of control and you have 

resorted to old behaviours of deception, secrecy and lying. You have managed to keep it from 
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your work colleagues, but today it has just blown up in your face. An incident has occurred, an 

argument with a client has gotten out of control. Due to this incident a complaint has been made, 

it is serious enough where you could possibly lose everything you have fought so hard for. 

You’re found yourself asking “what has happened? How did it get to this?” 

 

Imagine the same scenario but you are the Manager of an addiction service; there is increasing 

presence of people with lived experience in the sector which you recognise and value. There is 

extra work required to support your new staff with their recovery, their job, and to ensure there is 

a smooth transition from having been a client to now a new staff member. You do what you can 

to support your staff with lived experience because you know that their journey of recovery is 

important to them surviving in this environment.  

 

You start to notice some subtle changes in one of your staff members and you try to walk 

alongside them to see if there is a problem, but they constantly tell you they are doing alright. 

Your intuition tells you something isn’t right and incidents begin to occur, you consider are there 

underlying issues why incidents are appearing? Their attitude is changing; the person who once 

advocated for clients for a second chance now thinks everyone should be discharged from the 

service. The one who would sit and talk to clients for hours on end now is no longer interested 

and interacts as needed. You know what’s going on, your team knows what’s going on and they 

are looking to you to sort it out. Your team begin pointing out all the small issues that usually 

weren’t issues to them before because we as a team supported the process but they have had 

enough. The process you all took on is one you are now carrying alone. They want you to act, 

however you know at this point there is not much you can do besides offer support.  

 

The worse-case scenario is one you suspect is happening is they have relapsed and using again so 

you approach them. They assure you that they are not using and that they are just going through 

a difficult time. You again try to get along side, you question their recovery and they disclose 

they have been drinking but it’s all under control. What do you do?  They are doing their job, 

they aren’t breaking any laws, and they aren’t breaking their contract. But you can see this isn’t 

going to end well again what do you do? An incident happens and everyone sees this as the 

opportunity for you to strike and they are expecting you to take serious action. This is the 
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crossroads for you, you know how far this person has come, and you know their potential and 

believe they should be given an opportunity to make a change however you know this will not sit 

well with your team. The incident is manageable, if it was any of your other staff you would 

fight for them so you decided to continue supporting your staff member. You put a plan in place, 

you confront the issues that are visible and commit to supporting this person with their 

professional development and their recovery because you know the two go hand in hand. 

Eventually it blows up in your face your team could see it coming and they want to know how 

come you didn’t do something sooner? You ask yourself, should I have done it differently? If 

you were in the same situation again would you do it differently? This has affected the staff 

member, the team, and also the clients and your job is to prevent this. When considering these 

scenarios, what could be done differently? These are questions that have been asked by 

consumers and managers in the workforce. Many situations have not been as extreme but there 

have been many challenges along the way and for many learning has taken place the hard way.  

 

There are challenges such as stigma, keeping my boundaries, self-emotion regulation, empathy 

versus sympathy, and self-disclosure that I must deal with personally as a recovering addict. The 

expected outcome for this research is to identify the risk involved for organisations, managers, 

staff, clients, and for the person with lived experience. These risk factors will provide invaluable 

information that will in the future contribute to creating a best practice guideline that supports 

organisations, managers and staff better manage systems that support workers with lived 

experiences. Furthermore, the guidelines will assist to identify risk, managing challenging 

situations, and how to address these issues more effectively.  

 

1.2 Research Aims  

This dissertation seeks to investigate gaps in the addictions field that employ people with lived 

experiences. It is my intention to contribute recommendations as a result of this research that will 

contribute towards creating a best practice guideline manual to support the organisation to 

develop, manage and implement robust systems more effectively. These systems will consider 

how to minimise risk to their organisation, the staff member with lived experience, the 

colleagues of this staff member, the manager, and ultimately the clients accessing the 

organisation.  
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1.3 Research Questions   

The questions pertaining to this research that will assist in gathering the information required 

have been informed by the gaps provided through the literature review. 

 

1. What are the risks involved for organisations, staff and clients when people with lived 

experience enter the workforce. 

 

2. How would a resource manual better support consumers in the workforce, managers and 

organisations improve the health needs of clients?    

 

3. How would the dissemination of a resource manual influence communities’ engaging 

better with addiction services? and 

 

4. How would a resources manual, its interventions and indicators for addictions support 

best practice by the addictions field, clients and their respective families? 

 

1.4 Overview of Methods 

This research will provide key recommendations that will contribute towards best practice 

guidelines to support organisations develop their systems to support staff with lived experiences.  

 

This study will draw from a literature review that will assist in identifying the gaps within the 

addiction sector when supporting workers with lived experiences.  

 

Chapter Two is an examination of literature relating to people with lived experiences who now 

work in the addictions sector.  

 

Chapter Three will explore a Peer Support Framework and Participatory Action Research as both 

a theory and method that underpinned this research project.  
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Chapter Four will provide the summary of the data collected through the interviews and surveys.  

 

Chapter Five will provide an examination of the research data. This process involved evaluating 

data gathered through an examination of the available literature and by interpreting the 

information gathered during the individual interviews. Each component of the data gathered was 

reviewed, and then analysed to form the basis of the findings for this study.  

 

Chapter Six is where the key findings and the strengths and weaknesses of this dissertation. This 

chapter will examine the significance of the research and will also discuss any limitations of the 

study.   

 

1.5 Chapter Summary 

It is my intention to contribute recommendations, as a result of this research, that will contribute 

towards creating a best practice guideline manual. It is envisaged the manual will support 

organisations to develop, manage and implement robust systems more effectively. These systems 

will consider how to minimise risk to their organisation, the staff member with lived experience, 

the colleagues of this staff member, the manager, and ultimately the clients accessing the 

organisation. The best practice guideline manual will also provide workers with lived experience 

an opportunity to contribute and learn knowledge and skills necessary to function fully as an 

effective member of both as a practitioner and their own community. If implemented well, it will 

contribute to achieving individual, and community empowerment.  

 

 

 

 

 

 

http://www.businessdictionary.com/definition/process.html
http://www.businessdictionary.com/definition/data.html
http://www.businessdictionary.com/definition/component.html
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CHAPTER TWO 

LITERATURE REVIEW 

2.0 Overview    

 

This chapter will examine literature review relating to people with lived experiences who now 

work in the addictions sector. An overview of the history of the workforce, the underpinning 

values and the challenges faced by organisations will be examined. The dynamics of people with 

lived experiences in the workforce will be explored through their training needs, support offered 

and support needed. Through this examination it will explore issues that include definitions; 

identification of the benefits of utilising consumers in the services; and issues relating to the 

employment of consumers as workers.  

 

2.1 History of Alcohol in New Zealand 

The Bay of Islands was the focal point of pre-1840 contact between Maori and Pakeha, 

according to Hutt (1999, p.11) stated, 

 

“It was this region that alcohol was first introduced on a large scale and where the history 

of Maori and alcohol truly begun. The Pakeha population of the region in the pre-1840’s 

quickly earned the reputation for lawlessness and hard drinking.’  

 

Drunkenness was a major social characteristic of the young British colony among the settlers. In 

the 1870’s drunkenness comprised less than half of all causes of convictions, and in the 264 

cases of drunkenness brought before the Courts in Wellington, only one was for “Natives.” 

Furthermore, the Court records stated, “The native population is remarkably free from 

drunkenness- indeed from any use of ardent spirits.” Maori were reluctant to trade in alcohol and 

only engaged in trade in liquor to a moderate extent through the 1840’s. Tobacco, blankets and 

muskets were used far more as trading commodities than alcohol, and tobacco was far more 

popular with Maori. Mitchell (1837, p.12) observed that, “the crew often had to accede to 

requests from Maori to trade in their darling tobacco, muskets and pipes, but with no mention of 

requests for liquor.”  
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The most significant legislative measure was the Ordinance to Prohibit the Sale of Spirits to 

Natives of 1847. This piece of legislation prohibited the sale of liquor to Maori and gave the 

Governor the power to forbid the sale of liquor in any area - although this power was not invoked 

until the 1860’s. Many of the petitions presented to Parliament in the 1850’s argued not only 

concern at the potential and actual impact of alcohol on Maori, but also indications of Maori-

initiated resolve regarding liquor.  

 

In the late 1840’s, on the Chatham Islands it was recorded that alcohol abuse among Maori and 

European was low, particularly among the Moriori. Not until the 1890’s was there evidence of 

adverse social effects involving alcohol amongst the Moriori, which resulted in the sale of 

alcohol being banned on the Chatham Islands on New Year’s Day 1893. In the late 1850’s there 

was a large population of Maori drinkers in the East Coast and was recorded as being well-

controlled. From the 1850’s in Auckland, there were signs of increasing consumption of alcohol 

among Maori and becoming more noticeable among Auckland urban Maori. During this period, 

Maori outlined their concerns of alcohol among their people and presented numerous amounts of 

petitions to Parliament.  

 

In the 1860’s Maori were being introduced to a sophisticated use of etiquette surrounding 

drinking in the form of toasts, showed that Maori alcohol consumption at this time was starting 

to be linked to political allegiances and alliances. It also raised an awareness of the behaviour 

brought on by drinking. Several chiefs in 1866, including King Tawhiao, wore the blue 

temperance ribbon of total abstinence pledges. This continued into the 1870’s among the Ngai 

Tahu region where there was growing resistance to alcohol and in 1879 all South Island tribes 

petitioned Parliament for the total prohibition of alcohol in the southern provinces.  

 

By the 1880’s, the issue of liquor licensing had become one of the primary areas of concern in 

the King Country. In 1883, Ngati Maniapoto leaders met the Native Minister to discuss licenses 

and would not submit their lands to the Native Lands Court until their request that liquor licenses 

be banned in their ancestral land. As a result of such meetings a proclamation was issued under 

section 25 of the Licensing Act 1881. The important event during this period was the alleged 
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‘sacred pact’ made between Government and Ngati Maniapoto to allow the main railway track 

linking Auckland and Wellington on the condition that liquor licenses were forbidden in the 

King Country. Despite the initial support, Pakeha support for prohibition in the King Country 

was far from unanimous. Stout, the Premier, at the ceremony held in 1885 for prohibition in the 

King Country, was paternalistic because the decision was based on a perception that it was the 

duty of European’s to help the Maori.  

 

During the 1900’s, pre-1945 period, according to Hull (1999), the arguments that Maori and 

Pakeha should be equal in law, while laudable, was often used as a lever to dismantle Maori 

alcohol control initiatives that Maori merely wished to be enforced effectively. In 1923, a 

petition was sent to the Prime Minister that stated a belief that theirs (Maori) was an agreement 

between the elders and Governor Grey. And that in honouring that agreement liquor not be 

allowed within the confines of the domains of the King Country forever. However, a petition was 

also lodged and signed by 5,000 Pakeha for licensing reform on the grounds that the King 

Country was no longer a Maori territory, as the demographics showed in 1926, that 24,070 were 

Pakeha and 5,120 were Maori. The Prime Minister Gordon Coates took no action.  

 

In 1949 a 300-400 strong delegation journeyed to Parliament to support the King Country led by 

King Koroki and Princess Te Puea. The tribes represented were Waikato with Ngati Maniapoto, 

Taranaki, Tuwharetoa and Wainui a Rua. Te Puea was concerned that alcohol took an excessive 

toll on Maori, especially where there were a lack of social supports and traditional sanctions on 

behaviour. However, during this period, young Maniapoto tribal leaders in negotiation with the 

liquor trade had agreed to the licensing of hotels in the King Country. As a result, their tribal 

trust received 500 pounds per annum from each license. This funding was used for social 

welfare, education, charitable and tribal purposes. Pei Te Hurinui Jones (1968, p.15) wrote, 

“Alcohol was something that Maori would have to learn to accept and live with it if they wanted 

equality with Pakeha.”  Te Puea who had a different attitude saw alcohol as “an evil foreign 

leviathan what I want is (a return to) the law of 1945 so I can go into a hotel and drive them out, 

women and all,” Hull (1999, p:17). 
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In the 1946 report of the Royal Commission on Licensing (1884-1954), using police statistics, 

showed there were very low Maori offending rates for various offences against licensing laws, as 

compared to other police districts. For charges relating to sly-grogging in the King Country, 

Pakeha greatly exceeded those for any other districts, indicating that prohibition was causing 

higher rates of lawlessness among the Pakeha population,  

 

“Despite the laudable notion of the time which sought to promote self-reliance for Maori 

through absolute equality before the law, this equality was at the expense of a social 

support and alcohol control system that had been remarkably effective for seventy years; 

arguably the most effective alcohol control regime that has ever operated in New 

Zealand,” (Hull, 1999, p.50). 

 

Once discrimination was removed from legislation, opportunities for drinking were heightened 

by massive Maori migration to the cities, three quarters of Maori lived in rural areas, away from 

large Pakeha populations, but by the mid 1970’s this same proportion of Maori were urban. This 

would have a major impact to the wellbeing of Maori society. 

 

During the 1950’s and 60’s when bars shut at six p.m. many writers both Maori and Pakeha 

asserted that this created poor drinking practices and that it encouraged drinkers to swill and 

skull before the closing time. With the rising of rural and urban Maori alcohol consumption 

showed a large consumption of alcohol in the Maori community. The Royal Commission of 

Inquiry into the Sale of Liquor in New Zealand report (1974) acknowledged “…we are close to a 

crisis in Maori drinking because of major breakdowns in Maori community patterns”(p.4). 

