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Lesson 1 of 27

Welcome to Where We Are At, a training course for Provincial Peer Support Workers. We’re glad you’re here! This

course is made up of 16 modules, all designed to support your training in peer support work.
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The purpose of module 12. mental health & supporting those in crisis is to explore the mindset shift

necessary to support someone through a crisis. 

 

Any of the modules in this training can stand alone, but you’ll notice they are very interconnected. All of the

concepts and core values have many layers, and they will look a little different when you see them through the

lens of different topics. For example, self-determination will look a little different when we look at it through the

lens of learned helplessness, grief and loss, or goal planning, but the main message will always be the same.

You will get to experience all of those layers and intersections when you move through each module of the

training. Feel free to navigate back and forth between modules as you move along since learning never has to be

linear. There will be references to other modules intersected throughout. 

T hank yo u for joining us on this educational journey!
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Lesson 2 of 27

2. gratitude

Before we begin this new

learning journey, we ask that you reflect

on the following question:
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M12_reflection-journal.pdf

60 KB

What am I grateful for

today?

We know that taking time to reflect can

give us the clarity and strength to do

what can sometimes be difficult

emotional work.

Download the reflection journal below

and use it to record your thoughts.

Please don’t rush. Take all the time you

need. This journal will be used for

several questions throughout the

module.
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T he co urse co ntent has been guided by co nsultatio ns that were held with peer suppo rt

wo rkers. It ’s with the utmo st respect  fo r their experience and wisdo m that we share these

learnings.

course navigation

You may have questions on how to use this course. We designed an interactive diagram to give you the chance

to explore the different functions on the screen. Click the buttons below to learn more.

Lesson 3 of 27

3. about this training












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Lesson titles

Above each lesson title, the lesson count is shown.

CONTI NUE

reflection journal

As you discovered in the previous section, included in this training is a re. ection journal. The journal is designed

for you to use throughout the training. It’s full of re�ective questions related to the topics being explored that will

get you engaging in the world around you with curiosity.


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Feel free to use the journal in a way that works for you: 

We encourage you to �nd a safe, comfortable spot to engage with these questions. 

CONTI NUE

where we are at 

provincial peer support worker training curriculum

The Where We Are At educational curriculum includes 16 modules. You’ll �nd a brief description of each below.

You can print it off and write in it or just use it to support re�ective processing 1

You can use the �llable PDF version and complete it online2

You can write in your own journal, using the questions as guides3

1. the foundations –
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An overview of all the practices and knowledge that will be transferable to all of the modules in this training.

2. peer support & wholeness –
Provides an introduction to peer support work and explores differences between the peer support role and other
roles within the mental health and substance use systems. 

3. categories & containers: unpacking our biases –
Helps you understand how and why we judge.

4. self-determination –
Looks at self-determination, the theory of self-determination and how peer support workers can support
creating an ecology where people trust their own inner wisdom.

5. cultural humility –
Explores how to approach your peer support work through the lens of cultural humility and helps you
understand how culture (and the destruction of culture) shapes our lives.

6. understanding boundaries & what it means to co-create them –
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Examines boundary creation within the context of peer support, grounded in the core value of mutuality. 

7. connection & communication –
Focuses on cultivating compassion and empathy, listening deeply to understand, and asking powerful
questions to increase re�ection and connection. 

8. healing-centred connection: principles in trauma-informed care –
Brings together all the learnings from previous modules to support the creation of environments and
relationships that are safe and trauma-informed.

9. social determinants of health –
Explores the  social determinants of health and how social, economic and other factors lead to better or worse
health outcomes. 

10. supporting someone who is grieving –
Examines how to understand grief and loss in order to support someone who is grieving, without trying to “�x“
or “save“ them.
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11. substance use & peer support –
Explores the principles and methodologies around the harm reduction approach to substance use disorders
and some of the history around the criminaliz ation of substance use. 

12. mental health & supporting those in crisis –
Explores the mindset shift necessary to support someone through a crisis.

13. goal planning –
Focuses on how peer support relationships can support the creation and meeting of goals.

14. building personal resilience –
Explores ways to build resiliency, create wellness plans and practice self-compassion.

15. family peer support –
Explores family peer support work and how, by working from a place of shared lived experience, family peer
support workers can create positive change for families by building long-term relationships based on trust with
those supporting loved ones.
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16. working with youth & young adults –
Explores the unique application of peer support principles to working with youth and young adults.
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Below you’ll �nd a short overview of what topics you’ll �nd in this module.

As you move through these topics, please remember you can always return to this page to revisit the main ideas

being explored in each lesson.

Lesson 4 of 27

4. table of contents

very important –
Explains that this module does not replace or supersede your own agency’s training for dealing with mental
health emergencies.

life application story –
A story that demonstrates principles around supporting those in crisis.
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presence while supporting someone in crisis –
Describes how important it is to support someone in crisis, and at the same time, look out for your own needs.

things to know if someone you work with is in crisis –
Shares tips for what you should know – and what you can do – when someone is in crisis.

basics of mental health –
Gives an overview of the public and private mental health system and the services typically available in B.C. so
you will understand the language you may hear in your workplace from other practitioners.

recovery-oriented approach & language –
Looks at person-�rst language as it relates to supporting someone with a mental health crisis.

approaching crisis as an opportunity for growth –
Explains how peer support and the Recovery Movement encourage a shift in perception about crisis to be
accepting of the ups and downs of life.
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the role of peer support worker in crisis support –
Reviews the part peer support workers can play to support someone in a crisis, as well as the need to look out
for your own well-being and pay careful attention to agency policies.

family peer support – supporting other families in crisis –
Explains how peer support workers can approach supporting families in crisis.

resilience –
Describes how the quality of resilience is developed by dealing with hardship and difficulty. Also emphasiz es
the importance of taking care of your own needs when supporting people in crisis.

when someone is in an acute crisis… –
Looks at the  types of acute crisis a person might experience. 

tips to support calm in an intense crisis –
Shares speci�c guidance on what to do when someone you support is experiencing an extreme crisis.
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a note about voice-hearing –
Explains the condition of voice-hearing.

self-harm –
Describes some reasons a person might self-harm.

suicide –
Shares ways to support a peer who is suicidal as well as some warning signs of suicide.

hope –
Explains how maintaining a hopeful attitude is essential when supporting those in crisis.
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1 of 1

Lesson 5 of 27

The path towards healing, wellness 
and recovery is not a linear journey: 
setbacks (or blips and dips) are a part 
of that journey. In this module, we’ll 
explore a mindset shift when 
supporting someone through a crisis. 
This will involve normalizing setbacks 
as a regular part of healing, a shift that 
will make us better able to support 
ourselves as we support others. 

Peer support is all about relationships 
grounded in mutuality so we’ll 
approach this topic from that 
perspective. 
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The following core values are essential for peer support work. At the end of this module, you‘ll be asked to decide

which ones are key to this topic. 

Lesson 6 of 27

6. core values
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Lesson 7 of 27

7. very important

Our intention with this module is to

share a little about mental health and

some tips on how to de-escalate someone

when they are experiencing a crisis.
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This module is written for a broad demographic. It‘s not meant to be exhaustive. It‘s written from a relational

perspective and is designed to support you to build skills to be able to navigate potentially difficult terrain. Don‘t

consider this module to be protocol. There’s much more to learn. Co nsider taking a co urse like  Mental

Health First  Aid, and a suicide preventio n pro gram like  S.A.F.E.R. (Suicide Attempt Fo llo w-up,

Educatio n & Research), or ASIST  (Applied Suicide Interventio n Skills Training). 

T his training do es no t co nsider liability issues. Liability issues and the like need to  be

explained and o verseen by yo ur emplo ying agency. Anything in their po licy and pro cedures

manual has precedence o ver what‘s written in this mo dule.

Peer support programs will serve different demographics. Some programs will have direct clinical support, some

will not. Your agency needs to �gure out how to handle the need for clinical support. As we’ve stated throughout

the training, you are not a clinician and it’s important that you don’t take on that role. 

If at any point you feel lost and don’t know what to do when supporting someone in a crisis, know who you

need to call. Always have a pho ne with yo u, and make sure to  have the number o f who  yo u need

to  call ready. You don’t want to be wasting precious time looking for a phone number. Perhaps you will call a

clinician, but you might call your supervisor or even 9-1-1. 

It’s absolutely essential that you know your agency’s

emergency policies. These can usually be found in a

policy manual, or through a co-worker or manager.

If you need help, ask for it.
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You may not experience an emergency while doing peer support work, though some workers do encounter

emergencies often, depending on where they work. Many peer support workers working in substance use

experience emergencies every day because of the current opioid crisis. 

It’s better to err on the side of caution and check in with a supervisor when you feel uncertain about a situation.

This is both an expression of mutuality and acknowledgement that you‘re part of a support community.

What does your agency say about emergency situations? 

What’s their policy on suicide prevention?

What liability issues do you need to know, and what happens if these policies aren’t followed

correctly? You certainly don’t want to �nd yourself having legal problems due to ignorance of a

policy

What do you do when you suspect the person you’re working with is in danger?

What’s your working alone policy? Are home visits allowed? Can you go to someone’s home

alone, or do you need to have someone else with you?

Does agency policy allow you to drive the people you support in your car? If yes, what insurance

do you need to do so safely? Can you drive someone who’s in crisis and is agitated?
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Check out this scenario with Kirsty and Sonia.

Lesson 8 of 27

8. life application story

scenario –
Kirsty, a peer support worker, had been meeting up with her peer, Sonia, who was dealing with a particularly
stressful time in her life. As Sonia began talking about the situation at home and with her family, she suddenly
started having a panic attack. Kirsty wasn’t quite sure what she should do, as she hadn’t encountered this
situation with a peer before. 
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 “Is there something that I can do for you right now?” she asked.  
 
Sonia didn’t respond. 
 
“Do you need me to call someone?” Kirsty asked. She checked in with herself and noticed that she was feeling
panicked and she really wanted to change the situation. She took a deep breath and steadied her own
breathing. 
 
“I’m going to get some air,” said Sonia.
 
“Do you want me to stay here or come with you?” asked Kirsty. 
 
Sonia asked Kirsty to join her, and together they left the building and walked around the corner to some green
space. They sat on a bench, and Sonia continued to have a panic attack. Kirsty felt uncertain how to deal with
this situation and was already thinking of resources to which she could refer Sonia. Maybe she should offer to
drive her to the hospital? But she was here now, so again she tried to sit with her own discomfort.  
 
“Is there something that helps you when you’ve had panic attacks in the past?” asked Kirsty. 
 
“Yeah,” said Sonia, “I’m just trying to focus on my breathing at the moment. Sorry,” she added, embarrassed. 
 
“You don’t have anything to be sorry for. Sometimes when I feel anxious, I like to take off my shoes and feel the
earth beneath my feet.” Without thinking, she took her shoes off and planted them in the grass. Sonia decided
to try that too, and they both sat on the bench with their bare feet against the earth. 
 
Eventually, Sonia started talking more about how trapped she felt in her current situation, and how it felt like she
was always doing everything wrong. A few times, Kirsty jumped in and tried to offer encouragement or
suggestions. She noticed that she had a hard time just sitting there and listening to Sonia describe her distress.
She tried to focus on the earth beneath her feet and hold space for Sonia without trying to rush to . nd a
solution. Eventually, Sonia’s breathing calmed. Together, they brainstormed some coping strategies and came
up with a crisis plan, but only when Sonia was ready to go there. After their time together, Kirsty checked in with
her supervisor and debriefed. 
 
When Kirsty went home, she noticed that she felt both exhausted and full of unsettled energy. She went for a
run, cooked a nice meal with her roommate and watched a comedy.
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The greatest gift you‘ll ever give someone who is in the midst of a crisis is your presence, your attention and your

care. 

As we cover in module 10. suppo rting so meo ne who  is grieving, supporting someone often means sitting

in the discomfort of not knowing what to do. In the life application story in lesson 8, Kirsty felt very

uncomfortable when Sonia was experiencing a panic attack. It would‘ve been easy for her to jump into an

elevated panic mode. If Kirsty’s anxiety had continued to elevate, it might have impacted Sonia in a negative

way. If Sonia’s panic had gotten worse, then Kirsty would need to know what to do. She would need to know her

agency’s policies and have a clear idea of the steps she would need to take and who she would need to call. 

Lesson 9 of 27

9. presence while supporting someone in crisis
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Instead, she breathed together with Sonia, and they both grounded themselves by sinking their feet in the grass.

Together, they were able to relax, and Sonia’s panic attack subsided. Keep in mind this situation could have gone

differently as there are no guarantees on what will work in the moment. There are many variables, which is why

it‘s important to know who to call. 

What can we learn from this scenario? Perhaps that there is no one right way to do this. Had Sonia’s panic not

subsided, then Kirsty would have needed to take a different approach to support her. This may have meant

calling someone. Kirsty could have asked Sonia if there was someone she would like to talk to, perhaps a friend

or counsellor. A peer support worker has to be willing to try some different approaches, as long as the person

isn’t a danger to self or others. 

If you are supporting someone who’s in the midst of dealing with severe anxiety and panic, that can actually

cause a stress response in you. As we cover in module 8. healing-centred co nnectio n: principles in

trauma-info rmed care , those situations can trigger your sympathetic nervous system and cause your stress

hormones to release. Kirsty acknowledged her own stress and anxiety and made a conscious effort to calm

herself down in the moment. Later, when she went home and decided to go for a run, spend time with her

roommate and watch a funny movie, she was supporting her body to calm down. Acts of self-care like these go

a long way toward soothing our nervous systems. 

It’s also important to note that crisis looks different for everyone, depending on their life situation, speci�c

mental health diagnosis, supports and resources and any health issues they may be experiencing. There’s no

“one siz e �ts all” de�nition of a crisis, and there’s no “one siz e �ts all“ approach to supporting someone in crisis. 

We will dig into some approaches to supporting someone in crisis throughout this module, and also some ideas

on how you can support yourself too. Remember you are not alone. You’ll be a part of a team of people who will

be there to support you when you need it.

CONTI NUE

questions for reflection
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Answer these questions in your re�ection journal.

1 of 4

2 of 4

Have you ever been in a situation

where you supported someone

dealing with a mental health crisis?

If so, how did you respond? 

Did someone support you? 
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3 of 4

4 of 4

Was that support helpful? 

What are some things you can

do to support your body after a

hard day at work? 
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As we have covered in other parts of this training, you are not clinicians. As such, you should never provide

clinical care to anyone, especially those in the midst of a mental health crisis. You’re on the support team, and

that means you’ll likely be supporting someone who’s experiencing a crisis at some point. This module will give

you some skills you can use to support someone experiencing a mental health crisis.

To review the difference between clinical care and peer support, expand the box below:

Lesson 10 of 27

10. things to know if someone you work with is in crisis

REVIEW: Clinical approach vs. Peer support approach –
A clinical appro ach focuses on assessment, diagnosis and treatment. A clinical approach also involves
medication and medical support. 

A peer suppo rt  appro ach focuses on the relationship and mutuality. 
Both the peer support and clinical approach include a desire to support the person’s recovery and the
achievement of their human potential.

The perspective of a peer is essential to impacting people’s lives and creating a recovery-focused culture. The
peer perspective changes everything we do with the people we support right down to the language we choose
to use. 

In addition, the foundation of the peer support role is based on the fact that you have lived experience. 
In the clinical model, staff are trained to reveal very little about their personal life. They’re taught to not self-
disclose and to always keep the focus of the work on the service users, rather than on themselves.
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Things  to know when someone you work with is in a mental 

health crisis

Please keep these issues in mind when you are supporting someone who is experiencing a mental 

health crisis.

1

Know your organization’s policies and procedures on what to do in emergency and crisis situations.

What’s expected of you? Who do you call? When do you need to call? Who can support you if you

encounter an emergency? 

2

If you’re connected with a clinical team, know what’s required of you. Have clear conversations about

your role, what you’re required to report, and your responsibilities with the clinical team and with the

people you’re supporting. 

3

Even if someone has the same diagnosis as you, their situation is different. Don’t ever give clinical

advice, as your advice will be speci. c to your situation.

4

Family peer support workers tend to support families through crisis. Again, do not offer clinical

advice, and remember that you’re there to support the personal needs of the family member. Your

situation may be quite different from what your peer and their family are dealing with.

5

33



Though you might have some education about medications and other treatments, peer support

workers never offer advice about medications or clinical treatments. Some peer support workers

might attend doctor’s appointments with peers as a support person, but they do not ever give

medical advice.

6

Consider taking extra trainings such as Ment al Healt h First  Aid or  S.A.F.E.R. (Suicide Attempt

Follow-up, Education & Research), or ASIST (Applied Suicide Intervention Skills Training). The BC Peer

Support Training Curriculum cannot be as comprehensive as those speci�c pieces of training.

7

If someone is dealing with a crisis related to a past trauma, remember that peer support workers

aren’t trained as trauma counsellors. Don’t offer support or advice that can be perceived as trauma

counselling.

8

If you are meeting with people in the community or in their homes, make sure your agency has a

working alone policy. 

9

Have a fully charged mobile phone with you at all times when you’re working in the community.