Despite this concern, the Commission recommended marae liquor licenses be allowed so that 

alcohol could be sold and consumed within the cultural context of Maoritanga.  The combination 

of Maori, alcohol and politics can be seen operating early in the 19
th

 century. 

 

2.2 Workforce in the Global Context 

The history of caring for others can be traced throughout history and can be traced back as early 

as the 1830s.  The support explored was not one that was formal through official or government 

support but other citizens who had seen the need and looked to fulfil the need. Although it wasn’t 
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in the form in which we have seen it evolve into today as peer support however the foundational 

values of the examples to follow are exactly what peer support was established and survives on.  

People saw a need that was present and sought to help those in need. Back in this era the need 

was present due to the economy and financial crises. The poor were very poor “10% were very 

poor and could not afford even basic necessities such as enough nourishing food,” (Lambert, 

2013, p. 1). The gap between rich and poor was so drastic that those who were poor struggled to 

eat on a daily basis and others lived lavish lifestyles. The struggle was real and so dependent on 

many external things that the ability to control one’s life was reliant on others. “Between 15% 

and 20% had just enough money to live on (provided they did not lose their job or have to take 

time off work through illness),” (Lambert, 2013, p. 1). Many turned to addiction as it was 

something they could control and they could get some sort of comfort, this is supported by 

Lambert (2013, p 1) who states “for many poor people drinking gin was their only comfort.”  

 

Volunteer organisations were becoming the big thing during the early 1800s because of the huge 

needs of the poor. Many saw this need and set up associations to meet the need and support those 

who were unable to support themselves. However there were those that exploited the use of such 

organisations for personal gain both political and financial. “enabled moneyed elites to extend 

their cultural and political influence but also, to the extent that institutional endowments were 

among the largest capital pools of the period,” (Hall, 2006, p. 38). Despite this shadow over 

volunteer and charity organisations people still saw the need and meet the need through the 

establishment of services such as the soup kitchens. Soup kitchens date back as far as 1931 in 

America, The kitchens were set up to help those in need, often it was those that were homeless 

and/or jobless “to provide a place where the homeless and poor could get free food and a brief 

rest from the struggles of surviving on the streets.” (Rare Historical Photos, 2014) 

 

Returning the favour is a common thread by those who have been helped when they are at the 

lowest point. Some soup kitchens were set up by people who had fallen on hard times and knew 

how hard the struggle was, so when they got back on the feet they had a desire to help those in 

need and the simplest way to help was to feed people. Many of the volunteers in the soup 

kitchens were men and women who once came to the soup kitchen for meals with their families.  
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Here we see one of the underpinning values of peer support which is receiving help when needed 

and a desire to return the help to others because you know the pain and the struggle. In today’s 

environment the predisposing factors may be different however the outcome is often similar and 

almost always the need is still the same. 

2.3 Workforce in the Local Context  

Looking back into the history of peer support in New Zealand one can see that a peer support 

model has been operating for many years before it was acknowledged as an important part of 

recovery by our health system here in New Zealand. Peer support had its origin in self-help and 

mutual support movements that were volunteer in nature (Davidson et al, 2006). People came 

together to help one another, often meeting in groups for support, or to advocate for better 

services. Recently, peer work has evolved into more formalized approaches, and people are 

employed as peer workers in varying roles. A recovery philosophy is now a common thread 

throughout mental health policies in countries such as New Zealand (NZ), Canada, UK, USA 

and Australia. Recovery is defined in a range of different ways, but is often understood to be a 

philosophy and approach to services focusing on hope, self-determination, active citizenship and 

a holistic range of services (Davidson, Chinman, Sells and Row, 2012). The National Standards 

for Mental Health Services (2010) include an overarching set of principles for recovery-oriented 

practice.  

 

It is important to the integrity of this review to follow these values into broader topics so the 

literature was expanded to include a history of caring for others. Caring for others and meeting 

the needs of people who were unable to meet their own needs has been a driving force 

throughout history for many different initiatives and services that have been establish so tracking 

this back helped paint the picture. It was important as it shows an evolution of how people see a 

need and seek to meet this need and then how this is then reciprocated from the receiver to 

others. At the core of peer support is the value; to receive support and then to reciprocate that 

support to others. There is a passion that comes from a place of first-hand experience, knowing 

the pain, feeling the pain, and not wanting others to stay in the place where they once were and 

for many a place that seems inescapable.  
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The history of Alcoholics Anonymous (AA) started in America and came to New Zealand in 

1947 through this we see that peer support stems back 60 plus years in the addictions field here 

in New Zealand. Although not formalised and acknowledged in clinical treatment centres none 

the less it was working effectively changing lives and often without the support of clinical 

services.  AA is the quintessential example of peer support. The entire model is founded on the 

concept of people with lived experience supporting others who are struggling with alcohol 

addiction. In this system there are clear boundaries and clear values that encourage those that 

need help to come and get support without the fear of being judged. A key underpinning value of 

peer support when receiving support is not feeling judged. People with addictions have a fear of 

being judged by things such as a recent relapse or even the amount of ‘clean time,’ this means 

not drinking alcohol. AA is a place people can go and receive support from peers without 

needing to worry about these fears. Their peers range in clean time from years through to days. 

Standing out in the group isn’t an issue for the suffering addict who attends AA because just 

showing up to AA is celebrated as a step forward.  

 

These values expressed in the AA network are the foundation of peer support work and as 

exampled in the AA, boundaries must be clear in order to keep people safe. Behaviours and 

attitudes must be of those that encourage participation and collaboration without judgement as 

we are peers and there is no hierarchy. These positive behaviours and attitudes are all about 

breaking down barriers to recovery so the suffering addict can access support when they need it 

most. This is similar to goals in not only addiction services but all health services, how do we get 

the support to the people who need it the most? In the most effective way possible that promotes 

well-being. 

 

In the 1970s we saw the evolution of Narcotics Anonymous (NA) out of members from the AA 

who sought an adaption for those struggling with drug addiction other than alcohol. The two 

groups began clashing however an agreement was reached where the NA adopted the 12 step 

programme and format. This was a significant foundation and “has contributed to the addiction 

consumer and peer workforce ever since,” (Matua Raki, 2010, p. 3). 
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The Ministry reported in 1999, “While there has been increasing consumer participation in adult 

mental health services there has been little consumer participation in alcohol and drug services,” 

(Mental Health Commision, 2000, p. 3). The mid 1970s seen the formation of addiction and 

consumer peer group (Christchurch) which aimed to “improve treatments and services and to 

provide low-level practical support for consumers in hospital receiving alcohol and drug 

service.”   

 

The early 1980s saw an influx of Maori consumers in the workforce as “many of these 

individuals had a passion for this mahi (work) and some were supposed to move on to train as 

addiction treatment workers,” (Matua Raki, 2010, p. 4). This was occurring informally in the 

addiction sector, but was more formally structured in the mental health sector. The Mental 

Health Commission acknowledged how services took on the role and training and employing 

people with lived experience themselves. “Many alcohol and drug services have trained and 

employed former clients to work as counsellors and continue to do so,” (Mental Health 

Commision, 2000, p. 3).  

 

During the 1990s the Ministry of Health and Mental Health Commission stance of encouraging 

consumer participation in all levels of service delivery from volunteer through to management 

was gaining traction. They led as examples in this space by offering paid positions in services 

thus opening the door for consumers to create pathways for entering the addiction workforce in 

community organisations.  

 

Between 1997 and 2000 there was the introduction of paid consumer advisor positions firstly in 

Christchurch and then later in Waitemata District Health Board in the community Alcohol and 

Drug Service (CADS). “Consumer liaison role was instigated, laying the foundation for the 

CADS Auckland Consumer Team,” (Matua Raki, 2010, p. 4). Over the past decade thinking has 

developed and evolved on how people with lived experience can contribute to the addiction 

workforce. People with lived experience who entered into the work force were once unique and 

there were a lot of barriers that they needed to overcome some of this included stigma, criminal 

history, and lack of education and training just to name a few. These barriers have been reduced 
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by a change in thinking about not only the need for peer support workers but their place in the 

sector which has not been cemented.  

 

There is a variety of roles in consumer workforce and as time has moved on we have seen an 

infiltration of consumer involvement from support worker level right through to senior 

management and trust board level. Although the pathway wasn’t set out for those in senior 

positions they paved a pathway for those coming through the workforce. They learnt through the 

hard way and done things through trial and error as there was no clear pathway for them to 

follow, at times this meant fighting just to have a voice.  

 

A Guide to Effective Consumer Participation in Mental Health Services (Ministry of Health, 

1995) and Blueprint for Mental Health Service in New Zealand (Mental Health Commission, 

1998) helped set the scene for changes that needed to take place for the workforce environment 

to be conducive for those with lived experience. An inclusion in the National Mental Health 

Sector Standards (MMHSS) 2001, Standard 9 states “consumers are involved in the planning, 

implementation and evaluation at every level of the mental health services to ensure services are 

responsive to the needs of individuals.” These documents inform the workforce that there is not 

only a need but there is a requirement for the organisation to have consumer involvement and 

participation at all levels of governance.  

  

The current consumer workforce makes up 2% of the entire workforce, these are people with 

lived experience working in consumer support roles. Te Pou o Te Whakaaro Nui (2015) states, 

 

“Consumer and peer support roles are provided by 216 FTEs, making up two per cent of 

the total estimated workforce. These roles are predominantly located in mental health 

NGO services. An additional 42 consumer advisor FTEs are located in mental health 

DHB services. 

 

These numbers seem low and from reports provided by the Ministry of Health (2012) and Te Pou 

(2015) state, “Peer support workforce numbers appear to be low given this group was identified 

as a priority for additional workforce development in Rising to the challenge,” Furthermore Te 

Pou o Te Whakaaro (2015) state, “For this occupation group to develop and thrive, committed 
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resourcing, leadership support and equity of opportunities will be important. These statements 

reveal that there is a greater need and with this greater need comes more requirements for 

training and education. In order to fully appreciate the complexity of the addictions field the 

examination of past and current literature is vital to provide the wider context and insight into the 

gaps and solutions moving forward.  

 

2.4 Addiction Workforce Research  

Matua Raki explained the addiction workforce this way “One of the unique features of the 

alcohol and other drugs (AOD) sector is its workforce, which has always comprised people with 

their own experience of alcohol and other drug use,” (Matua Raki, 2010, p. 3). Te Pou o Te 

Whakaaro Nui is the national centre of evidence based workforce development for the mental 

health, addiction and disability sectors in New Zealand. They support organisations to take an 

evidence based approach and supply resources, tools and information that are purely “based on 

evidence and the latest in practice and service innovation,” (Te Pou Limited, 2016). Te Pou o Te 

Whakaaro Nui includes Matua Raki and disability workforce development. Matua Raki is the 

national centre for addiction workforce development support organisations throughout New 

Zealand to minimise addiction-related harm in the addiction workforce. Matua Raki (2016) is 

passionate about developing the addiction workforce and their vision is,  

  

“Our vision is for a highly skilled, confident and competent workforce which, supported 

by a sound infrastructure, will provide accessible and effective services which minimise 

addiction-related harm and improve health for people with addiction problems and their 

families and whānau.” 

 

Both these organisations look to develop the workforce through research and innovation and 

specifically Matua Raki who are addictions workforce specific and have produced some 

documents that will be key to this literature review. Matua Raki has produced some key 

addiction sector documents that relate to consumer and peer support work. In the consumer and 

peer workforce documents such as competencies for the mental health and addiction service user, 

consumer and peer workforce which outline the competencies and values that are needed in the 

addictions workforce. Another key document was the consumer and peer roles in the addiction 

sector and consumer involvement in education: A discussion paper for education and tertiary 

training providers. These documents have provided key reference points in in this research but 
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also continues to guide and support the addictions workforce today. It is in line with Matua 

Raki’s statement of “developing and supporting the capacity and capability of this workforce,” 

(Te Pou Limited, 2016, p. 1). 

2.5 Identification of the types of Roles  

There are different terms used in the sector so it is important that this research first identifies 

these types of roles, define the difference in roles and set out exactly who this research is 

referring to and the roles in which it is referring to.  Matua Raki produced a report that aimed to 

“seek clarity around the various roles and activities undertaken by the consumer and peer 

workforce in the addiction sector.” (Matua Raki, 2010, p. 2) This will be used to define these 

terms as it is recent and relevant industry provided information. 

 

Historically, a consumer meant you were just someone in the sector who had lived experience 

and worked in a paid position. Since the 1990’s this perception has changed to the inclusion of 

consumers in the workforce with a new pathway into the workforce where people can now be 

employed into designated consumer and peer roles.” (Matua Raki, 2010, p. 3). Furthermore, if 

you had lived experience and you were employed as a counsellor you were employed because 

you have the skillset of a counsellor not because of your history as a consumer. People are now 

employed as a consumer in roles not necessarily just because of their skillset but because you 

have the experience as a consumer. This change meant a change in the way the word consumer is 

perceived and understood not only internally but externally of the sector.  

 

In 2009 there was a national forum on peer support and one of the topics was defining what peer 

support was. After this forum a definition was developed by Te Pou which is New Zealand’s 

National Mental Health Workforce Development Agency,  

 

“Peer support is person-centred and underpinned by recovery and strength-based 

philosophies. The life experience of the worker creates common ground from which the 

trust relationship with the person is formed. Empowerment, empathy, hope and choice 

along with mutuality are the main drivers in purposeful peer support work. There is great 

deal of strength gained in knowing someone who has walked where you are walking and 
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who now has a life of their choosing. In this way it is different from support work, it 

comes from a profoundly different philosophical base,” (Te Pou 2009). 

 

Consumer  

The word consumer is defined as “a person that consumes.” (consumer). In the addiction field a 

consumer is identified as someone that uses a service. 

 

Lived experience 

In the addiction sector is someone who has lived experience of addiction meaning they have 

suffered the effects of alcohol or drug addiction.  

 

Peer 

Is also recognised as a person with lived experience so the description above is synonymous with 

a peer. 

 

Peer Support 

Is the notion of relationships based on the notion of empathy? This is further extended to the 

action of, “ a peer advocate and peer support worker working with individuals with whom they 

share the experience of alcohol, other drug and gambling problems,” (Matua Raki, 2010, p. 1) 

 

Peers Support work 

The essence of peer work is not so much what kind of service is provided but who provides it 

and how. The ‘who’ must be a person with lived experience of mental distress and/or addiction 

and recovery,” (Te Pou, 2014). 

 

Consumer participation 

Is interpreted in different ways by some consumers it may mean the right to participate in their 

own treatment, or the treatment of a whanau member. To others it may mean having consumer 

participation in an organisation as support workers or even counsellors. However the Mental 

Health Commission has a good definition which is one this research will adapt “Consumer 

participation is any activity done by consumers which gives them power or influence on the 

systems and services that affect their lives,” (Mental Health Commision, 2000, p. 4) 
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Consumer advisors 

These are the people with lived experience that provide organisations and services with 

operational and strategic support in the area of peer support “based on peer values and recovery 

principles, and they ensure the voices and experiences of people who use those services 

influence the direction of the service.” (Te Pou, 2014, p. 5) Other similar titles include consumer 

leaders, client engagement facilitators, and consumer consultants. 

 

From the definitions above we can see that there are many terms for people with lived experience 

and there are many roles in the sector. Some may be in roles where there lived experience is one 

of the keys reasons for acquiring the role, which may consist of being a peer support worker or 

maybe as a consumer advisor to the organisation. However, there are clinicians in the sector who 

identify with having lived experience who don’t identify in their professional role with peer 

support. They are hired as a clinician and the qualification that they have gained and their 

working experience is why they have acquired the position, the fact that they have lived 

experience does not play a part in taking on the job.  

 

For the purposes of this research when the term person with lived experience is mentioned it is 

identifying any person with lived experience in any role in the AOD sector. This title 

encapsulates people hired as peer support workers, residential support workers, clinicians, 

consumer advisors, or any other role in an AOD service. The key identifying point is the fact that 

they have lived experience regardless of position they hold. Peer support and consumer roles are 

specific roles and research identified in the sector is based around these roles and specific group 

of people. What the research fails to address is people who are entering the addiction workforce 

in a non-specific consumer or peer support role and have lived experience. Herein lies the basis 

of this research that aims to provide recommendations as a result of this research towards 

contributing to best practice guidelines for workings in the addiction field with lived experiences.  

 

2.6 Chapter Summary  

 

This chapter examined literature review relating to people with lived experiences working in the 

addictions field. An historical approach of the workforce provided insight into the construct of 

peer support workers within Aotearoa. The underpinning values of peer support were 
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underpinned through the philanthropy of soup kitchens and Alcoholics Anonymous (AA), these 

type of services were seen to change lives around the world. The workforce improved its 

treatment and services providing low-level practical support for consumers in hospital receiving 

alcohol and drug service. The services expanded further when the Government joined the 

Addiction Services with a highly funded service namely the Mental Health Sector. It was the 

Mental Health Commission who acknowledged how services took on the role and training and 

employing people with lived experience themselves, that improved the lives of clients. Most 

times these clients are now employed in the alcohol and drug services that have been trained and 

working as counsellors. What is not clear is the percentage of these workers with lived 

experience and their valued contribution to the addiction field.   
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CHAPTER THREE 

METHODOLOGY 

3.0 Methodology Overview 

 

This chapter will apply a Peer Support Framework and Participatory Action Research (PAR) as 

both a theory and method that underpinned this research project. It will examine Peer Support 

Framework- its intent and purpose. Participatory Action Research – its intent and purpose and 

contextualise Peer Support Framework with PAR.  It will outline the study protocol for this 

research and conclude with the chapter summary.       

3.1 Peer Support competencies – Its intent 

 

The peer support competencies was created to provide the sector a set of competencies that could 

be used as a foundation for “training curricula, job descriptions, performance management 

systems, self-assessment processes, service specifications, auditing and more.” (Te Pou, 2014, p. 

4).  In all sectors competencies are required to set a standard of acceptable practice which 

provides accountability. This accountability can be used internally by organisations to self-

measure; it can also be used by service users and whanau to hold services accountable to. It can 

also be a measurable standard by which the sector can use to build upon its best practice 

standards. These competencies if utilised collectively as a sector can build upon the foundations 

in place to create a sector that not only values peer support inclusiveness but strengthens itself by 

supporting peer support workers thus creating a strong robust workforce. 

 

Peer support is offering and receiving help, based on shared understanding, respect and mutual 

empowerment between people in similar situations. Peer support is something that has become 

synonymous with recovery in the Mental Health and Addictions sector. “Every District Health 

Board in Aotearoa New Zealand currently offers some form of peer support…this is a part of a 

growing commitment to place ‘recovery’ at the heart of the mental health system,” (Scott, 

Doughty, & Kahi, 2011, p. 4).  It works on the notion that recovery-focused practice arises from 

collaborative partnerships between individuals and organisations. It is framed by a number of 

core principles that peer support workers should aim to maintain. The following values have 
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been defined as core values for the peer support workforce and form the foundation of all peer 

support work in all environments, (Te Pou, 2014, p. 4) : 

 

- Mutuality: represents the relationship that two have which is on the same level and this is 

strengthened by our common experience. 

 

- Experiential Knowledge: is one of the most important values as it is the foundation of 

peer support work. The peer support worker has a lived experience from addiction or 

mental health and this experience gives him/her lived learnt knowledge that they use to 

support their peer. 

 

 

- Self-determination: protects the rights of the client to make informed choices about their 

treatment. The right is to not be treated any different and “to be free from coercion on the 

basis of their mental distress or addiction.” 

 

- Participation: enables the client to participate not only in their own recovery but also in 

the development and running of services.  

 

- Equity: is where the clients right to be treated fairly and without judgement due to their 

mental distress or addiction. They also have the right to be treated like any other citizen. 

 

- Recovery and hope: are the values that instil hope and the possibility of a meaningful 

recovery. 

 

These values are the foundation of the competencies and ensure that the client is always the most 

important in everything we do. These principles underpin the ideology of theory into practice for 

Peer Support Workers, furthermore, workers feel empowered in their own recovery journey 

(Salzer & Shear, 2002) have greater confidence and self-esteem (Ratzlaff et al., 2006) and a 
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more positive sense of identity, they feel less self-stigmatisation, have more skills, more money 

and feel more valued (Bracke et al., 2008). The common theme that unites services on the topic 

of peer support is that peer support is “underpinned by values intrinsic to the consumer rights, 

self-help and recovery movements spanning mental health and/or addiction.” (Te Pou, 2014, p. 

4) This is something that is understood by all organisations so having a framework is helpful to 

bring experience and knowledge to a common place that can be used to strengthen the position of 

peer support work in the sector.  

3.2 Peer Support competencies – Its purpose 

The main purpose of peer support workers competencies is if trained, supported, employed in a 

recovery focussed service, and receive peer to peer supervision they will have the potential to 

bring a range of benefits to those receiving support. These include but not limited to: increased 

self-esteem and confidence, improved problem solving skills, increased sense of empowerment, 

improved access to work and education, better relationships, more confidence in social settings.  

 

The peer support framework is about preparing those that are entering the workforce with values 

and skills that will help them manage themselves and their recovery effectively. Being a peer 

support worker acknowledges that one has experienced a journey of recovery in some way.  The 

addiction sector is hiring people because of their journey so they must act responsibly and 

support them in maintaining their recovery. This means offering the support that one needs to 

enter the workforce and also to maintain oneself in the workforce. As responsible employers it 

means they must create an environment that is conducive of people in recovery.   

 

Part of the Peer Support Framework is competencies that acknowledge people at their different 

levels in recovery and in experience in the sector. Acknowledging these differences is important 

because the strength of one’s recovery plays a big part in their ability to perform their role 

whatever it may be. These levels are drawn from the “Let’s get real: Real skills for people 

working in mental health and/or addiction” (Ministry of Health, 2008). Furthermore, the Ministry 

of Health (2008, p.8) define the levels of competencies and experience to be: 

- Essential – people when they start work or after an agreed induction period need to 

demonstrate this level of competency. 
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- Peer practitioner – people who have worked at least two years in their role need to 

demonstrate this level of competency. 

- Peer manager – team leaders and other line managers need to demonstrate this level of 

competency. 

- Peer leader – organisational leaders need to demonstrate this level of competency. 

 

These levels acknowledge the pathway for career development and the competencies required at 

each level. This is important because over the past years there has been an increase of people 

with lived experience moving into management roles. As the sector invests in the workforce 

from the ground up, those in management positions in the future will be well versed in the 

competencies of peer support. The competencies are split into three different clusters of 

competencies. The core competencies are applicable to the workforce as a whole then there are 

two clusters which are specific to peer support workers and consumer advisors. 

 

The core competencies are set out in seven standards and in each standard there is a list of 

competencies with descriptions at the four levels mentioned above. The peer support workers 

and consumer advisors clusters both have three competencies. The competencies are briefly 

described below as cited in (Te Pou, 2014, p. 8) 

 

All workforce roles 

1. Lived experience and peer values 

All peer workers use their lived experience of mental distress and/or addiction to inform their 

work, support and create resilience.  

 

2. Recovery, resilience and self-care 

All peer workers understand recovery and resilience practices, actively practice self’-care 

strategies and use them in their work.  
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3. Professional development and boundaries 

All peer workers work professional and ethically, understand the use of boundaries in their 

roles, rake up and promote opportunities for professional development.  

 

4. Communication 

All peer workers develop communication skills that build rapport and trust, enable effective 

engagement, networking, and teamwork and conflict management. 

 

5. Family, whanau, culture and community diversity 

All peer workers understand the role of family, whanau, culture and community in people’s 

lives and works actively to include them.  

 

6. Working within systems 

All peer workers understand the legislation, policies, standards and systems they work within 

and work to align them with peer values. 

 

7. Human rights approach and social justice 

All peer workers understand a human rights approach, the human rights frameworks relevant 

to their role and use them in their practice. 

 

Peer Support Workers 

1. Mutual relationships 

All peer support workers understand the concepts of mutuality and authenticity, and the 

importance of using these in peer support work. 

 

2. Purposeful approach 

All peer support workers understand people need to have hope, meaning and aspirations in 

their lives and supports them to achieve them. 
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3. Peer support practices 

All peer support workers understand what peer support is and uses appropriate models, tools 

and practices in their work. 

 

Consumer Advisors  

1. Strategic viewpoint 

All consumer advisors work in strategic levels to effect positive change in service delivery 

and organisational culture. 

 

2. Participation and leadership 

All consumer advisors understand and use processes that ensure peer participation and 

leadership occurs effectively at all levels of the organisation. 

 

3. Service improvement 

Consumer advisors engage in service improvement and quality improvement processes, 

education of staff and service users, and promotes the use of recovery based measures that are 

meaningful for people who use those services. 

 

From this framework and literature already discussed the values, skills, attributes, and qualities 

needed to create a strong workforce have been researched, discussed, and put out for all to read. 

If implemented, the sector will see a stronger and more robust workforce develop in the years to 

come. However, these are models, frameworks and competencies that must be adapted and 

incorporated by organisations in the addictions sector. These organisations are very busy, many 

are often under resourced so taking on new competencies and training staff in these competencies 

can be a big task to take on so having a simple training programme that supports the workforce 

by educating new comers, learning from those already in place, and uniting the two in a 

meaningful way would be beneficial.  
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3.3 Participatory Action Research – Its intent 

The traditions of participatory action research (PAR) have influenced the field (Wallerstein, N., 

et al.2003): the earlier northern action research tradition of Lewin (1948) organizational change 

action and/or reflection cycle from the 40s and 50s; and the southern 1970s participatory 

research tradition, with academics from Asia, Africa, and Latin America challenging their roles 

in the academy and their responsibility to transform inequitable conditions in society (Fals-

Borda, O. 2001; Fals-Borda, O., Rahman, M.A. 1991). Over recent years, recognition of 

synthetic definitions and principles of Community Based Participatory Research (CBPR) has 

been increasing steadily through new books (Blumenthal, D.S., DiClemente, R.J. 2004; Israel, 

B.A et al. 2005; Wallerstein, N. et al. 2003; Viswanathan, M. et al., 2004) special issues of 

academic journals, and the recent Institute of Medicine’s (IOM; 2002b) call for CBPR to be 

taught as a core competency to all incoming health professional students. Minkler & Wallerstein, 

N. (2003: 4) states: 

 

“Community-based participatory research (CBPR) equitably involves all partners in the 

research process and recognizes the unique strengths that each brings. CBPR begins 

with a research topic of importance to the community with the aim of combining 

knowledge and action for social change to improve community health and eliminate 

health disparities.” 

 

Indigenous research methodologies have also contributed to literature to reformulate and reclaim 

research efforts toward self-determination and cultural restoration. In her book, Decolonizing 

Methodologies Research and Indigenous Peoples, Linda Tuhiwai Smith (1999), a Māori 

researcher, presented 25 indigenous projects as examples of culturally based methodologies. 

Integrating these methodologies and culturally supported interventions with empirical supported 

interventions and methodologies can challenge the existing dominance of a single scientific 

discourse and work to equalize power relations based on knowledge within CBPR partnerships 

(Miller, R.L., Shinn, M. 2005). 