10
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What you CAN do in the moment, when supporting

someone who’s experiencing a mental health crisis:
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   

   

Listening

Listening, and perhaps supporting someone to reframe their thinking, is very supportive for someone experiencing a crisis.

Connection

Provide emotional support and connection, something that psychiatrists and nurses don’t have as much time or 

opportunity to give. 

Experiences

Share your past experiences with crisis and any transformative, hope-�lled moments that supported a shift in you.

Advocacy

Advocate for your peer in situations where their needs aren’t being met.  

Practices

Share powerful practices that can invite calm during crisis (like the example in our life application story).

Presence

Offer empathy and your presence. Just being there can make a world of difference for someone!

Hope

Hope is like a balloon. When someone is in acute crisis, they may not be able to hold their own balloon. You get to hold it 
for them.
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Support

Support your peer to access important resources they’re unable to because of the crisis. 

If your peer has a clinical team, remember it’s important to work together with them. 

CONTI NUE



37



One of the most powerful things you can do to support someone in crisis is to have a conversation about crisis

situations before they actually happen. You can ask them what they would need from you if they were to

experience a crisis. If you’re equipped with this information, you won’t be left guessing. You will KNOW what they

need and want. It’s a good idea to have this conversation very early in the relationship.

Wellness Recovery Action Plan (WRAP) is a program that supports people to create a wellness plan for

themselves. This includes a Crisis Plan, in which participants tell supporters what they’ll need if they experience a

crisis. A crisis plan gives people a sense of control even when their lives are spinning out of control. Check your

community to see if there are WRAP groups available in your area.

 We know from module 8. healing-centred co nnectio n: principles in trauma-info rmed care  that

trauma is the experiential feeling of helplessness that follows a traumatic incident. Trauma is not the incident

itself. Sometimes when people experience an acute crisis, it can bring up those feelings of loss of control,

meaning a person can be traumatiz ed over and over again if they experience crisis multiple times. Having a

crisis plan can support someone to retain a sense of control, and possibly avoid retraumatiz ation.

things to do following a crisis

If someone you’re working with has gone through a crisis, it’s important to talk about it after  the crisis has

passed. What can you learn from their crisis experience? Can you create a plan together to prevent it in the

future? What can you do to support them differently if it happens again? 

This can be a collaborative process. Again, don’t be shy to have these conversations. In the spirit of mutuality, feel

free to share some of your experiences. The person might be feeling shame. They are less likely to feel shame

when they know they’re not alone. 

Talk about what went well in the crisis. What were the strengths of the situation? What were the strengths of all

the players involved? 

Also, if the person has a clinical team, or some supports, make sure to include them in 

these dialogues.
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This lesson is meant to support you to understand the language you may hear in your workplace from other

practitioners. Peer support is always about relationship and connection. It’s not about providing clinical care. 

Peer support programs have different policies regarding what they share about a person’s history and

diagnosis. Some peer support workers will have access to a peer’s medical �le, while others will not. It ‘s

impo rtant to  kno w key details abo ut a peer’s direct  needs. However, knowing too much of their

history and diagnosis before you meet them isn’t always bene�cial. As we explore in other modules, everyone

has a worldview and biases. Some clinicians experience clinician’s illusion (see module 3. catego ries &

co ntainers: unpacking o ur biases) and might not believe in recovery. If you read too much information

about a person before you get to meet them, you might subconsciously be in�uenced by the contents of their �le.

Make sure you know the important things you need to know to give the person the best support you can, and

don’t worry about the rest.

some peer support programs that work on a referral basis ask for details like:

Lesson 11 of 27

11. basics of mental health

What are the person’s strengths?

What resources do they have?

Is there a particular goal they are working towards?
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This referral can include any needed clinical information. 

It‘s also advantageous to be educated about mental health as well as the signs and symptoms of crisis. As a

peer support worker, medication is never something that’s a part of your work. It’s important to leave all

recommendations and advice about medication to the clinical team of the person you’re supporting. You should

never give advice about medication. However, it may be possible to discuss your experience with medication if

you make it clear you are only sharing from your perspective. This type of sharing may be helpful to some people.

It’s also a good idea for you to have some general knowledge about different medications and how they can

impact people’s daily lives. For example, you might notice a side effect that needs to be pointed out to a peer’s

clinical team. 

Since your role is to focus on relationship and connection, having some background education on mental health

will give you a deeper understanding of how to support someone.

The DSM (Diagnostic Statistical Manual) 5 is the resource book that doctors use to make mental health

diagnoses. A mental health diagnosis can’t be determined by a blood test. Diagnosing someone can be a

subjective, trial and error type of process. Psychiatrists are typically the ones who make those diagnoses. 

Within the mental health system and peer support, there are many different views and opinions about things like

diagnoses, medications and treatment. Some people do well with medication, others do well without. It can be

quite a controversial topic. It’s important when doing peer support work that we understand our own biases

around these issues and do our best to support others with a neutral approach.
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mental health diagnoses

This training will not go into diagnoses details but does offer some broad information below. It‘s important to

remember that in peer support we always focus on the connection and the relationship. 

You likely already know a little about mental health. You may or may not be working with someone who has a

similar diagnosis to your own. It’s important to remember that your situation will be different than theirs. As we

covered earlier, do not give medical advice about diagnoses or medication. 

We encourage each agency to provide you with the education, information and support you need around

speci�c mental health diagnoses. 
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Please reach out to clinicians on your team when you feel someone is becoming unwell. If you notice any

di˜ erences in behaviour, or increased symptoms popping up, please seek out clinical support.°
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Includes anorexia nervosa, bulimia 

nervosa. Eating disorders fall into a 

complex category, as they are 

mental disorders and they involve 

the medical system as well as the 

mental health system. People with 

eating disorders can sometimes fall 

through the cracks because of this 

overlap. Not all mental health 

centres have services for people 

with eating disorders.

Someone with orthorexia has an 

excessive preoccupation with 

eating healthy foods, to the point 

where it can negatively affect their 

physical and mental health. It’s 

important to note that while eating 

nutritious food is beneficial to 

one’s overall health, having an 

unhealthy fixation on it can be 

detrimental.
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the mental health system

There are many different avenues for . nding support to improve mental health. 

in B.C., public health care dollars are funnelled to

five different health authorities. They are:

Fraser Health

Interio r Health

Island Health
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Provincial Health Services Authority (PHSA) is a provincial organiz ation that provides service to all

�ve health authorities. They oversee some province-wide programs that are open to anyone. One program they

oversee is B.C. Mental Health and Substance Use Services, or BCMHSUS. BCMHSUS provides healthcare services

to people with complex needs, including severe and persistent mental health and substance use issues, from

across the province. They also lead knowledge exchange, health promotion and literacy.

The �ve main health authorities decide how they want to distribute their health dollars. Each one manages their

money differently depending on their needs. This is why peer support services are different within different health

authorities. 

No rthern Health

Vanco uver Co astal

48
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Some health authorities fund their own rehabilitation and recovery programs (of which peer support is one), and

others contract non-pro�t agencies to deliver services. For example, Fraser Health, the biggest health authority in

B.C., manages all their clinical and acute services, including mental health centres and in-patient units, internally.

They contract most of their community rehabilitation programs out to non-pro�t entities (peer support,

vocational programs, clubhouses, housing programs). 

There are many non-pro�ts in B.C. that run peer support programs. Some may receive government funding,

others may fundraise and some might be a combination of the two. 

CONTI NUE

acute services & the law

T his sectio n is included in the training simply so  yo u can understand the current laws o f B.C. We

are no t stating agreement with the B.C. Mental Health Act. We feel that in a mo dule abo ut

mental health crisis, yo u sho uld have a basic understanding o f ho w the law wo rks in B.C. 

Most hospitals in B.C., with the exception of more rural towns, have psychiatric wards. This is where people tend

to go during a mental health crisis because they need more support than community supporters are able to give.

Sometimes if a person has a strong support system, they may be able to manage a crisis at home. Depending on

the severity, sometimes hospital is the only option. 

The B.C. Mental Health Act is a very complex document. It guides the laws in B.C. around how someone who is in

the midst of a mental health crisis receives formal mental health services. In 2004, the Canadian Mental Health

Association (CMHA) BC Division created a document called BC’s Mental Health Act in Plain Language. It‘s an

older document but reading it along with the current Mental Health Act may be helpful. 

A person can go to the hospital voluntarily if they’re at least 16 years old. If they’re under 16, a guardian’s

permission is needed. They can also be sent involuntarily.  
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A voluntary service user can leave a facility at any time.

 

according to BC’s Mental Health Act in Plain

Language, a person can’t be involuntarily admitted

to the hospital unless they meet all three of the

following criteria:

Has a mental disorder and
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In order to be admitted to a psychiatric ward involuntarily, or to be “certi�ed,” a person needs a medical

certi�cate written by a physician that states that the person meets the above three criteria. This can be written up

to 15 days prior to admission. 