 

These frameworks have played an important role as an educational vehicle and/or context for 

analysis, through supporting processes in reducing disparities in health and improving health 

services. It provides a template to maintain continual opportunities for self-reflection about 

ourselves, our institutions, and culture and for dialogue around this self-reflection with other 
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parties who have an invested interest.  These practices invoke the challenge to call forth our 

deepest aspirations for higher education and public health practice, through being of service and 

working to reduce suffering. These values underline process with communities, in the science 

and how we present ourselves, and support our goals in doing this work. More pointedly, 

participatory research has been framed as an orientation to research that focuses on relationships 

between research partners and goals of societal transformation (Wallerstein, N. et al. 2003), 

rather than a specific set of research methods or techniques. PAR is not simply a community 

outreach strategy but represents a systematic effort to incorporate community participation and 

decision making, theories of etiology and change, and community practices into the research 

effort. 

 

3.4 Participatory Action Research – Its Purpose  

There are many names action research is known by; collaborative inquiry, participatory research, 

action learning, and emancipatory research. PAR is learning and applying/doing where an 

individual or a group of people identify a problem, then proceed in doing something to resolve it, 

see how successful it was, and if not satisfied, try again.  While this is the essence of the 

approach, there are other key attributes of action research that differentiate it from common 

problem-solving activities that we all engage in every day. According to Gilmore, T. et al. 

(1986:160-76) provides a succinct definition;  

 

“Action research aims to contribute both to the practical concerns of people in an 

immediate problematic situation and to further the goals of social science 

simultaneously.  Thus, there is a dual commitment in action research to study a system 

and concurrently to collaborate with members of the system in changing it in what is 

together regarded as a desirable direction.  Accomplishing this twin goal requires the 

active collaboration of researcher and client, and thus it stresses the importance of co-

learning as a primary aspect of the research process." 

 

Its unique principles guide the research and has four steps: reflection, planning, action and 

observation and generally starts from an issue or concern and is turned into a common goal. 

More recently, both globally and in Aotearoa, participatory action research is being used in 

community projects to ensure that the voices of marginalised populations are included and 

contribute to local solutions. Over the past few years in Aotearoa there are a number of Māori 

youth projects that have used PAR approaches to achieve youth solutions to youth issues. 
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Webster, J. et al (2002: 1) suggest that the PAR approach “attempts to achieve rangatahi desired 

outcomes by valuing the experiences of the participants and giving rangatahi a sense of 

ownership over the research.” This has also included rangatahi and alcohol and drugs.  

  

The literature on participation is strongest in the evidence that participation contributes to 

program improvement through greater efficiency, sustainability, and more equitable distribution 

of services (Isham, J., Narayan, D., Pritchett, L. 1995; Narayan, D. 1992). There is evidence that 

empowerment strategies can improve health among different subpopulations in closely 

constructed, theoretically driven interventions, including patient and health care consumers; and 

those populations, particularly at risk populations. Furthermore there has been several 

assessment tools that have been developed in measuring outcomes of participation that has 

assisted to identify the level of community engagement throughout the research process (Brown, 

L., Vega, W. 2003; Green, L.W. et al. 2003), and to assist health departments to identify their 

capacity to engage community partners (Parker, E., Margolis, L.H., Eng, E., Renriquez-Roldan, 

C. 2003). 

 

PAR works in empowering through participatory ways to generate research based solutions to 

problems that impact on the well-being of people and communities.  It focuses on participation 

and change, using qualitative, quantitative or mixed methods depending on the issues and 

context, consisting of planning, implementing change and evaluating the results. It consists also 

of recognizing that all research is embedded within a system of values and promotes some model 

of human interaction, commitment of oneself to a form of research which challenges unjust and 

undemocratic economic, social and political systems and practices. This notion of systems of 

values is further discussed by Fricke, W. (2002) stating; 

 

“Empathy and listening while meeting the other, it is a commitment to basic values like 

human creativity and democratic participation, it is based on the perception of social 

reality as a continuing process with individuals being subjects of their history and the 

social contexts they are dependent on.” 

 

 

Therefore, a key value of action researchers is the abiding respect for people’s knowledge and 

for their ability to understand and address the issues confronting them and their communities. 
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Furthermore, a collaborative approach to research involving all people in the research process, 

recognising the unique strengths that each brings. Action research begins with a research topic of 

importance to the community with the aim of combining knowledge and action for social change 

to improve community health and eliminate health disparities. Action research therefore must be 

rigorously empirical and reflective, must engage with people as active participants in the 

research process that results in some practical outcome related to the lives or work of the 

participants. It enables participants to investigate systematically their problems and issues, 

support and formulate powerful and sophisticated accounts of their situation and provide plans to 

deal with the problems at hand.  

 

3.5 Peer Support Competencies and Participatory Action Research - contextualised 

Peer Support competencies and Participatory Action Research (PAR) both emphasise 

empowerment, principles of emancipation, acknowledging, and transforming participant’s 

expertise into solutions, capacity building and collaboration. Both paradigms share a worldview 

founded on a client-centred position. Both have the potential for use within research projects 

with a meaningful collaborative process. An example of participatory action research in the 

context of alcohol and drugs has grown momentum over time, such research projects are: Te 

Whanau Cadillac project (Conway at al, 2000), set up by the Ministry of Education to reduce 

drug-related suspensions in schools and to help young people to not use, delay the use of or 

reduce their current misuse of drugs. A PhD study by Symes, M (2004) on the Legacy of 

prenatal exposure to alcohol: Fetal Alcohol Spectrum Disorder, the NZ situation. A report 

released in 2005 from the Alcohol Liquor Advisory Committee (ALAC) on the early 

intervention applied in the AOD filed using PAR. There has been other such reports 

contextualising PAR in the addictions field, however, limited reports on research undertaken 

with peer support workers that have lived experience working in the field.  PAR is a natural fit 

with this research as it is tried and tested in addiction research however the research wanted to 

use the peer support competencies as a parallel theory to underpin the research as one of the 

goals of this research is to build upon research already done. In the New Zealand addictions 

sector there hasn’t been much research completed around peer support and people with lived 

experience in the workforce so building on what has been completed is vital. The researcher 
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wants this research to complement already completed research as the goals for this research 

extends beyond just this research project into the development of training programmes.  

3.6 The Study Protocol   

This research applied predominantly qualitative research methods. Qualitative information will 

be gathered in the form of a literature review and structured questions answered in either an 

interview or a questionnaire. As there is no specific research been found in relation to the 

challenges and strategies needed in the workforce, the literature review were targeted towards 

research and reports completed in relation to a workforce of consumers. There are reports 

discussing supports needed for managers and organisation, such as supervision and mentoring 

models and recruitment processes. The writer therefore intends to identify how this research will 

be able to complement the research already done. One thing identified by the reader is that 

clarity was needed around what is a consumer, peer, or person with lived experience. These 

terms at times can be synonymous, however the writer needed to define the differences in order 

for readers to understand the purpose of this research.  

 

Participant identification 

In order to select a sample type the researcher created a list of identified Alcohol and Drug 

services in the catchment area of Auckland. When this was completed the writer visited or 

contacted the Managers of these services by phone. The research was explained to the Managers 

and their support was given the writer sent through the documentation. The documentation 

included the research brief, consent and the questioners. Once this was sent through the writer 

arranged interviews with the Mangers were possible or if agreed upon they would give their 

response by filing in the questionnaire. Managers were also sent through the questionnaire and 

information to pass on to their staffs who were asked to contact me to arrange an interview. 

Mangers were able to send out the information sheet to their staff and if they were interested in 

participating they emailed me to arrange interviews. 

 

Interviews/questioner 

Structured interviews were undertaken with managers with a set of selected question. 

Information for the research, consent, and the questions were sent to those unable to meet face to 

face. The goal of these interviews is to uncover the challenges faced by managers from an 

organisational and managerial perspective. It is also to uncover what strategies have been used 
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and are in use now identifying what has worked or failed. The research aims to take a bird’s eye 

view at the picture by looking at the experience that managers have had, and commenting on the 

experiences their staff have had, this will also inform the implications on organisations. The 

other half of the research will come from people with lived experience so this will give a full 

picture of the situation allowing the researcher to make recommendations that are appropriate 

and relevant for all levels of the sector. These recommendations will be beneficial for 

organisations, managers, colleagues, clients and staff with lived experience.  

 

The participants were a mixture of clinical and non-clinical workers in the AOD sector. The 

participants were not identified by job titles such as peer or consumer support worker or 

clinicians. The participants were identified by managers who had staff that identified as having 

lived experience i.e. they have journeyed addiction and recovery. The participants were asked to 

participate in a one to one interview with the researcher to share their individual stories and 

insights.  

 

The pack included information about the purpose of the research and how it would be conducted. 

An information sheet that outlined the research project was sent to all identified participants, 

with contact details of the researcher and his supervisor for the research project. Also consent 

form/s outlining an agreement to take part in the research and the confidentiality aspects of the 

research were also included. The researcher’s role and what will happen to the data, and on 

completion the process was explained in the information given to all participants.  

 

3.7 Chapter Summary   

This chapter presented both Peer Support Framework and Participatory Action Research (PAR) 

its intent and purpose in the addictions field. It also explored both paradigms as theories and 

methods that underpinned this research. A Peer Support Framework is based on a set of values; 

mutuality, experiential knowledge, self-determination, participation, equity, recovery and hope. 

These values are the foundation of the competencies and ensure that the client is always the most 

important in everything we do. These principles underpin the ideology of theory into practice for 

Peer Support Workers, furthermore, workers feel empowered in their own recovery journey. 

Participatory Action Research (PAR) is based on a collaborative inquiry, participatory research, 
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action learning, and emancipatory research. PAR is learning and applying/doing where an 

individual or a group of people identify a problem, then proceed in doing something to resolve it, 

see how successful it was, and if not satisfied, try again. The congruence of Peer Support and 

PAR emphasises empowerment theory and emancipation, which transforms participant’s 

expertise into solutions, capacity building and collaboration. Both paradigms share similar 

ideologies that are based on a client-centred position. They both have the potential for use within 

research projects when a meaningful collaborative process. It also outlined the study protocol for 

this research and concludes with the chapter summary.       
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CHAPTER FOUR 

RESEARCH FINDINGS 
 

4.0 Chapter Introduction   

 

This chapter provides the methods in which this research was undertaken. The participants were 

invited to participate in face to face interview with the researcher if this was not possible they 

were able to fill out a questionnaire to return to the researcher. This chapter provides the 

responses of these interviews. The research findings will be presented in chapter five.  

 

4.1 Methods 

The participants selected were information-rich, with regards to knowledge of the addictions 

field and lived experience. There were eighteen participants who participated in this research. 

The participants consisted of two groups; the first group for managers of staff with lived 

experience and the second group for staff with lived experience. The participants were asked to 

participate in a one to one interview with the researcher to share their individual stories and 

insights. An information pack was sent to all participants that provided the context of this 

research and also gave the participants an opportunity to prepare themselves for the interview. 

Participants were fully informed of the process undertaken in this research and how the 

information shared during this research will be treated. The Peer Support Framework values of 

mutality, experiential knowledge, self-determination, partiipation, equity, recovery and hope 

provided the fundamental principles that guided and advocated engagement throughout the 

interview process.  

 

The semi-structured interviews using a questionnaire was considered as the best approach to 

undertake in this research as it is a good way of gathering rich qualitative information from a 

limited number of people. Moreover, the quality lies in the depth of exploration, not necessarily 

in the breadth of views. As in any personal interaction, it provides the opportunity for a much 

more quality interaction if you take a bit of time to build rapport with your interviewee. Through 

the use of a semi-structured interview the questions were used as a starting point for discussion 

with all the participants and this format allowed the researcher to explore the more interesting 

http://www.skillsyouneed.com/ips/rapport.html
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extents in more detail. Semi-structured interviews are particularly helpful when you want to be 

able to discuss emerging findings with your participants and test out ideas with them, without 

being held within a rigid structure 

4.1 Questionnaire 

The following questions were the basis of the research methods to explore the experiences of the 

participants in order to learn from their stories of success, their challenges, and their 

recommendations. These would assist towards best practice guidelines in supporting Addiction 

organisations supporting workers with lived experiences. The questions were split into two 

categories, the first was for managers of staff with lived experience and the second was for staff 

with lived experience.  

 

Managers Questions 

1. Do you believe there is a place for consumers in the workforce? 

2. What are your experiences of consumers of staff Good/Bad? 

3. What formal/informal strategies do you use to support the consumer? 

4. What formal/informal strategies do you use to support your team? 

5. What formal/informal strategies do you use to protect clients from harm 

6. If you could pass on 3 things to another manager what would they be? 

7. What challenges can you see arising in the future? 

 

Staff Questions 

1. What support did you receive entering the workforce? 

2. What strategies have you used when you have felt unsupported in situations? 

3. If you relapsed would you tell your manager? If not who would you tell? 

4. What challenges have you faced? 

4.2 Managers Interview Responses 

Question 1  

Do you believe there is a place for consumers in the workforce? 

Participant one responded  
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“Yes I do know however if you would have asked me this 3 years ago I would have said it 

is not worth the hassle.” 

 

Participant two responded  

“I do believe there is a place for consumers in the work place. I think having lived 

experience plays a big part in how we become good practitioners. For me, text book 

learning (studies) enhances how we are as practitioners that have lived the experience.” 

 

Participant three responded  

“There is a need to have people in the workforce who have lived experiences, this helps 

with the recovery of the consumers that we aim to support.” 

 

Participant four responded  

“Absolutely” 

 

Participant five responded  

“Definitely” 

 

Question 2 

What are your experiences of consumers of staff Good/Bad? 

Participant one responded  

“I have noticed a passion that drives consumers to go the extra mile with others. 

However, this going the extra mile has also got many of them in trouble because they fail 

to see the boundaries. They understand what boundaries are and that they need to have 

them however when they go the extra mile the boundaries start to blur and many times I 

have seen my staff get lost and drift well over the line and before they know what has 

happened it blows up in their face. I have had experiences where I have hired consumers 

come as a support worker and think that their experience is key to them being able to 

understand the unique clientele that we support.  This has worked out well when the 

consumer continues to work on their recovery however I remember one saying to me that 

they are not an alcoholic anymore and they don’t need to worry about meetings and 

seeing support people.  Because they were having great experiences and life was now 
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“good” they had told themselves that they could “have the odd beer”. This wasn’t the 

issue the issue was when they would share this with clients. One of the biggest concerns 

was when a staff member had become clean and was doing recovery. He was alcohol and 

drug free however he drifted back into his lifestyle of being a patched gang member. 

Although this didn’t affect his work as he showed up to work every day and did his job 

well the image that this portrayed to our clients, our colleagues in the sector and to 

potential clients was a good look.” 

 

Participant two responded: 

“Balance of good and not so good. I believe there needs to be on-going support for the 

consumer before coming into the field and while in the field.” 

 

Participant three responded: 

“Some have taken this opportunity and progressed well here and moved into other 

positions in the community and are providing all levels of clinical and non-clinical 

support. Some have become fulltime staff and continue to provide all levels of support. 

One who was given the same opportunities became unmanageable at times; behaviour 

included breaching ethical boundaries with staff and Akonga. This at times included 

sharing confidential information amongst Akonga and misinterpretation of information 

between staff and Akonga. This man had regained his losses in his life whilst on the 

programme so the programme meant everything to him and his boundaries for protecting 

the programme were paramount to him. This man had an old school character which was 

based on rights and wrongs, and that things would progress in a certain way and that 

any redirection from this process was very limited, which caused issues with the Akonga 

when they would challenge the process and his attitude.” 

 

Participant four responded  

“Ok, no worse than with other staff.” 

 

Participant five responded: 
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“Because I have lived experience myself I placed an importance on supporting staff with 

lived experience. This was very hard for me at times because not everyone saw the vision. 

Many times this meant defending them to other staff and also to my manager. I accepted 

that they were in recovery it meant extra work and there were rough edges that at times 

would cause issues. Knowing when to withdraw support for someone in relapse was very 

difficult especially when they still did their job well.” 

 

Question 3 

What formal/informal strategies do you use to support the consumer?  

 

Participant one responded: 

“I tried to use clear boundaries and worked with them as a normal staff member.  A 

certain staff member would come to me with their personal issues, and although I would 

offer them the support available in the work place I chose not to discuss their personal 

issues to try and keep clear boundaries. I used supervision with my clinical supervisor. 

There were no other strategies offered to me from my manager so I just did what I 

thought was right.” 

 

Participant two responded: 

“Empathy, non-judgemental, congruence, transparency, client rights, (Awhi, Tautoko, 

aroha, Manaakitanga, Te Tiriti)” 

 

Participant three responded:  

“The akonga would be asked to sign up to do a peer support training, a minimal level 4 

support training prior to graduation. If the akonga proves to have the commitment to 

progress with his education and a willingness to help our akonga, we would then offer 

him a casual position within the service.” 

 

Participant four responded: 

“Ensure they have a good care-plan and a robust aftercare plan. Ensure that whatever 

plan is put in-place, is theirs and not what everyone else wants. Ensure that you have the 

right support for them e.g. clinical, social, whanau, cultural.” 
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Participant five responded: 

“Line supervision and talking regularly about their recovery, how they are maintaining 

it and any issues. This meant extra work for me but it was something I had to commit to.” 

 

Question 4 

What formal/informal strategies do you use to support your team? 

Participant one responded:  

“I encourage talking face to face and clearing issues as soon as they arise as I would 

with any other staff member. At one point I had to sit and support staff members to 

approach issues with this staff member because they weren’t sure how he would 

respond.” 

  

Participant two responded:  

“Professionalism, boundaries, reporting, supervision, team work” 

 

Participant three responded: 

“This includes on-going staff training, peer support, clinical and non-clinical 

supervision. Encouragement to progress with education and qualifications is supported 

by the service.” 

 

Participant four responded: 

“To set a healthy, safe workplace / environment. Ensure that they have the appropriate 

training. Make sure that the staff feel supported, from both peer and management. Ensure 

that they are involved in the client’s care-plan, aftercare plan.” 

 

Participant five responded: 

“Transparency, communication, and the values of recovery applied in our team 

culture.” 

Question 5 

What formal/informal strategies do you use to protect clients from harm? 

Participant one responded:  



47 | P a g e  

 

“I just used the systems and policies that were already in place, what I did do was ensure 

that if issues arose around my staff that have a consumer background I will deal with the 

issues swiftly and promptly to ensure they didn’t linger. “ 

 

Participant two responded: 

“Safety planning, individual planning, counselling, addiction/domestic violence 

programs, anger management programs, self-management, self-control and self-

awareness.” 

 

Participant three responded: 

“Training around ethical boundaries and the code of rights and Clinical supervision 

external and internal.” 

 

Participant four responded: 

“Ensure staff know their illness. To ensure that staff are well trained. Ensure that staff is 

trained to handle an emergency. Have a client / staff plan in place in case of any 

emergency.” 

 

Participant five responded: 

“It was hard because I didn’t want to treat the staff members with lived experience, so I 

needed to ensure that the training on my side was strong to support the staff member.” 

 

Question 6 

If you could pass on 3 things to another manager what would they be? 

Participant one responded:  

“Ensure the consumer has a support person in the workplace… Ensure that they know 

they can and need to be up front and honest about their recovery with you…Encourage 

the consumer to invest time and energy into PD plans…. Making sure they have goals for 

where they want to go…. Training and education must be something that is relevant and 

teaches them skills that they can apply directly into their position.” 

Participant two responded:  
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“12 months intensive follow up support for the consumer coming into the work force. The 

amount of contacts can be determined case by case…. Internal supervision (weekly to 

fortnightly) and monthly external supervision….Training, courses, study.” 

 

Participant three responded:  

“Offer continued clinical supervision for the consumer formal / informal….Ensure that the 

commitment from the Akonga is for the right reason for them and the service…Continue 

encouraging consumers to move into this field and offer their lived experiences amongst the 

people we aim to make changes with.” 

 

Participant four responded: 

“Ensure that their team leader etc. meets with them regularly... Manager should have an 

open door policy… Have a good understanding of their illness and to have a recovery plan in 

place…Ensure that they know they are supported.” 

 

Participant five responded: 

- Be up front from the beginning, letting them know it is ok to talk to you. Also that if they 

were having issues they needed to be open and honest with me before things got out of 

hand so I could support if possible…Be willing to put in some extra work when needed to 

help them get back on track should they have issues with their recovery…Address any 

small issues immediately so they don’t build up.  

Question 7 

What challenges can you see arising in the future? 

Participant one responded: 

“We have new managers coming up through the ranks and some even have lived 

experience themselves and unless we share what we have learnt from our experience they 

are going to have to go through the same issues that I went through and I don’t want this 

to happen. The approach needs to be consistent so that staff making the cross from client 

to staff can prepare themselves and be ready no matter the service is. I think there should 

be a short course or a paper at university that consumers should have to complete before 

they enter the workforce. “ 



49 | P a g e  

 

 

Participant two responded: 

“Collusion with consumers, breaching professional boundaries, lack of support from 

their managers, lack of training within the organisation. If these things are not managed, 

we are setting the consumer up to fail. A robust plan must be put in place before the 

transition as a consumer to a worker is finalised. On-going follow ups and check-ins with 

the consumer is a must.” 

 

Participant three responded: 

“The challenge to continue progressing consumers forward to staff will lay with the 

mangers and service policies within this field. This field is a provider of staff with 

highlighted histories within the legal system, some managers and services are not willing 

to offer people the chance to make changes with these therefore we will lose the common 

inside knowledge that they have to offer.” 

 

Participant four responded: 

“Individual needs may become more complex, so staff will need to be more multi-

disciplined in their work skill base. Having too many consumers in your workforce with a 

myriad of different issues and not have enough trained staff to support them.” 

 

 

Participant five responded: 

“If we don’t put training in place their will be no consistency in our sector. If we as a 

sector wish to promote the workforce as one versed in lived experience, we need to be 

supporting those with lived experience more. if we don’t respond collectively managers 

will be reluctant to hire those in early recovery. I am more cautious now because of the 

issues I have had.” 

4.3 Staff with lived experience responses  

Question 1  

What support did you receive entering the workforce? 

 

Participant 1 responded  
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“I had support from external services that were already supporting me, the ability to up 

skill played a big part.” 

 

Participant 2 responded  

“Prior to entering the field of addictions, I discovered that I wanted to support people in 

making life changes. I wasn’t sure what area I wanted to do this. So I started my career 

with …., Drug and Alcohol Rehabilitation Service. In terms of the support I received, I 

was made to feel very welcome by both my colleagues and our akonga (clients). This 

made my transition from being a manager within the super market industry to working in 

the field of addiction very smooth and easy.” 

 

Participant 3 responded  

“There was lots of training. But there is not really any support for your own personal life 

for example people in recovery. There was not a lot of support given to support my 

recovery. They asked me about my recovery and if I was still going to NA meetings and 

maintaining my abstinence. But they real do a lot to support in that area.” 

 

Participant 4 responded  

“Having gone through early recovery through a couple different programs I was able to 

gain and understanding of addiction from a consumer point of view. My first contact with 

the work force was as a peer support worker, then case worker. I was lucky I had an 

organisation that were open to supporting me within both study and field experience with 

providing a range of environments to learn from. They also helped sourced various new 

roles within the organisation to hold me, and stretched me as a well-rounded 

counsellor.” 

 

 

Participant 5 responded  

“I worked as a support worker before I started as a Case Manager so it was assumed 

that I didn’t need any support. I should have asked for help as I forgotten most of what I 
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had learnt, especially with the required paperwork. One of my colleagues provided me 

with the support that I needed.” 

 

Participant 6 responded 

“Nothing from employer, but support from AA colleagues was to be very careful about 

how much to disclose. To be aware that my disclosure could work against me in the 

workplace.” 

 

Participant 7 responded 

 “great support from my organisation.” 

 

Participant 8 responded  

“Training from my agency.” 

 

Participant 9 responded  

“I didn’t receive any support other than what would have been expected as a new staff 

member.” 

 

Participant 10 responded  

“I didn’t receive anything prescriptive, all I was told was If I have any issues to come see 

me from my manager but I assume he said that to all new staff.  My manager knew I was 

fresh out of rehab and told me that I need to complete my studies.” 

 

Participant 11 responded  

“My team leader was a great help. He always ask how I was doing in my recovery.” 

 

Participant 12 responded  

“Organisation provided a safe environment for kaimahi to be open see our TL if we were 

struggling in work or home life stuff, internal and external supervision, received internal 

orientation overall organisational structure. Induction and training around policies and 
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procedures inform practice. Training workshops for professional development, whanau 

environment, the vision of the organisation.” 

 

Participant 13 responded  

“The support that was received entering the workforce was having access to those who had 

dedicated years of their lives to this sector. The sharing of information from where they had 

come from, to where they are current and to where they see themselves in the near future. 

Some of those mentors have moved on into research, business management and others well, 

they have just grown wings and flew from this world to the next. I found these people to be 

most inspirational especially as Maori as we are the most affected in all 5 areas such as 

housing, education, health, social and whanau.” 

 

a. What was helpful? 

Participant 1 responded  

“Having the resource of a counsellor during the transition. Being clear in my mind what 

I wanted to do. Having financial support to help me study knowing what I would 

experience as an addict in this type of work.” 

 

Participant 2 responded  

“Working a long side my brother, and working a long side the Akonga. I had a sense that 

the Akonga were comfortable with me being 1 of their support workers. Building 

relationships through Whakawhanaungatanga with the Akonga and sharing life 

experiences helped for a more “open” relationship between myself and the Akonga. “ 

 

Participant 3 responded  

“Nothing really I just knew I had to stay clean to keep my job and for me that has a good 

motivator to stay clean.” 

Participant 4 responded  

“Orientation with regards to organisational standards, understanding of where to find 

policies and procedures. They seemed to care about how I remain abstinent and how I 

support my recovery.” 
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Participant 5 responded  

“Just get in and do it, my study, and meetings. Helping with recovery church, a very 

supportive church.” 

 

Participant 6 responded  

“Recovery work. I had to constantly be working on my own recovery this allowed me to be in 

this space. I’m not sure if I would have survived if I didn’t carry on working on my 

recovery.” 

 

Participant 7 responded  

 “It’s great to join a field that acknowledge the difficulties and issues that impact on our 

communities.  The genuine compassion is great to see and encourages my hikoi compared to 

other trades I have been moulded by where no empathy or compassion is practiced.” 

 

Participant 8 responded  

“Training and workshops from my agency.” 

 

Participant 9 responded  

“Having a team that accepted me for me, I was rough around the edges and my team mates 

would pull me up but in a positive way which wasn’t judgemental.” 

 

Participant 10 responded  

“My studies as I was learning things that I could implement straight into my job on a daily 

basis. I found my tutors a massive help and felt that the things they did to help me in my 

recovery such as talking about recovery, talking about relapse, and supporting me on a 

personal level helped.” 