With one certi�cate, the law states that a person can be held against their will for up to 48 hours. In order to

extend that stay, the person needs an examination and a second certi�cate signed by another physician within

that 48 hours. 

When someone is involuntarily admitted, they are subject to reviews. They can be discharged anytime they are

deemed to not be at risk of danger to self or others. However, if they’re still assessed as a danger to self or

others, they can also remain an involuntary service user for several months until the psychiatrists assess them to

be ready to leave.  

Many peer suppo rt  wo rkers are no w wo rking fo r in-patient facilit ies. You may have the opportunity

to work in one. To offer that little piece of hope to people who are admitted to a psychiatric ward is an amaz ing

gift! The way peer support works in hospital settings is different for each hospital. Some peer support workers

offer one-to-one support. Others work with the Occupational Therapy department and do group work and

activities. 

CONTI NUE

residential short-term stays

Needs care, management and control in a designated facility to keep them from putting at risk

their well-being or the well-being of someone else or to keep their mental or physical condition

from getting worse and

Could not rightfully be admitted as a voluntary service user
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Some areas have community-based, health authority-run, short-stay facilities for voluntary service users. These

can be much nicer places to stay than in-patient psychiatric wards, but not all communities have these as an

option. 

Many peer support agencies in the U.S. have peer-run respite centres. Someone can voluntarily stay in one of

these centres until they feel ready to get back into the community. They’re run entirely by peer support workers.

Someday we might have some of these centres right here in B.C.! 

CONTI NUE

private support

Some people manage their mental health by accessing private psychiatrists, psychologists and counsellors. MSP

(Medical Services Plan) does cover private visits to a psychiatrist, and in some communities, people who aren’t
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being seen at a mental health centre can see a psychiatrist privately. But there are often long waitlists for these

types of services.

Psychologists and counsellors are not covered by MSP, but some people have coverage through extended health

plans. In some communities, there may be programs available that support people to get counselling services,

especially when related to trauma. 

Knowing what‘s available in your community can be very useful to the people you support. But also keep in mind

that many people use the public system because they aren’t able to access private resources due to the high

�nancial costs associated.
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In other modules in this training, we have spoken about person-. rst language. We also want to cover that in this

module with the lens of supporting someone with a mental health crisis. 

In any �eld, people can use jargon in their speech. People can also use language that’s illness-focused rather

than recovery-focused.

Lesson 12 of 27

12. recovery-oriented approach & language

Special words or expressions used

within a specific profession that can

be challenging for others to

understand.

language that promotes 
optimism, supports  recovery
and respects a person’s 
autonomy.

jargon

recovery-focused language
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As a peer support worker, you’ll sometimes �nd yourself working in environments where using jargon and

illness-focused language are the norm.  However, as important as it is for us to use strength-based, person-�rst,

recovery-oriented language, it 's no t yo ur respo nsibility to  change the who le system. T hat‘s just  to o

large o f a burden to  bear. By practicing reco very-fo cused language, yo u‘ll in. uence the mental

health system; but changing the entire system is never yo ur jo b. 

Hope needs to be at the forefront of all the language we use, as well as the underlying belief that it IS POSSIBLE

for everyone to recover. If the language you’re using doesn’t re�ect that underlying belief, then it’s not recovery-

oriented. 

CONTI NUE

Recovery-oriented Approach Illness-focused Approach

vision of people
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Recovery-oriented Approach Illness-focused Approach

Sees the person as a holistic being. 

Understands the power language and labels

can have on someone. 

Acknowledges the presence of stigma in the

world surrounding mental health.

Evaluates people‘s behaviours through the

lens of illness.

Refers to people with labels and describes

them using diagnostic language.

vision of the recovery

Believes a person can recover and have a
good quality of life, despite having signi�cant
mental health challenges.

Believes a person recovering will always
need help and service from the mental
health system.

vision of abilities

Focuses on a person‘s strengths and abilities
instead of their limitations. Believes everyone
has strength and works hard to support their
efforts to rediscover their strengths.

Focuses on someone’s perceived de�cits
and does not acknowledge strengths.

vision of self-determination

Encourages the practice of self-determination
and choice. A “treatment plan” is not created
without a person‘s input and consent.

Encourages everyone to comply with the
system. When a person goes against the
“treatment plan,” they are considered “non-
compliant” and “treatment-resistant.”

vision of team attitudes
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Recovery-oriented Approach Illness-focused Approach

The team 

Willingly challenges personal biases and
assumptions

Focuses on sharing and facilitating hope

Holds people up with unconditional high
regard

The team 

Is unaware of biases and assumptions
regarding what it might be like to live
with a mental health diagnosis, or is
unwilling to challenge them

Assumes what they know about living
with a mental diagnosis is correct

Sees a person’s struggles as chronic
and generally expects negative
outcomes

 

CONTI NUE

specific language to avoid

Remember, language is a living dynamic thing. A good pointer is to always ask the individual you’re working

with about their preferred language.

Instead of this…. Say this….

Sam is a schizophrenic. Sam has been diagnosed with schizophrenia
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Instead of this…. Say this….

Jill is high functioning. Jill requires low support. Her strengths are…
and she may need support with...

Sue is low functioning. Sue needs high support. Her strengths are…
and she may need support with… 

Bob is decompensating. Bob isn’t doing well right now. He is
experiencing… 

Jacob is crazy. Jacob is living with a mental health diagnosis.

Or:

Jacob is experiencing psychosis,
hallucinations and seems disoriented. 
 
(With a recovery-oriented approach, we
choose to get out of the habit of using
“crazy” as regular slang.) 

Jeff is non-compliant. Jeff is choosing to do ____ instead. 
 
Jeff is unsure what he wants. 
 
Jeff isn’t certain that the recommendations
he’s been given are right for him. 

Sarah is manipulative. Sarah is working hard to get her needs met. 

Richard is chronic. Richard has been struggling for a long time. 
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Instead of this…. Say this….

Fred is a drug addict. Fred is using substances in a potentially
harmful way. 
 
Fred is experiencing problematic substance
use. 
 
Fred is a person with a substance use
disorder (SUD). 

Jas is resistant to treatment. Jas is choosing not to…

Jas has chosen to do…instead

Grace is manic. Grace is exhibiting some signs of mania.

Or even bet t er: Grace told us about some
of the signs that indicate things are breaking
down for her. We are seeing some of those
signs right now. 

Katherine is anti-social. Katherine says that she prefers to spend
most of her time alone. 
OR 

Katherine only wants to spend time with

people she doesn't have to mask around,

that just get her, and where it’s safe to be

herself.
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Instead of this…. Say this….

Sally is delusional/psychotic. Sally is exhibiting symptoms of psychosis.

Or even bet t er: Sally told us about some of
the signs that indicate she is experiencing
psychosis. We are seeing some of those
signs right now. 

Frank is a frequent �yer. Frank frequently accesses services. 

Brittany is a mentally ill person. Brittany is a person living with a mental
health diagnosis. 

Saul is a homeless person. Saul is currently experiencing homelessness. 

Jack committed suicide. Jack died by suicide. 
 
We lost Jack to suicide. 
 
Jack ended his own life. 

Ling is having a temper-tantrum... Ling is having a meltdown which is
something that’s out of their control. What
can we do to support X until it passes...

Kamal is non-verbal.  Kamal is non-speaking but uses these
alternative ways to communicate (signing,
AAC, typing, etc.)...

Shifting to a recovery-oriented language is hard. It really is. It‘s especially challenging for peer support workers

when working in spaces where other practitioners are immersed in illness-based worldviews. 
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This is one of the reasons that it‘s important to have a peer support community of practice. It can be very hard to

be the person on a team trying to shift the mindsets of others you work with. Surrounding yourself with other

peer support workers and other like-minded people can bolster your energy for the hard work of transforming

services to become more recovery-oriented. You can’t do this alone.  

Remember, you can only control your own behaviour. Please don’t feel like you need to take on the role of

changing the whole system. But the beautiful thing that can happen with a movement is that, over time, it does

cause amaz ing shifts and changes.  

Remember that you‘re a part of this transformative movement. You‘re not alone. 

CONTI NUE

questions for reflection

Answer these questions in your re�ection journal.

1 of 2

Have you ever had someone speak

with you using illness-focused

language? How did you feel when

they did that?
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2 of 2

How will you remind yourself to

use recovery-oriented language?
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Lesson 13 of 27

13. approaching crisis as an opportunity for growth

“When people are willing to listen to each other’s stories

without providing analysis, and at the same time

compare and contrast experiences, possibilities for

transfiguring meaning are endless. When we become

part of each other’s narratives, we not only offer

possibility for alternate (mutually enriching)

interpretations, our new shared story becomes a way to

negotiate future challenges and crises while building real

communities.”