 

Participant 11 responded  

“I was told about boundaries and how clients would try and use me to get what they wanted. 

I was also told that it was good for me to sit and listen to their stories however it wasn’t good 
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for me to offer advice or probe into their issues. If they had issues it was best to talk to their 

counsellor.” 

 

Participant 12 responded  

“Job description understanding my role. Having external supervision to offload stressors. 

Professional Development. Clinical and Operation hui within services (Team meetings). 

Manage workload. Work in professional manner understanding the principle of Tikanga.” 

 

Participant 13 responded  

“The knowledge that was shared from those mentors and also with what I already could 

contribute.” 

 

b. What wasn’t helpful? 

Participant 1 responded  

“Being told not to do this type of work, by those around me because of my past. Being told 

that I was too vulnerable to do the work and it would put me at risk of relapse. Having to 

force my way in to find a place.” 

 

Participant 2 responded  

“The lack of knowledge and experience that I had. I faced many challenges throughout my 

time working with addiction, and how I managed those challenges was a challenge on its 

own.” 

 

Participant 3 responded  

“Not sure how to answer this one.” 

 

Participant 4 responded  

“Not enough understanding around 12 step fellowship and the holistic benefits for peoples 

recovering from addiction, this place is very Christian based where most did not understand 

other methods.” 
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Participant 5 responded  

“The fact that it wasn’t talked about.” 

 

Participant 6 responded  

“Lack of understanding by employer and bigotry. My employer didn’t understand my needs 

and didn’t know how to support me. It felt like I was being treated differently because of my 

past and sometimes handle with kiddie gloves.” 

 

Participant 7 responded  

“Culturally, it is difficult coming into an environment that is very mainstream and lack the 

awareness around Tikanga and our protocols.  Also it was very encouraging but at the same 

time discouraging to know that I was employed to fill a need as there was no member of the 

staff that could attend to high risk individuals.  The other factors here are that my colleagues 

do not understand.” 

 

Participant 8 responded  

“Nothing. Everything was helpful for me being new in New Zealand.” 

 

Participant 9 responded  

“Being pulled up all the time for being one of the “boys”. Because I knew a lot of the guys 

we would get into long conversations sometimes talking about the good old days. At the time 

I didn’t know why this why a problem.” 

 

Participant 10 responded  

“Not having someone that I could trust to talk about my short fallings to, I had many as I was 

new to the sector and never worked in the helping others sector, my experience was as a 

truck driver so I had many communication blunders which made me feel inept. I would have 

loved to have someone I could share this with and get some good advice.” 

 

Participant 11 responded  
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“I’m not sure the clinical staff accepted me, it felt like they didn’t appreciate my input 

because I wasn’t “clinical.” 

 

Participant 12 responded  

“Inconsistency of other staff not keeping to standards of starting on time, lack of consistency 

at staff and management level, Lack of communication overall from top to ground floor.” 

 

Participant 13 responded  

“What wasn’t helpful was the ever changing landscape of the industry, having no control to 

changes that ultimately affect our people and us as practitioners working on the coal face.” 

    

c. What could have been helpful? 

Participant 1 responded  

“Having support as a person in recovery not just support as a staff member and knowing 

what doing to expert during the transition.” 

 

Participant 2 responded  

“In my first 12 months of employment I experienced a number of challenges. A sit down with 

my manager to discuss different situations that I could possibly experience, in terms of client 

behaviours, how to keep everyone safe and how I could or should manage this process, and 

what I could’ve have done differently. I have since completed relevant training and courses 

to help me understand and to be aware of how we do our work, and how we manage 

ourselves when working with people.” 

 

Participant 3 responded  

“One thing for me would be if there were meetings for people that had lived experience. I 

think management should be involved in setting them up and they should be compulsory to 

attend.” 

 

Participant 4 responded  
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“Access to recovery supports for those working in the field, as this has been challenging 

when mingling with clients outside of work within 12 step recovery circles.” 

 

Participant 5 responded  

“The opportunity to talk about it with something.” 

 

Participant 6 responded  

“Education pack for a “willing” employer. Something that they could use to help them help 

me. Something that would help them understands my needs not only as an employee but as an 

employee with special needs.” 

 

Participant 7 responded   

“Having a cultural advisor in any organisation that work with dynamic individuals I believe 

is a must as this may educate all on how to be more culturally competent in the workspace 

and for our whanau in the community using our service.  Also on my arrival, it would have 

been reassuring to have had a manager/staff member who understood how to support 

someone in recovery or someone with lived experience to addiction or abuse.” 

 

Participant 8 responded  

“The methods utilized; the support of colleagues and their ability to share their own 

experiences; Maori colleagues helping me to understand their culture.” 

 

Participant 9 responded   

“Being taught about self-disclosure, what is helpful/not helpful during disclosure and why? I 

didn’t realise at the time there was a difference.” 

 

Participant 10 responded  

“not sure.” 

 

Participant 11 responded  

“sharing my story with my team so they knew who I was and what I had been through.” 
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Participant 12 responded  

“Being Professional, having good work ethics, and having good communication skills.” 

 

Participant 13 responded  

“As a practitioner what is always helpful is information sharing as to the best way forward 

for our people.” 

 

Question 2 

What strategies have you used when you have felt unsupported in situations? 

Participant 1 responded  

“Yelling, talking to my supervisor. Talking to management. Stress leave. Accessing spiritual 

support” 

 

Participant 2 responded  

“I didn’t really know what to do other than talk to my brother, my colleagues and my 

partner. Occasionally I would talk to my manager, or I would just leave it. As I gained more 

experience and completed some training, supervision became an important resource of 

support which helped me manage myself better and in a professional way. 7 years on I now 

receive internal and external supervision. I am fully supported by very close friends, family, 

my supervisor/s and my colleagues that currently work in the field of addictions and or 

domestic violence. 1 thing that has helped me progress and develop in my professional 

practice, is having that “self-awareness” and understanding your “own self”. Being able to 

identify personal experiences that have affected me physically, psychologically and or 

emotionally. I work with clients that share similar experiences that I have experienced in my 

life time. Being able to identify my triggers and knowing how to manage my own feelings 

and thought process while working with the clients. Not being judgemental towards the 

clients and being able to continue to do the work without having a “pre-conceived notion” 

and to remain professional with all people we are supporting with making life changes.” 

 

Participant 3 responded  
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“I am pretty strong in my recovery and know what I need to do. I have a tight network of 

friends that I reach out to. I know to getting to a NA meeting can be helpful. My partner is in 

recovery to so we support each other (with lived experience and work in the field). My 

employer is quite approachable so I have no troubles talking to them.” 

 

Participant 4 responded  

“Connecting with other peoples in recovery working within the field, clinical supervision 

which I have been fortunate to have someone in recovery, 12 step meetings that have little to 

no clients attend.” 

 

Participant 5 responded  

“Had to use the tools that I had been given, and the skills that I had learnt in training. 

Basically meant practicing what I preached.” 

 

Participant 6 responded  

“My recovery toolkit and I also used my friendships that I have built in the AA. Many of 

them have walked this journey so were able give me solid advise.” 

 

Participant 7 responded  

“A key to my recovery and minimising the chance of relapse has been education and 

purpose.  Identifying that education has replaced the idol time that influenced old 

behaviours has been a prevention plan that has been on-going and benefits are not 

immediate.  Goals are important also as this gives me the ambition to divert from the 

demoralizing affirmations and self-doubt.  This is relevant for sustaining progress 

personally and professionally. Of course, all of this is on the individual but healthy supports 

are needed like a sponsor (AA/NA) or peer support.  Addiction is unpredictable and 

cunning.  Having the right people around you and a balanced foundation is essential.  

Strategies with addiction take time and need to be practiced overtime to be effective.  Time 

maybe weeks, months or years for some so having engaged in healthy activities and 

relationships are suggested but all strategies vary to the individual’s complex needs.” 

 



60 | P a g e  

 

Participant 8 responded  

“Talk to my supervisor.” 

 

Participant 9 responded  

“I used my sponsor, he was a great help as he had been through the journey from addict to 

support worker.” 

 

Participant 10 responded  

“I would bottle it up, after about 6 months I built a good relationship with a colleague who 

really supported me personally. This wasn’t fair on her though because she had her own 

stuff to deal with.” 

 

Participant 11 responded  

“not sure.” 

 

Participant 12 responded  

“External Support (Supervision), Pastor/Elder/Mentor (Biblical Counselling), Parents 

(Seeking knowledge), Close friends (Someone to talk too).” 

 

Participant 13 responded 

“There have been many times where colleagues have been the best support and also 

discussing strategies as to how we can manage situations better.” 

 

Question 3 

If you relapsed would you tell your manager? If not who would you tell? 

Participant 1 responded  

“Yes I took the risk to share my relapse with my manager and I was given support. The 

boundaries were put in place and they were strict and clear. I had to go into recovery to 

save myself, and this meant putting my job at risk.” 

 

Participant 2 responded  
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“I would speak to my supervisors.” 

 

Participant 3 responded  

“My first reaction in to say yes I would tell them. However I am not sure if I would. Losing 

employment would have quite an effect on my life so unsure.” 

 

Participant 4 responded  

“Yes, but hard question to answer because I am dishonest when I am using.” 

 

Participant 5 responded  

“I hope I would tell my team leader.” 

 

Participant 6 responded  

“Depends on my personal relationship with my manager, in the initial stages no.” 

 

Participant 7 responded  

“Currently, I would inform my employer as ethically within my own values and the code of 

DAPAANZ.  This is the correct approach.  In saying this, this is what I would hope to do.  In 

my addiction, my morals are much distorted and I start to self-sabotage.  I’d like to believe 

that I would morally, make the right decision and be transparent with my employer so that I 

would be made accountable and managed in the appropriate manner.  But, this may not 

occur until I have built up the confidence to approach anyone.  In the past I have informed 

my employer of my addiction because I had a great respect for him as he was like a mentor 

or role-model.  Today I have a strong recovery whanau (Alcohol Anonymous, Narcotics 

Anonymous) and support network within my own whanau to help prevent this from 

reoccurring.” 

 

Participant 8 responded  

“Yes.” 

 

Participant 9 responded  
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“I would now, if you asked me this in my first couple years I would have definitely said no. 

the manager I had was one who probably would have fired me.” 

 

Participant 10 responded 

“I did relapse and I didn’t tell him, I told my colleagues but not him. I’m not sure what he 

would have done but I felt like a naughty kid and that I would get a growling. I also felt that 

I had let him down as I knew he took a risk hiring me and I felt bad for letting him down.” 

 

Participant 11 responded  

“Definitely, I feel he would have supported me to get the support I needed to get back on 

track.” 

 

Participant 12 responded  

“Yes.” 

 

Participant 13 responded  

“No, to be honest.  If not who would you tell? I would use external avenues rather than in 

house.” 

Question 4 

What challenges have you faced? 

Participant 1 responded  

“Being intimidated by clinical staff. Feeling under equipped. All my personal issues were 

sitting there as tension, and I didn’t know what it was and I didn’t want to share it because 

treated differently because it. Understanding boundaries. Emotional regulation.” 

 

Participant 2 responded  

“Client behaviours, non-compliant clients, accusations, aggressiveness, violence, 

anger, clients under the influence of drugs and or alcohol, staff colluding with clients.” 

 

Participant 3 responded  
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“I haven’t really faced anything where my recovery has been at risk so far.  However things 

that are tough can be team dynamics and personality differences within the team. Had 

conflict my line manager. Also personal matters effecting work.” 

 

Participant 4 responded  

“Personal hardships involving my recovery program and trying to separate my personal 

recovery from my clinical work (judgements). Working with peoples that sometimes affect 

my personal recovery.” 

 

Participant 5 responded  

“Trying to manage personal situations, work and my recovery. Because they are so 

intertwined I had to be constantly working on all of them together.” 

 

Participant 6 responded  

“Lack of understanding by employer, lack of interest by employer in any personal matters, 

perceived reputation from previous times, viewed to be damaged goods and a potential 

liability.” 

 

Participant 7 responded  

“Most challenges came in my post recovery stages. To be honest I have experienced that the 

post treatment is known to be highly problematic for users of services, but even with this 

knowledge it is where I struggled the most with very poor supports.  Coming from a 

separation of 11yrs, I have been managing the transition of co-dependence to independence 

as my ability to be self-supportive was poor.  Environmental factors have been the most 

difficult to transition from also as in some ways you choose to isolate from old 

acquaintances (Triggers) but not isolate at the same time as suggested for wellbeing?  

Within my work place, the struggle has involved bias opinions and uninformed knowledge.  

Colleagues are unaware and lack the empathy as well as the understanding of my needs.  

This may sound selfish but I would like to just put my stance on these dynamics I bring. You 

must take into account that I come from an unstable foundation that is now a consistent 

battle to sustain.  All these difficulties and more that I have shared is what I carry and 
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people with no knowledge of these complication, may not understand as they have never 

experienced loss, abandonment, dis-trust and trauma to name a few.  As Healthcare workers 

I am made accountable for my own wellbeing under the ‘Code of Ethics’ as a practitioner.  

Yes, but a manager with the understanding of their co-worker and their complexities, I 

believe will result in a more stable and present practitioner. Know the complexities then the 

manager may attend the needs more specifically for Example. Knowing that it is important 

that I be a more present father, then could suggest that I (manager), May overlook workers 

caseload and suggest to my co-worker to take time off and to attend child’s school event.  

This resulting in me (Co-worker) feeling appreciated and supported regarding my personal 

needs, which then resulting in more effective practice.” 

 

Participant 8 responded  

“The accent of NZ English and the way the people unable to understand my accent.” 

 

Participant 9 responded  

“Knowing what to share and with whom because of fear that I would be judged. Boundaries 

with clients (asking me for favours) I really wanted to help them but also felt sorry for them. 

Getting caught between the them and us with the clinical team and clients, sometimes I felt 

like I was in the middle.” 

 

Participant 10 responded  

“Not knowing boundaries, losing my temper with clients, and not knowing who I could trust. 

Acting like I “know” which made me feel like a fake.” 

 

Participant 11 responded  

“Being judged by colleagues (feeling), getting caught up in conversations about the past 

with clients. Not bending rules because I felt sorry for clients.” 

 

Participant 12 responded  
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“My work ethics were challenged it didn’t line up to how other staff were performing; 

others breaking rules when I spoke out felt was shut down and no heard. For ages I had to 

carry this even question my own ethic is to what I was doing was right.  

Struggle to engage with others in a relationship wise not sure what to accept in return 

whether it was genuine or fake.” 

 

Participant 13 responded  

“The challenges faced and currently are restructures within the organisation. Not only are 

we to support people that are impacted, but as a practitioner we find that we are most 

impacted with decisions that is out of our control which ultimately impact the way in which 

we provide services to our communities, rather than breaking down barriers we become the 

barrier and that’s the challenge.” 

 

4.4 Chapter Summary 

Chapter Four presented the summary of data that was taken in the interviews and questioners 

answered. Interviews were conducted which provided the narrative to ones experience as either a 

Manager of a person with lived experience or a person with lived experience entering the 

workforce. These narratives provided rich knowledge that the researcher used to form the 

recommendations. After the interviews were completed the participant and researcher worked 

together to summarise the responses from the notes taken. The information in this chapter, this is 

included to give the reader insight to the common themes. 
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CHAPTER FIVE 

DATA ANALYSIS 

5.0 Chapter Overview 

This chapter provided an examination of the research data. This process involved evaluating data 

gathered through an examination of the available literature and by interpreting the information 

gathered during the individual interviews. Each component of the data gathered was reviewed, 

and then analysed to form the basis of the findings for this study. 

 

 5.1 Data analysis 

When questioned about the place for people with lived experience in the sector all managers 

reported they agreed there is definitely a place for people with lived experience. The common 

feedback is that lived experience gives another level to the support which a support person can 

offer however the difficulty was also acknowledged. This difficulty had not made Managers 

weary of continuing to support those with lived experience. 

   

When questioned on their experience thus far almost all managers had a good experience but 

most had numerous bad experiences, some of these bad experiences had tuned into good 

outcomes with a lot of hard work. From the researchers perspective the bad experiences were 

very similar across the board and involved staff not knowing how to maintain boundaries. The 

managers were very clear on their expectations from their staff however it came down to a 

variety of factors where the boundaries ended up being breached. Getting into colluding 

relationships, having a invested interest, rescuing, or just trying to help as much as they could 

were common themes into why boundaries were blurred. The feedback is in line with one of the 

underpinning goals for this research to reduce harm. In the stories shared with the researcher 

harm was caused to clients in every bad story. Some was lower scale in terms of harm to clients 

however one or two occasions ended in physical or emotional harm which resulted in 

disciplinary actions for the staff member and in one case a staff member losing their job. All 

shared how it required them doing things differently with the staff member however all said it 

got easier the more they continued with the process.  

http://www.businessdictionary.com/definition/process.html
http://www.businessdictionary.com/definition/data.html
http://www.businessdictionary.com/definition/component.html


67 | P a g e  

 

When managers were asked about what strategies they used to support people with lived 

experience the common thread was that there were no formal strategies set out by their 

organisation to use however they had created strategies for themselves. This meant that managers 

usually did what they thought was right or what they had learnt from doing it in the past. Regular 

line supervision along with external supervision was mentioned by all as good tool. Some of the 

managers talked about having good relationships with the external supervisors as important or 

sitting with the staff members personally to discuss some good topics to take to supervision, 

these were influenced by incidents in the work place or struggles that were noticed by either the 

staff member or manager. More formal strategies that managers had used included ensuring staff 

had formal training like a level 4 certificate, if they didn’t have it many encouraged staff to 

complete it. Another strategy used by managers was to ensure that had good care plans in place 

with strategies to maintain their own recovery.  

 

When questioned around strategies used to support the team the biggest tool used was 

encouraging healthy communication. This meant modelling healthy communication and 

encouraging peer to peer conversations to deal with conflict immediately. As the major concern 

by team members was maintaining boundaries regular discussions on boundaries and also 

communicating with each other if they felt boundaries had been breached. There was a scenario 

shared where this was taken to the extreme and the team felt they had the right to criticise the 

staff member so the manager had to step in as a go between. This itself created different 

dynamics of the manager feeling like he needed to protect the staff member. Encouraging 

professional behaviour and good team values also seemed important to managing the team 

dynamics. 

 

When exploring how managers ensured that they supported the staff member but also kept their 

clients safe it seems as the managers didn’t have any specific strategies. Managers just used the 

policies in place and hoped that training and boundary maintenance would keep clients safe. 

There seems to be risk involved here because as mentioned by all managers’ staff with lived 

experience found it hard to maintain clear boundaries and when these boundaries were breached 

harm was caused. It is unclear at this stage to the writer whether there are strategies that can be 

put in place but it is definitely something that needs to be explored. Noted that extreme cases 
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where harm, was caused on the serious scale there had been multiple breaches leading into the 

incident however none of them were actions where dismissal would be warranted. This points 

out another gap that staff with lived experience who had relapsed presents serious risk. However 

there is not many options available to managers if they are attending work and performing all 

task associated with their position. 

 

When asked about what they have learnt from their experience in working with staff members 

with lived experience all managers shared about the importance of communication, support, self-

care, and training. This meant that managers needed to be having the conversation before 

employment about what was expected in terms of their recovery in this environment. This meant 

making sure they had good recovery plans in place, good supervision, and feeling safe to discuss 

with their manager when there were concerns. Discussing issues as they arose ensured so that 

behaviours are named is important and helped create a team culture that was one of support but 

was also open and honest about issues and concerns. something raised more than once was the 

need for mangers need to be willing to put in the extra support for the staff member if and when 

needed, this meant making sure that they had the capacity to do this should the need arise.  

 

When discussing challenges that may arise in the future the consistent message was that mangers 

especially new comers need to be aware of the challenges and risk involved. One mentioned that 

as a sector there needs to be a response collectively so that means that training needs to be taking 

place not only for the staff member with lived experience but also for the manager. This needs to 

be done across the sector with consistent material that is evidence based. For the Manager they 

could use resources created for managers of peer support workers however there also needs to be 

an awareness of the risk involved. Feedback from mangers was that if we don’t begin to plan and 

train our staff with lived experience well we are setting them up to fail. 

 

On the whole the feedback from managers was very consistent. The managers have seen the need 

and believed having people in their staff with lived experience has value so they have taken on 

the task themselves of supporting the transition from client to staff member. This has meant there 

has been no consistent approach and some have done a better job at it than others. However all 

managers interviewed showed great persistence in the fact that although they had almost all had 
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a bad experience yet they still supported the movement and were still continuing with the 

kaupapa. None were able to discuss support they were given from their organisations or even 

from the sector in what they should and shouldn’t do, what they could expect, and also what to 

do when it all tuned bad. If they had a supportive Manager or CEO who understood the kaupapa 

they would chalk it up to experience and learn from it as an organisation but in two situations 

there were cases when the manager was called to answer on how it got to this, both didn’t have 

the answer to how it got to that point. Both managers knew it was happening, tried their best to 

prevent it, but when the strategies used where unsuccessful it was seen as a reflection on their 

management skills and abilities.   

 

All managers stressed the importance of training, supervision and communication. 

Communication between the staff and their manager was the most important. The ability to share 

with their manager when things were rough in their recovery or even at times when home life 

was stressful was important because this affected not only their ability to perform their job but 

also their recovery. Getting in early and identifying issues was the key for all managers however 

resources needed to be made available to managers if and when staff had relapses. Having a staff 

member in relapse working in a residential environment presents high risk, and the options 

available to managers were minimal. Once a staff member ran out of leave the manager had no 

resources as the staff member was unable to do their job without risk involved yet the manager 

had to have the role covered, especially in situations of residential support workers. Supervision 

also ties into this and all managers expressed the need for the staff members to have good 

supervision internal and external. The internal would help with dealing with day to day issues 

and preventing things from getting bigger than they needed to be. One strategy that had been 

mentioned by one manager is that he and another manager of another service would do 

supervision with each other’s staff members so that the staff member had someone to talk to 

outside of the service. This was because this staffs was not in clinical roles and external 

supervision was not covered by the organisation.  

 

One major feedback that seemed to be consistently mentioned by all managers was the need for 

staff with lived experience to have a training pathway. Many clients who were going through 

recovery identified that they wanted to join the sector of addictions workforce and are often 
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encouraged those around them. Many in the past have been successful in walking from recovery 

into support worker roles many with minimal training. The feedback from managers is there 

needs to be training for those with lived experience. The training does not need to be at the level 

of a level 4 certificate however it could be a training that would pathway them into a certificate. 

Some other necessary training that was mentioned was around colluding, boundaries, ethical 

practice, rapport building, and self-care just to name a few.  

 

In summary yes there is a place for people with lived experience in the sector however trial and 

error is not the correct pathways and managers need to support each other and the sector need to 

be also supporting its managers. Training is needed and mangers need to know what the common 

risk are and how they can mitigate these risk, this will also help mangers to prepare for risk 

effectively.  

 

Some concerns noted by the writer were Managers did not have strategies for preventing harm to 

client besides working with the staff member. If the staff member began to breach boundaries 

they could be dealt with as performance issues. This is a long process and doesn’t enable the 

manager to reduce harm in the meantime as they still required the staff member to do their job. 

This meant the staff member was still interacting with clients on a daily basis. In situations 

where a staff member had relapse but still performing their job, risk is present but there is no real 

way for managers to deal with this risk that they knew of. 

 

Any training or research put out in the addictions sector is on what you can do as a person with 

lived experience or the things that you as a manager can do to support the staff member. The 

writer would like risk to be identified and strategies developed to address these risk. Not just 

putting out the things we should do and hope that it works, this is a risk because if it doesn’t and 

we are not prepared that risk eventuates into harm to our clients.  

 

When the participants were asked about the support received when entering the workforce a few 

were clearly able to articulate supports that were given to them. Many described situations where 

they weren’t given any particular support around their recovery or transition from a client to a 

staff member. To them this was an important part of them and their role that they were taking on. 
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The supports mentioned were organisation orientation, short course workshops and for some the 

ability to take up tertiary training and receive support from their manager and organisation. 

These supports mentioned seemed to help the staff members transition smoothly.  

 

The feedback received from participants was consistent with the feedback received from 

managers in the way that support was different in each situation. Some received support and 

some didn’t this is in line with the feedback from managers that they just gave it ago. All those 

that agreed to participate had given it a go however the findings show that there are managers 

who hired people with lived experience not because of their lived experience like those that were 

interviewed. Some discussed having team leaders who really took an interest in them and their 

recovery, this created a healthy communication dynamic with them and their manager. Those 

that shared of a smooth or even by some a seamless transition described strong support from 

their managers. Some of the participants shared how they didn’t receive any support from their 

organisation but they found support in the supports they had created in their recovery network. 

Some used the self-help groups such as NA and AA, some used their sponsor, and some used 

their work colleagues. 

 

When asked about what was helpful the participants had many different resources, some had 

personal counsellors that they were still seeing and they were able to support the transition. Some 

talked about being in an environment that was non-judgemental really helped them; this was 

judgement free from not only colleagues but also the clients. This came from an environment 

where being in recovery was a part of the culture, members of the team where in recovery, the 

environment was all about recovery for everyone who was there. One participant spoke of how 

just being in this working environment was a motivator for him and his recovery while others 

knew that they needed to be constantly working on their recovery in order to be effective in their 

roles.  

The main theme in what was helpful was the training provided at an organisational level and also 

at the tertiary level. Learning from the organisation from the beginning was important such as 

understanding the job description, the scope of practice needed to be made clear which showed 

the person the limitations of their role. Some participants shared how they were told specific 

things like clients would try and get them into colluding relationships in order to get them to 
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bend the rules for them. This was good for the staff member as when clients did try to do it they 

were prepared and knew what the outcome would be.  

 

When participants were asked about what wasn’t helpful many shared about the lack of personal 

knowledge and just not knowing wasn’t helpful as it often meant they would get in trouble for 

breaking the rules. An example was the way in which the participant spoke with clients; he was 

told it was creating a negative culture. Looking back he can see why this is an issue but at the 

time he had no idea because he just spoke the way he had always spoken. Some discussed not 

feeling personally supported in their recovery, for many recovery was their life, it had just 

changed their life and it was the underpinning reason for them entering this workforce and to not 

be supported created other issues for participants. Some of these issues were not having someone 

to talk to, feeling like they were unappreciated and often judged because of their walk. One 

participant shared how they didn’t feel they had any one they could trust to share their short 

fallings. This meant that they bottled it up and in recovery this is not helpful.  

 

When asked what could have been helped the theme was consistent more support and 

knowledge. This support needed to be from the organisation, the manager and the team, feeling 

included in the team were important. Some of the supports mentioned where supervision from 

managers including what they could expect from clients in terms of behaviours and how the staff 

member could manage themself in certain high pressure environments. Some shared about the 

need to network with others in the same situation and gain new supports at a different level. 