Shery Mead & David Hilton, Crisis and Connection, 2002
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It’s likely most of us wish that life, and the process of recovery, will be linear. We start to believe that when we‘re

on the right track we‘ll always stay on course and nothing will deter us. We feel “unstoppable!” However, that’s

not what happens. Something inevitably gets in our way and knocks us off the path. 

The toxic expectation that life should be good at all times seeps into our worldview and creates a goal to always

be happy, ful�lled and “successful.” However, as we with lived experience know, that‘s not the way life works.

Setbacks, ups and downs, uncertainty, loneliness and crisis are all part of being human, even when we believe

we are doing everything “right.”

Challenges and crisis can happen to anybody – no one is immune. When we‘re able to change our mindset

about the expectation of “a perfect life” and accept that our lives will never be free from setbacks or crisis, we can

embrace opportunities that grow our resilience. We can learn to become more adaptable and sturdy. We can

develop a strength that allows us to get back up after setbacks. We can let go of the debilitating shame that’s so

common when we experience crisis. We can learn to offer ourselves compassion and kindness when we
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struggle. We can learn to shift our mindset, create stronger support systems and lean on others when needed,

because we know we're not alone.

In the foundations module we cover uncertainty. A crisis ALWAYS involves the worst kind of uncertainty.

Hope comes when we realiz e that uncertainty creates an open door for new possibilities. It creates a crack in the

darkness of despair and lets the light shine through!  

As a peer support worker, you give support when someone is in the midst of a crisis or setback. But it’s important

to remember that while you may feel like you‘re in a good place in your recovery, you may also experience a

setback. There is absolutely no shame in this. It’s okay. You‘ve done hard things before, and you can get through

hard things again. 

A great way to build your acceptance of the ups and downs of life is to share recovery stories with others.

Sharing these stories, especially under the guidance of a skilled facilitator, can build your sense of connection

with others and foster a common spirit of empathy and encouragement. 
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things to remember when experiencing a crisis, or supporting someone through a

crisis:

Shery Mead’s article, ”Crisis as an Opportunity for Growth and Change,“ shares a new perspective for us: 

Peer support is a culture of healing.  As people practice new ways of “being” through even the most difficult

times, possibilities for breaking old patterns and creating new opportunities are endless.  Crisis then just

becomes another word for rede�ning our experience and ourselves so that instead of needing to be locked

up, we can begin to break free.

When we embrace hope, we welcome the possibility for healing and growth. 

When we understand that setbacks are part of the process of growth, and they come with being

human, then we’re able to get back on our feet more quickly.

When we reframe our thinking about crisis, we realiz e the progress we‘ve made in our recovery

has not been derailed.

When we have support, self-compassion, determination and a plan, we can get back on our feet

faster than we have in the past, even after a serious setback. 

Please  read  Shery Mead’s entire 
article. Then take a few minutes to 
reflect in your journal on the six 
ways of thinking that she discusses.
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1 of 1

CONTI NUE

In her article, ”Crisis as an Opportunity f or Growth and Change,” Shery Mead lists

six ways of  thinking about people through very difficult times. Those ways are

listed on the lef t below. Match each way with the description that best matches

it. 

Building mutual relationships

Being with “big” feelings

Understanding the “story”

Relationships that are constantly
negotiated allow us to build mutual
respect and trust

Intense feelings can be rich with
information

People’s versions of their own stories
impact the way they make meaning

f i
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SUBMIT

 

CONTI NUE

Sharing ways that “stories”
are understood

Challenging the current story

Creating a new, shared story

of experiences

Hearing others share similar stories to
our own allows us to see our stories as
connected

When we compare and share stories,
we begin to challenge the ways we
think about ourselves

With deepened relationships we take
more risks, share vulnerabilities &
create new stories

A time of intense difficulty,

trouble or danger

crisis
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1 of 1

An accepted de�nition of a crisis is a time of intense difficulty, trouble or danger. A person in crisis is unable to

cope with regular life and is under severe emotional pain. The state of crisis is acute. 

Throughout the training, we have talked about how we all have judgements, assumptions and biases. Sadly,

when people are in deep crisis, their behaviour can sometimes be brushed away as attention-seeking by

practitioners.  As peer support workers, it‘s important to withhold judgement when we‘re working with people

who are in crisis, and it’s VERY important not to minimiz e their experience. If we do, it can be a form of

gaslighting.
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It‘s very normal to experience fear when supporting someone who is in a crisis. Crisis is uncertain, and as we

have covered in this training, uncertainty is very scary. Fear can erode connection, and therefore it‘s essential that

you get the support you need – and build the skills necessary – to be the best peer support worker possible.

When you‘re supporting someone through a crisis experience, remember that your role is not to �x anything or

anyone. Your role is to show care and compassion towards the person you are supporting, and by doing so, you

are giving someone a signi�cant gift and will surely have an impact.

Lesson 14 of 27

14. the role of peer support worker in crisis support

How can you support yourself to not be overwhelmed by fear?

What practices can you do to support yourself?
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your own well-being  

As we read in the life application story in lesson 8, Kirsty found herself feeling anxiety as she was supporting

Sonia. Signi�cantly, she acknowledged her own anxiety and discomfort and supported herself.

It‘s very important that we pay attention to what our own bodies are telling us when we‘re supporting someone

in crisis. Some of our stress and anxiety can be softened through self-compassionate practices.

What are some things in the story that Kirsty did to support

herself?

However, sometimes you might �nd support

work too triggering and that your own past
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Speak to a supervisor or manager and let them know that you need to take a break. This is also an example of

good self-care.

Doing regular self-inventories where we re�ect on how we‘re doing emotionally and whether situations are

manageable for us or not is essential in this work. Programs such as Wellness Recovery Action Plan (WRAP) can

support us to develop this capacity to self-assess.

CONTI NUE

questions for reflection

Answer these questions in your re�ection journal.

trauma is resurfacing. When this is the case,

you‘ll need to step back.

What are some regular practices

you can engage in that bring calm

for yourself, especially when

supporting people in crisis

situations? 

1 of 3
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2 of 3

3 of 3

What are some warning signs that

you are struggling and might need

to step back from peer support

work, or perhaps stop working with

a specific person? 

When you notice these warning

signs, what’s your plan to support

yourself? What actions do you need

to take in your personal and work

lives? (It’s a good idea to reflect on,

review and upgrade this plan

periodically.)
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We cover family peer support in greater detail in module 15. family peer suppo rt , but it’s important to

acknowledge it in this module because family peer support often involves supporting someone in crisis. 

A family peer support worker is someone whose loved one may be currently living with a mental health

diagnosis and/or is using substances in a potentially harmful way – or has done so in the past. The loved one

can be a child, spouse, parent or sibling. If that loved one is currently unwell, the family peer support worker is

supporting another family while their own loved one is in a current crisis. This kind of situation can be

emotionally difficult.

Lesson 15 of 27

15. family peer support – supporting other families in

crisis
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Family members often struggle with their own mental health as they are supporting their loved ones, and it‘s not

uncommon for a family member to be dealing with trauma or Post-Traumatic Stress Disorder (PTSD) as a result

of their loved one’s struggle. For example, they may have been traumatiz ed as a parent by seeing their child in a

severe crisis, hospitaliz ed, and possibly even restrained, and felt helpless as a result. This feeling of helplessness

and loss is the central cause of trauma, as we explore in module 8. healing-centred co nnectio n:

principles in trauma-info rmed care . 

Families can actually feel oppressed by the very system that is supposed to be supporting their loved ones. This

is because con. dentiality laws do not allow families of people over 19 to be included in their loved one’s

recovery team. As a result, they can feel isolated and left out, often feeling ill-equipped to support the person that

they love so much.  

We must also accept that people may decide of their own accord not to share information with their biological

or chosen families.  Public health care ethics remind us that autonomy and self-determination are non-

negotiable and, even when our loved ones appear to be in distress, we must honour this as we work to support

them.

Despite these challenges, many agencies are increasingly aware of the importance of all forms of family in the

recovery process and choose to centre them in the creation and implementation of care plans. There are a

growing number of success stories and the courage and persistence of family peer supporters has been crucial

in this.

Living with a person who has a mental health diagnosis and is using substances in a potentially harmful way

can HUGELY impact the whole family system. They affect all family members. That’s one of the reasons why

family peer support is so needed. Families commonly deal with a lot of ”shame and blame,“ especially since

most struggle in isolation and don’t always get support for themselves. They need to know that they aren’t

alone. Family peer support workers are able to provide emotional support in a way that no one else can, because

they personally understand the struggle.
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Family peer support workers must have �rm boundaries around what they can and can’t do within their role. A

family peer support worker may be working with a family while their own loved one is in the midst of crisis, and
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this could be very triggering for them. For example, a family peer support worker in the midst of supporting their

loved one through a substance use crisis, that includes psychosis, might �nd it too much to also be working

with another family that is dealing with the same exact crisis. In such a case, they must be ready to pass this

family on to another worker. Clarity on boundaries is really important. 
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We can choose to see setbacks as learning opportunities rather than as something that will kick us back to

square one. Taking the ”shame and blame“ out of setbacks supports us to hold onto hope and see experience as

a teacher. Part of the healing process from setbacks is allowing ourselves to feel all our feelings – including pain

– and remembering that bumps in the road are a part of the process. When we believe this, we can get back up

more easily.

Resilience is the ability to bounce back after adversity. Resilience-building supports us to manage adversity.

Being resilient doesn’t mean that a person won’t experience crisis or adversity. In fact, going through those

Lesson 16 of 27

16. resilience
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things can strengthen our resilience. Resiliency is not extraordinary; anyone can strengthen their resilience. It’s like

strengthening a muscle.

As we cultivate resilience while practicing self-compassion,* our capacity for taking personal responsibility

expands. We begin to understand that imperfection is a non-negotiable piece of the human condition, and that

guarantees that we’ll make mistakes in life. We‘ll have moments when we either intentionally or unintentionally

hurt people around us. However, when we‘re able to let go of our shame and offer kindness to ourselves, then we

can own our mistakes. We can feel equipped to actively repair our damaged relationships.   

 

Human beings are resilient. Believing that fact makes us even more resilient.

This is important to remember for ourselves, and we also might be in a position of sharing these ideas and

practices with the people we support. 

*You can read more about self-compassion in module 11. suppo rting so meo ne who  uses substances. We

also explore self-compassion and other resiliency practices in module 14 . building perso nal resilience .

CONTI NUE

questions for reflection

Answer these questions in your re�ection journal.

What are some things you

currently do that are

strengthening your resilience?
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1 of 3

2 of 3

3 of 3

What would you like to try?

How can you share some of these

ideas with the people you work with

while practicing mutuality,

supporting self-determination and

avoiding advice-giving?

81



CONTI NUE

Any time you’re working with people, it’s important to be aware of where you are with your own well-being. Self-

awareness and self-nourishment are essential in this work. This is especially relevant if you’re supporting

someone who’s in the midst of a crisis. There is a real risk of you experiencing retraumatiz ation if you have been

through something similar. Please support yourself and reach out when you need support. If you need to pass

the baton, please do. If you need to take some time off for yourself, please advocate for that. Working when

you’re unwell can be potentially damaging to both you and the person you are supporting. 

We cover this more in module 14 . building perso nal resilience .
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You may �nd yourself in a situation where someone you‘re working with is in a crisis. There are many different

types of situations that can be labelled as a crisis.

the following are some potential crisis situations:

Lesson 17 of 27

17. when someone is in an acute crisis…

Psychosis

Panic attack

Potential overdose

Delusional state as a result of alcohol withdrawal

Physical health crisis

Retraumatiz ation

Suicidal ideation – in process, or in the planning stage (we‘ll cover this in lesso n 21)

Severe depressive episode

Episode of mania
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Each of these situations requires a different approach. 

Being prepared for anything is important. If you‘re out in the community, having a phone and Naloxone is

essential. 

Be cautious about entering a person’s home on your own. Many organiz ations have a policy that requires people

to go into people’s homes in pairs. 

Be ready to call 9-1-1 if you come across anything you feel you can’t handle.
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talk about crisis with the people you’re

working with when they are well

As we‘ve already covered in this module, setbacks are a normal part of the human experience. There‘s no shame

in having a crisis. Part of the way we normaliz e this is by talking about it. When something is talked about, the

shame attached to it can begin to melt away. 

Consider having an open conversation about crisis with the people you work with. In the spirit of mutuality, you

can also share what crisis looks like for you. As we mentioned earlier, some people actually create a crisis plan, or

advance directive, when they’re well. This gives them a sense of control even when things are spinning out of

control. You can talk with them about this plan, as well as your own, to remove any sense of shame or fear.

You can also talk with your peer about what the signs of crisis look like. What would they like you to do as a

supporter if you were to see those signs? What‘s worked for them in the past? What would help them to feel safe

and secure when they’re in a crisis? Through these conversations, you‘ll know �rst-hand what they need and you

won’t have to guess.
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psychosis

Let’s look in more detail at one of the crisis situations listed above, psychosis.

You‘ll notice we‘re taking a more clinical perspective in this section since many peer support workers will be

working in clinical settings. Also, one of the core values of peer support –  respect, dignity and equity –

reminds us that all perspectives need to be heard.

any of these mental health diagnoses can induce a

psychotic episode (this list is not exhaustive): 

Schiz ophrenia

Schiz oaffective disorder

Bipolar

Depression

Post-partum depression/psychosis

Substance use

Alcohol withdrawal
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Only a doctor can diagnose something like psychosis. If, for example, we don’t know someone’s diagnosis and

see symptoms of psychosis, we shouldn’t assume we know what‘s happening. We just need to support them

Brain injury

Dementia

Starvation (people with eating disorders can experience psychosis)

Sleep deprivation

And other medical conditions
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where they‘re at – and seek support if we need it.

Here are some facts about psychosis.

regularity varies –
Psychosis can be a regular experience for some people. For others, it can be a one-time event or happen
irregularly.

saving a life –
Psychosis can be a symptom of a disorder like schiz ophrenia. Psychosis can also be a symptom of a serious
medical condition. Regardless, paying attention to the signs of psychosis can perhaps save a life.

an indicator –
Psychosis is a syndrome or a grouping of symptoms, not a disorder itself. It’s an indicator that there’s
something else wrong.

disruptive experience –
Psychosis is described by some as a “break from reality.”  It feels 100% real to the person experiencing it and can
be very disruptive to their life.
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affects –
Psychosis can affect perception, thoughts and behaviours.

stigma –
People who experience psychosis also experience stigma and discrimination. As peer support workers, it‘s very
important to work at breaking down that destructive stigma.
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Psychosis involves a combination of symptoms. Some are behaviours that are added or expressed and some are

behaviours that have gone missing. 

Added/expressed behaviours include:

Hallucinatio ns: This means someone perceives things that others around them aren’t

perceiving. Hallucinations can include visions, tastes, smells, sounds and sensations. Emotions
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Missing behaviours include:

Not all psychosis involves missing behaviours.

and feelings can feel mixed up, and the person experiencing hallucinations can be confused. 

Delusio ns: A delusion is a strong and �rmly held belief that other people’s perceptions and

experiences don’t affirm. For example, a person might have a delusional belief that they hold

special powers or abilities that make them more powerful than they actually are. Or someone may

believe they’re being unfairly targeted by a person, a group of people or perhaps a famous

organiz ation. Paranoia and elevated fear often come with delusions. These feelings seem very real

to the person experiencing them. 

Diso rganized thinking and speech: Thoughts can move rapidly. They can be disjointed and

jump all over the place. Speech can be hard to understand. Written words, such as texts, can also

be confusing and hard to understand. 

Expressio n and engagement: The person might lack their usual emotional expression. They

might be very withdrawn and unmotivated compared to their usual behaviour. [NOTE: This could

also be a sign of hypoarousal in neurodivergent people.]
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Crisis can be very intense. It may also differ from one person to the next.

For some people, a crisis can be more episodic in nature, meaning it‘s a one-time, intense and often aggressive

situation. For others, a crisis can be less intense and last much longer, perhaps even several months or years. The

way we support someone depends on what their crisis looks like.

Lesson 18 of 27

18. tips to support calm in an intense crisis
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If we‘re working with someone who‘s experiencing a more acute, intense crisis, it‘s important to know some

ways to create a calmer environment in the moment. De-escalation is the more clinical term for this.  

In a moment of intense crisis, the stress response is active and the sympathetic nervous system is engaged.

(This is covered in module 8. healing-centred connection: principles in trauma-informed

care .) Stress hormones like adrenaline and cortisol are pumping through the body, which can cause a �ght,

�ight or freez e response. This is true for both the person who’s experiencing the crisis and for you, the person in

the supportive role.

In such cases, you’ll need to try to regulate your stress. As you‘re able to calm your sympathetic nervous system,

you‘ll feel more capable to support someone else. A simple way to do this is by utiliz ing some breathing

techniques. We cover this approach – and more – in module 14 . building perso nal resilience .