Being a staff member and going and sharing at a meeting where they could run into current, past 

or even potential new clients could present risk which places a barrier for the person in recovery. 

Having a network of staff in recovery enables a safe environment where sharing could be done 

without fear of repercussions.  

 

When asked about strategies when they felt unsupported some talked of acting out and reaching 

the point of not being able to attend work for a period of time. This wasn’t common as many of 

the participants had been in recovery sometime and had a lot of tools, training and support. 

Knowing when to utilise and access these supports was the key, jumping on issues immediately 
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was important. Many talked about utilising the support that they had available such as support 

people, sponsors and meetings, family and tools they had learnt in their recovery.  

 

When asked about relapsed and if they would tell their managers almost all participants said yes 

however there were a few that said no. This in itself is a risk because we have staff members in 

the sector who are in or have relapsed and have not sought support from their manager. Seeking 

support is the key to reducing harm to clients however if staff don’t have this relationship with 

their manager they will hide it encouraging deceitful secretive behaviours.  

 

When asked about challenges that they faced as they entered the workforce participants shared 

about the tough team dynamics or not feeling accepted as a part of the team. Other feedback 

lined up with pervious discussions about not feeling equipped or trained and not having the skills 

to deal with things like the tough team environments, client behaviour, and what to do when 

there was concerns around their personal life and their recovery which were both hand in hand. 

Some discussed not being prepared when dealing with intoxicated or angry clients. This is 

something knew to them where they needed to be supportive instead of responding in anger or 

non-tolerance. Some talked about the difficulty of managing many things such as recovery, 

work, study, and family all at once. The ability to find and create a balance seemed a point from 

many that was difficult not only achieve but more so to maintain.  

 

One participant discussed in depth the inability of their manager to understand situation the 

participant was going through, the complexity of their situation and the multiple issues that they 

were going through. Without talking to the manager the writer was unaware whether this was 

because of a lack of empathy or a lack of knowing what they had taken on by hiring a staff 

member with lived experience. Either is of concern and the outcome was a practitioner who had 

a bad experience which had impacts on their personal and professional life, this may have been 

averted should the issues at work been handled differently.  

 

A common challenge was the issue of personal disclosure from staff members on their personal 

journey of recovery. This was not only disclosure with clients but also amongst the team and also 

at times with their manager. Staff members with lived experience have come from environments 
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where it is healthy to share their story in many treatment programmes it is an expected and 

important part of the recovery process. Many get use to this and sharing their journey of recovery 

becomes part of who they are and if they are not told they will continue to share their journey. 

For some not sharing their journey and where they have come from may seem not genuine and 

almost dishonest. Participants shared how they know why and how to share their story so that it 

is positive for everyone but for some participants this only came after doing it the wrong way.  

 

One participant discussed how when the values learnt in recovery and the values he carried into 

his workplace, which for many was the environment where they completed their recovery 

clashed. This was often due to the actions of other colleagues which would put the name of the 

service at disrepute. The ability to manage oneself professionally in this situation was a 

challenge. 

 

In summary from the feedback organisation orientation doesn’t seem to be consistent. 

Participants discussed how knowing their job description helped them with their boundaries. The 

in-house training mentioned by only a few helped the participants to be familiar with their 

environment which helped them feel safe in their workplace by knowing processes and policies.  

 

Many participants have been hired as support workers and having lived experience may not have 

played a big part in the decision but it was a part of the person they were hiring. Many 

organisations did not acknowledge the support needed by the staff member in terms of 

maintenance of their personal recovery.  

 

The writer identified that there needs to be an Identification of specific behaviours that staff with 

lived experience can expect of clients, examples could be clients trying to enter colluding 

relationships, clients using them and us language “you understand aye?” and clients using guilt 

to get them into bending rules “I just need a break please help me.” 

 

A common theme was support is needed from others with lived experience in the form of 

meetings or focus groups. A place where staff in the sector could network and have special 

support meetings is needed. Being in a meeting where there are clients past, present or even 
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future is a barrier for the staff member with lived experience. Although there are rules of 

confidentiality they are not always abided by people when they are in relapse which feed the 

rumour mill which could damage a person’s professional reputation. 

 

Relapse is a part of recovery and should be treated as so in the workplace. Admitting a relapse is 

the first step in getting back on track. There needs to be ability for staff to disclose relapse 

without the fear of losing their job 

 

Strategies on managing a balanced lifestyle when your workplace requires you to study, you 

recovery requires to attend meetings, your work drains you of energy, and your family requires 

your time and energy. When a balance is not achieved something will give and usually it is the 

recovery. Personal disclosure boundaries need to be shared with staff members not only when 

sharing with clients but also with their colleagues. 

 

5.2 Chapter Summary 

 

This chapter analysed the data from the interviews and the feedback was consistent from 

managers and staff with lived experience. Both groups of participants shared that there is a need 

and a place for people with lived experience. Both groups shared stories of both good and bad 

personal experiences while going through the transition phase of being a client to becoming a 

staff member. All participants identified the need for supervision, policy, training, and support 

for not only the person with lived experience but also for the manager, and the team. Many 

challenges were presented and both shared how knowing what challenge they are more than 

likely to expect would be helpful in preparation. The recommendations moving forward will be 

presented in the final chapter.  
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CHAPTER SIX 

CONCLUSION  

6.0 Chapter Overview 

 

This chapter provides the overall findings to this research; it will be set out as chapter summaries 

then the findings of the research. The key findings will be presented along with the strengths and 

weaknesses of this dissertation. This chapter will examine the significance of the research and 

will also discuss any limitations of the study.  Finally recommendations will be presented that 

will contribute towards creating a best practice guideline manual to support the organisation to 

develop, manage and implement robust systems more effectively  

 

6.1 Document Overview 

 

Chapter One introduced the intent of this research which was to contribute recommendations that 

will add towards creating a best practice guideline manual. The guidelines would support 

organisations to develop, manage and implement robust systems more effectively to support 

workers with lived experiences. These guidelines would consider how to minimise risk to their 

organisation, the staff member with lived experience, the colleagues of this staff member, the 

manager, and ultimately the clients accessing the organisation. The best practice guideline would 

also provide workers with experience an opportunity to contribute and learn knowledge and 

skills necessary to function fully as an effective member of both as a practitioner and their own 

community. If properly implemented, it will contribute to achieving individual, and community 

empowerment.  

 

Chapter Two provided the literature review and examined literature relating to people with lived 

experiences working in the addictions field. An historical approach of the workforce provided 

insight into the construct of peer support workers within Aotearoa. The underpinning values of 

peer support were underpinned through the philanthropy of soup kitchens and Alcoholics 

Anonymous (AA), these types of services were seen to change lives around the world. The 

workforce improved its treatment and services providing low-level practical support for 

consumers in hospital receiving alcohol and drug service. The services expanded further when 
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the Government joined the Addiction Services with a highly funded service namely the Mental 

Health Sector. It was the Mental Health Commission who acknowledged how services took on 

the role and training and employing people with lived experience themselves, that improved the 

lives of clients. Most times these clients are now employed in the alcohol and drug services that 

have been trained and working as counsellors. What is not clear is the percentage of these 

workers with lived experience and their valued contribution to the addiction field.   

 

Chapter Three presented both Peer Support Competencies and Participatory Action Research 

(PAR) its intent and purpose in the addictions field. It also explored both paradigms as theories 

and methods that underpinned this research. A Peer Review Framework is based on a set of 

values; mutuality, experiential knowledge, self-determination, participation, equity, recovery and 

hope. These values are the foundation of the competencies and ensure that the client is always 

the most important in everything we do. These principles underpin the ideology of theory into 

practice for Peer Support Workers, furthermore, workers feel empowered in their own recovery 

journey. Participatory Action Research (PAR) is based on a collaborative inquiry, participatory 

research, action learning, and emancipatory research. PAR is learning and applying/doing where 

an individual or a group of people identify a problem, then proceed in doing something to 

resolve it, see how successful it was, and if not satisfied, try again. The congruence of Peer 

Support and PAR emphasises empowerment theory and emancipation that transforms 

participant’s expertise into solutions, capacity building and collaboration. Both paradigms share 

similar ideologies that are based on a client-centred position. They both have the potential for use 

within research projects when a meaningful collaborative process. It also outlined the study 

protocol for this research.       

 

Chapter Four presented the summary of data that was taken in the interviews and questionnaires 

answered. Interviews were conducted which provided the narrative to ones experience as either a 

Manager of a person with lived experience or a person with lived experience entering the 

workforce. These narratives provided rich knowledge that the researcher used to form the 

recommendations. After the interviews were completed the participant and researcher worked 

together to summarise the responses from the notes taken. The information in this chapter, this is 

included to give the reader insight to the common themes. 
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Chapter Five analysed the data from the interviews and the feedback was consistent from 

managers and staff with lived experience. Both groups of participants shared that there is a need 

and a place for people with lived experience. Both groups shared stories of both good and bad 

personal experiences while going through the transition phase of being a client to becoming a 

staff member. All participants identified the need for supervision, policy, training, and support 

for not only the person with lived experience but also for the manager, and the team. Many 

challenges were presented and both shared how knowing what challenge they are more than 

likely to expect would be helpful in preparation.  

6.2 Strengths /Weaknesses /Limitations 

 

The strength of this research is that it is venturing into an area of new research for the addictions 

sector here in New Zealand. Although it is a strength addressing the issue of consumers 

transitioning into the workforce the fact that it hasn’t been researched is a weakness as there is a 

lack of supporting research. Strength of the research is that the recommendations presented will 

contribute towards creating a best practice guideline manual to support the organisation to 

develop, manage and implement robust systems more effectively as was the aim in the beginning 

of this research. 

 

Because the researcher couldn’t locate research on people with lived experience in the sector or 

even statistics there are limitations. The limitation is an issue because the severity of the issue is 

not yet visible as the amount of people in the sector with lived experience is data not yet 

captured. If this data was to be gathered a true picture of the need could be presented.  From 

conversations with managers in this research the amount of staff in the workforce would 

outweigh the number of staff without lived experience.  

 

A limitation of the research was the scope of the research. Within the time frame size of the 

research project the research is only able to get to the point of recommendations. Further 

research is required to take this research from recommendations to a tangible programme that 

can counter act the issue and reduce harm being done to clients and staff.  
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6.3 Recommendations 

The following recommendations have resulted from this research and provide support systems 

required for organisations that employ peer support workers with lived experiences:  

 

1. Training 

a. Specific training needs to be identified 

b. Should be completed before one enters the workforce 

c. Concentrate on boundaries 

2. Support 

a. Supervision internal and external 

b. Peer support from others on the same journey 

3. Resource created 

a. Two, one for managers and the other for the staff member 

b. Identifying likely challenges 

4. Explore the need for a supervision model for managers to utilise 

a. Explore what would be useful 

b. Creation of one if needed 

Recommendations have been noted for further research consideration. These recommendations 

have been put into four areas training, support, resource development, and supervision. 

 

Under the recommendation of training specific training needs to be developed for this kaupapa. 

There are trainings available that can be utilised such as peer support training, certificate in 

mental health and addictions support worker level 4, and other tertiary courses. Further 

investigation needs to be done to identify the specific training needs as mentioned throughout 

this research they would need to include creating and maintaining boundaries, effective 

communication, self-care, and the importance of recovery maintenance as a foundation.  

Once these requirements have been identified then a specific package needs to be created that 

targets the specific needs that prepares a person with lived experience to enter the workforce.  

Investigation would also need to be completed on when this training would be best completed, 

before one enters the workforce or when one is in the workforce. This could be used as a pre-

requisite and options could be for it to be run internally and externally. 
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It is very clear from the feedback that support is needed in the form of supervision. This 

supervision needs to be internal and external. Because of the strain on resources in services 

alternative options need to be explored and responding as a sector could be an answer. If the 

sector responds as a whole an innovative approach that was mentioned in the research of 

managers offering free external supervision as a trade-off for their staff receiving supervision 

could be a great idea. Innovation and initiative needs to be implemented and creative ideas need 

to be used to overcome the barriers that are in place for organisations and managers.  

 

Staff identified the barriers that in place for them to access peer supervision in relation to their 

recovery. Many have been involved in self-help groups such as AA and NA however barriers are 

present when current, past and future clients attend these meetings. If the staff member was to 

disclose a relapse in this setting it could be used against them and be very counterproductive for 

the staff member in their working environment. Staff have mentioned to need to be able to 

continue this support but with others in the same situation so this needs to be further explored.  

Line supervision is crucial and the scope of this supervision needs to be further explored. 

Managers and staff have shared how a person’s recovery and strength of is vital to the staff 

member’s ability to perform their role. This leads into the next recommendation of exploring the 

need for a specific supervision framework. There are many supervision frameworks available 

and the research may just need to identify one that meets the need or may require the creation of 

a new model. The current need has to be researched to decide if there can be one adapted or 

whether one needs to be created. 

 

The final recommendations are that two resources be created. One would be to support the 

manger as he/she supports a staff member transition in the workforce. This resource will not only 

help them as a manager keep themselves and the organisation safe but it will also help them to 

keep their staff member safe. The implementation of this would reduce harm to clients.  

The second resource would be to prepare the staff member with lived experience as they enter 

the workforce. The included information along with the training course would prepare the staff 

member for the workforce. 
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It is the opinion of the writer that if both these resources are created out of the further research 

risk of harm will be minimised. The minimisation of harm will be for the organisations, 

managers, colleagues, the staff member with lived experience and ultimately the clients in which 

we are tasked with the responsibility of serving. This would help us to achieve the collaborative 

goal of the sector of supporting those in need. 
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