With regard to the person you are supporting, there are some actions you can take to de-escalate, but there is no

set recipe, no one-siz e-�ts-all approach. You might �nd yourself in a situation where nothing seems to help. Or

perhaps, like in the life application story in lesson 8,  it does.
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tips to remember that can de-escalate a crisis

situation and support the person struggling

The tips below are not about suppressing a person, but instead, are about tapping your empathy and

compassion so you can connect with and support them so they are seen and heard. 

 

Communication is the key to managing a crisis situation. Awareness of our own communication is essential. As

long as no one is in immediate danger, you have time to slow down and be deliberate. When you slow down

and work on connection and communication, it could easily stop the situation from getting worse.

Remember: If at any point you are concerned about the safety of the person you’re with, your own safety or that

of anyone around you, consider it an emergency situation and follow your agency’s emergency protocols.

Consider safety

Notice any potential safety issues for all in the vicinity. Are you in a location where someone could potentially

fall or be hurt in some way?  
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Avoid restraining someone

Restraints can be very traumatic for people. The recovery movement is leading an initiative to stop the use of

restraints and seclusion. Many recovery-oriented programs also avoid these things as much as possible.

Give space

It’s best to give someone space and not crowd them. People can feel ganged up on if everyone is in their

personal space. This can continue to escalate them.

Be empathetic

Accept the person’s feelings exactly as they are. They’re real and powerful to them in the moment.

Responding to them with empathy is very validating, and it acknowledges their reality.

Be conscious of your tone
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Manage your own responses in the moment. If you’re very anxious, fearful and aggressive, the other person

will likely respond in kind and continue to experience intense stress and fear.

Be aware of your own biases and judgements

Work to withhold them. Being judgemental and harsh with someone is never supportive, and especially to

someone who’s in a crisis.

Limit your words

The fewer words you use in the moment the better. When our brains are in crisis mode, our comprehension

goes down. The stress response puts us into survival mode. Choose simple language and avoid too many

words. This way the person is more likely to be able to take in the information.

Build connection

This is not the time to challenge someone or ask a lot of questions. Don’t try to convince someone that they’re

wrong. Don’t argue. Just be with them exactly where they are at the moment.
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Focus on feelings

Rather than challenging someone, focus on the feelings they’re experiencing. You don’t have to validate

exactly what they’re saying, but validating their feelings is so important. Offer kindness, compassion and

empathy for where they are. If you’ve been through something similar, you can share that in a way that

creates connection and doesn’t cause them to be overwhelmed. Saying something like, “You’re not alone. I’m

here with you. I have been in a similar place myself,” can be comforting. If sharing appears to make the

person more agitated, then hold back.

Be aware of your non-verbal communication

You can say all the right things but if your non-verbal communication or tone is aggressive or defensive, the

person may end up feeling worse. Be as aware as you can be about using facial expressions that show calm,

care and connection.

Offer choices and options

Rather than telling someone what to do, offer some potential options. But not too many – that can be

overwhelming.  Module 4 . self-determinatio n explains that choice is always very important.
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Be clear on any limitations

Don’t leave room for ambiguity. It’s very important to have clarity on the limits within the situation. Again, be

aware of your tone and non-verbal communication. If you have to repeat yourself several times, that’s okay.

Module 6. understanding bo undaries & what it  means to  co -create them  explores this topic.

Allow time for re�ection

Be okay with silence. Create opportunities for re�ection. These moments allow for the person to de-escalate,

breathe and begin to relax.

Try deep breathing and grounding exercises

These are scienti�cally proven to relax us. Some people might be agitated if you push this on them though.

Ask �rst. Grounding and mindfulness techniques support us to connect to the room, our bodies, our senses,

our breath. Sometimes if you choose to very deliberately work on your own breathing, the person might

follow suit.
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After we‘ve supported someone through a crisis, we‘ll �nd that our sympathetic nervous system is engaged.

Attending to our own well-being is important. We can close off the stress response by debrie�ng with someone,

moving our bodies, journaling or meditating. 
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These �ve points are adapted from a document by local peer K.C. Pearcey about voice-hearing. 

Lesson 19 of 27

19. a note about voice-hearing

When someone is hearing,

seeing or sensing something

that others around them aren’t.

These experiences can include

all five senses – hearing, sight,

smell, taste and touch. These

experiences can occur in one

sense at a time (hearing a voice,

for example, or smelling

something), but they can also

voice-hearing
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Make no assumptions: many voice hearers do not seek medical treatment, do not consider

themselves ill and do not have a diagnosis.

Sometimes voice hearers are comforted by having a mental health diagnosis and by medical

language such as psychosis, hallucinations or delusional thinking. But many people �nd this

language stigmatiz ing. They have other beliefs about what their experiences are, such as:

Spirit ual

Telepat hic

Ancest ral

Conspirat orial 

Technological

Alien

Stereotypes of people being violent and dangerous to society persist, especially if they are hearing

command voices. The news media sensationaliz es this. Statistically, far more people with a

diagnosis of schiz ophrenia, or who experience psychosis, are victims of violence rather than

being perpetrato rs of violence.

Voice hearers, vision seers and people with unique belief experiences are real and most of these

people are able to discern what consensus reality is. They handle life well and are able to manage

their experiences and beliefs.

Voice hearers, vision seers and people with unique beliefs are experts about their experiences and

have tremendous insight to share.
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hearing voices network

Hearing Voices Network (HVN) is a national non-pro�t organiz ation. There are also a few chapters in B.C. 

The following is an excerpt from the BC Hearing Voices Network website: 

The Hearing Voices Movement was begun by Dr. Marius Romme, a professor of social psychiatry, science

journalist Dr. Sandra Escher and voice-hearer Patsy Hage in 1987 – after Hage challenged Romme about why

he couldn’t accept the reality of her voice hearing experience. As voice hearer Ron Coleman has said, if

someone is hearing voices, something real is happening. The movement challenges conventional wisdom in

other ways also, challenging the notion that to hear voices or have other unusual sensory experiences

necessarily needs to be understood as mental illness but may instead be seen as a normal part of the

continuum of human experience, an experience that is sometimes even valued. Having said that, our groups

sanction the right to interpret our experiences in any way, including illness.

If you are interested in joining a community, there are chapters of BC-HVN in Chilliwack, Langley, New

Westminster, North Vancouver and Vancouver.
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You may work with someone who uses self-harm as a coping skill. You may also have used or currently use it as

a means to cope. 

Self-harm is any behaviour that in�icts a physical injury on oneself. Self-harm is common. The Recovery Village

website states that 17% of the population have self-harmed at some point in their lives. Self-harm is not

equivalent to a suicide attempt. Young people are statistically more apt to self-harm, and all genders can

engage in it. Self-harm is not a mental health condition but can be a way that someone copes with a mental

health condition. When we support the underlying needs of a person, they’ll be less likely to self-harm. 

Lesson 20 of 27

20. self-harm

Any behaviour that inflicts a

physical injury on oneself.

self-harm
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We need to understand that self-harm is a reaction to other issues in a person’s life –problems such as low self-

worth, trauma, loss, overwhelming emotions, extreme stress, bullying or others. Many people who self-harm

have expressed feeling numb and a loss of control of their life and discuss self-harm as a coping tool to help

release the pain.

People who self-harm most often keep it secret and can feel ashamed about it. A myth around self-harming is

that the person wants to die. That’s not the case. People tend to self-harm as a way to cope with their deep pain. 

It‘s essential that you never take an authoritarian approach to supporting someone who self-harms. If it‘s

something that‘s new to you, it can be easy to shame someone about it. Telling someone that they shouldn’t

self-harm will never be effective: shame and stigma are never helpful.

Extending kindness, love and compassion is an important way we can support someone who self-harms.
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When someone tells us that they are contemplating suicide, it feels terrifying and overwhelming. It can be easy

to slip into an intense panic mode, which makes us focus on the symptoms we see rather than the person as a

whole.

The following chart is shared from Shery Mead’s

intentional peer support work. It contrasts two

Lesson 21 of 27

21. suicide
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possible responses to a crisis: one from a place of

hope, and one from a place of fear: 

Response made from a place of hope
   

  Response made from a place of fear

Sitting with the discomfort of the situation Trying to stabilize the situation 

Staying connected to the person Taking care of, helper/helpee 

Seeing unpredictability as possibility Going back to the way things were. 
Striving for predictability 

Both you and the person you are supporting will bene�t from calm presence rather than panicked reactions. 

 

First thing – take a moment to calm your nervous system. Breathe a bit deeper to help regulate your body and

emotions. Consider using some of the relaxation techniques we explore in this training.

As long as you are with the person, they are safe. This gives you some time to just be present with them. 

Don’t worry about time; take all the time needed to listen to them share about what’s happening for them and

how they’re feeling. Human connection, empathy and shared experience – that’s what it’s all about.

And know that if you have exhausted all other options and support you are always able to call 9-1-1 if the

situation escalates.

CONTI NUE
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some warning signs of suicide:

Long-term, unrelenting anxiety or depression

Increased agitation

Giving away belongings – especially possessions that are meaningful to the person

Stockpiling medications

Previous suicide attempts

Talking about suicide

Reckless behaviour

Hopelessness

Inappropriately saying goodbye

Increased use of drugs or alcohol

Withdrawing more than usual from others

Increased emotional display, such as rage or sadness

Verbal behaviour that‘s ambiguous or indirect (e.g., “I'm going away on a real long trip,” or “I don’t

want to be a burden on others”)

A sudden, unexpected state of calm
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Please learn your agency’s policies on suicide and suicide prevention. We encourage you to take as much

training as you can. Applied Suicide Intervention Skills Training (ASIST) and Suicide Attempt Follow-up,

Education & Research (SAFER) are good options.

Ask for help if you need it. It‘s better to err on the side of caution when you suspect someone to have a plan for

suicide. 

CONTI NUE

language and suicide

Words matter. The way we speak about suicide matters greatly. It’s important to be hopeful and respectful in our

language, as words have great power. 
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Instead of saying
this…

Say this… Why?

Commit/committed suicide

Died by suicide

Death by suicide

Lost their life to
suicide

The word “commit” comes
from a time when suicide was
considered a crime. It
reinforces a stigma around
suicide being an illegal and
sel. sh act.

Completed suicide or
successful suicide

Died by suicide

Death by suicide

Lost their life to
suicide

Using either the words
“successful” or “completed” is
inappropriate because
suicide is tragic. Those two
words are not congruent with
suicide. It’s better to take a
direct approach. Suicide is
fatal, or it isn’t.  

(Name) is suicidal

(Name) is thinking of
suicide

(Name) is or has
experienced suicidal
thoughts

[Name) is facing
suicide

As with all person-�rst
language, we never want to
de�ne someone by an illness
or struggle. They are more
than their suicidal thoughts.

The above information was sourced from: 
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“Words matter. Learning how to talk about suicide in a hopeful, respectful way has the power to save lives,” from

the Centre for Addiction and Mental Health (CAMH).

 “Language Matters: Committed Suicide vs. Completed Suicide vs. Died by Suicide” from the Speaking of Suicide

website. 
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Let’s look again at this quote from Crisis and Connection (Mead, Hilton 2002) that we referenced at the beginning

of this module:

When people are willing to listen to each other’s stories without providing analysis, and at the same time

compare and contrast experiences, possibilities for trans�guring meaning are endless. When we become

part of each other’s narratives, we not only offer possibility for alternate (mutually enriching) interpretations,

Lesson 22 of 27

22. hope
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our new shared story becomes a way to negotiate future challenges and crises while building real

communities.

When we learn to reframe crisis – and are able to support someone through crisis with a lens of hope – we’re

able to create new, shared meaning. This way of being supports interconnection, hope-building and resilience.

We can learn to reframe our approach and �nd hope and possibility in crisis.
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question for reflection

Answer this question in your re�ection journal.

1 of 1

CONTI NUE

core peer support values

Lesson 23 of 27

23. core values assessment

In what ways have the core values

(see list below) intersected with the

topic of supporting those in crisis?
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acknowledgement –
All human beings deserve to be seen for who they are.  
 
IN ACT ION: Peer support strives to acknowledge – and deeply hear – people where they are in their journey.
 
PSWs SUGGEST : Asking open-ended questions and actively listening to the PSW to see if they feel
comfortable sharing their experience. Ask: “What do you think about that situation?” “Is there a coping strategy
that you have used in a previous similar experience that worked for you?”

mutuality –
All healthy relationships are mutual and reciprocal.  
 
IN ACT ION: Peer support relationships are co-created, with all parties participating in boundary creation.
 
PSWs SUGGEST : Having a conversation about what is and isn’t okay to discuss with the PSW.
 
“ ...Even though I am a PSW, it’s painful for me to make eye contact with people. Hopefully, clients will see that
if I’m looking away that it actually means that I am deeply listening to them. Being vulnerable and
open seems to allow the other person to do their version of the same, building trust and respect and co-
creating the relationship.”
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strength-based –
Every human being has strengths. 
 
IN ACT ION:  Peer support intentionally builds on existing strengths. It thoughtfully and purposefully moves in
the direction of �ourishing, rather than only responding to pain and oppression. 
 
PSWs SUGGEST : Finding things that the PSW feels really con�dent about and expanding on those areas or
delving into those areas and supporting their choices.

self-determination –
Motivation works best when it‘s driven from within.
 
IN ACT ION: Peer support encourages self-determination and acknowledges and holds space for resilience and
inner wisdom.
 
PSWs SUGGEST : Support the PSW in making decisions and doing things on their own – based on their
wants, needs and goals.

respect, dignity & equity –
All human beings have intrinsic value. 
 
IN ACT ION: Peer support honours human value by

Practicing cultural humility and sensitivity 

Serving with a trauma-informed approach 

Offering generosity of assumption 

Addressing personal biases mindfully

Meeting people where they are

Serving with a knowledge of equity 
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PSWs SUGGEST : Treat PSWs as you would like to be treated and expect to be treated. Learn about them on a
personal level and treat them as equals.

belonging & community –
All human beings need to belong and be a part of a community. 
 
IN ACT ION: Peer support recogniz es that many people have barriers that keep them from developing
community and it actively works towards deconstructing those social blockades that prevent inclusion and
acceptance. Peer support encourages a social justice mindset, and intentionally promotes empathy,
compassion and self-compassion.
 
PSWs SUGGEST : Help PSWs feel wanted and cared about. Help them �nd resources that foster a sense of
community and belonging.
 
“My quality of life improves immensely when I am surrounded by one or a community of people who
understand me. I don’t feel alone. I can be myself among people who I know understand me on a deeper level.
When I feel like I can be myself, I feel more con�dent and able to take positive risks, thus improving the quality
of my life. The root of this is connection and being able to be seen for who I truly am. Peers can help people be
seen in a real way.”

curiosity –
Curiosity and inquiry support connection, growth, learning and engagement. 
 
IN ACT ION: Peer support

Is continually curious

Challenges assumptions and narratives

Asks powerful questions

Offers generosity of assumption to those who think differently

Knows that listening and asking questions is more important than providing answers
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PSWs SUGGEST : Ask questions and be engaged in learning about your PSWs. Find out about their culture
and explore with them.
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Let’s review so me o f the key co ncepts co vered in this mo dule.

Lesson 24 of 27

24. summary

This module isn’t meant to replace agency manuals or policies. It’s only meant to offer some tips

for de-escalating someone in crisis. 

The greatest gift you can give to someone in crisis is your presence, attention and care.

A peer support worker is not a clinician, but is part of the support team. As such, understanding

what you can and can’t do to support someone in a crisis – and afterwards – is essential.

Your role is to focus on relationship and connection. Having some background education in

mental health will create a deeper understanding of how to support someone. This includes

understanding mental health diagnoses, the mental health system, the laws around someone

receiving mental health services, and knowing of a place outside a hospital someone can receive

support.

You should learn to avoid jargon and the use of illness-focused language. Instead, peer support

workers should learn to use strength-based, person-�rst, recovery-oriented language.

Everyone experiences challenges. When we shift our mindset about crisis and setbacks, we can

focus on creating stronger support systems and communities with others.

Peer support workers must learn to self-assess when supporting someone who is in crisis. If a

situation isn’t manageable, you must take action to protect yourself.

A family peer support worker also needs to take care to set boundaries for their own protection.
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When you cultivate resilience while practicing self-compassion your capacity for taking personal

responsibility expands. 

It’s important to be familiar with the symptoms of psychosis and know the mental health issues

that can induce it.

Communication is key to managing a crisis situation. When you‘re able to slow down and work

on communication and connection, a crisis can often be kept from getting worse.

Voice-hearing is a real condition and voice-hearers have tremendous insight about their

experiences.

People who self-harm often do so as a coping skill. Self-harm is not a mental health condition but

can be the way a person copes with a mental health condition.

When supporting someone who’s suicidal, it’s important to know your agency’s policies on

suicide. In general, a peer support worker should remain calm, take the time to build connection

and practice empathy, and ask for help if it’s needed. 
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We want to thank you for taking the time to walk alongside peer support workers on a shared path of learning

from lived experience.

You are now ready to visit another module of the Peer Support Worker training curriculum!

Please head home to https://peerconnectbc.ca where you will �nd the individual training modules and

facilitation guides. You will also �nd a resource page at that site to continue your learning about peer support

work and the issues surrounding it.
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You've completed this module. 

Click the button to EXIT.
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