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Abstract 

The aim of the research is to explore how paid peer support work is being 

experienced in terms of benefits and challenges within established, non-

consumer run community mental health teams as well as investigate the role of 

a peer support worker. This research also examines how these experiences 

relate to the consumer movement, ideology of peer support and the recovery 

principles. Consumer workforce positions have been growing within the mental 

health system in Victoria, in particular peer support worker roles. The current 

study focussed on a recent federal government initiative, Personal Helpers and 

Mentors (PHaMs) program that provided funding for paid peer support workers 

to work in teams with general caseworkers.  

 

A qualitative exploratory research design was used for this study. An 

institutional ethnography framework was maintained throughout the research 

process. This study was conducted in line with NHMRC ethical guidelines and 

gained approval from the university human research ethics committee. A total of 

14 participants were involved from across two regional and eight metropolitan 

PHaMs services in Victoria. Six semi-structured individual interviews were 

conducted with four team leaders and two peer support workers as well as two 

focus groups, one for team leaders and one for peer support workers. The 

interview and focus group data are presented around six main topics; the peer 

support worker role, extent of recovery, disclosure, qualifications, workplace, 
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FaHCSIA’s role and the consumer movement. Although the participants 

expressed enthusiasm and support for the peer worker roles, few overall 

benefits were discussed around the role. However, being a relatively new 

initiative, many challenges existed in implementing peer support work into well-

established non-consumer run mental health services. Thorough planning, 

strong leadership and targeted resources are required to reinforce the purpose 

of the role and enable the benefits of peer support work to be realised.  
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Introduction 

Peer support (PS) is an important part of the growing consumer workforce 

within Victoria’s mental health system. It is also at the forefront of a paradigm 

shift in the mental health system towards recovery-oriented services 

(Bradstreet, 2006). Although PS is not a new concept, it has only recently been 

integrated into the broader mental health system with permanent, paid 

positions. Research from the USA on PS workers has found that they are 

effective workers, beneficial to services, can enhance outcomes for participants 

and in some cases reduce hospitalisations (Davison et al, 1999; Gates & 

Akabas, 2007; Hutchinson et al., 2006; Mowbray, Moxley, & Collins, 1998; 

Solomon, 2004; So-Young et al, 2007). However no studies to date look at the 

organisational experiences of PS workers, working within established mental 

health services in an Australian context. Furthermore there is a need for 

Australian-based research to investigate the benefits and challenges associated 

with the PS work. Given the increasing interest in the creation of PS roles, there 

is a need to augment the knowledge and understanding of mental health 

providers and funding bodies about such benefits and challenges associated 

with this type of role innovation (Mowbray, Moxley, & Collins, 1998).  

 

In 2006 the federal government through the Department of Families and 

Housing, Community Services and Indigenous Affairs (FaHCSIA) announced a 

! !
!  Chapter 1 !
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funding package to deliver a new community based mental heath program. The 

Personal Helpers and Mentors (PHaMs) program was established after 

Australia-wide consultations had taken place with a diverse range of groups and 

individuals (FaHCSIA, 2006). PHaMs was designed to fill service gaps in 

community support ‘to increase the opportunities for recovery for people whose 

lives are severely affected by mental illness’ (FaHCSIA, 2010a, p.4). Within the 

PHaMs team, funding was provided for at least five full-time equivalent 

positions. Each metropolitan program was mandated to have a team leader, a 

general caseworker and a PS worker* (FaHCSIA, 2010a). The differences and 

similarities between a general caseworker and a PS worker, as envisaged by 

FaHCSIA (2010b, p.37-38) can be seen in Table 1. In the most recent 

guidelines, FaHCSIA acknowledged the confusion around the PS worker role 

and further clarified the role (see Appendix A). 

 

A PS worker, for the purpose of this study, is defined as person with a lived 

experience of recovery from mental illness who is working with participants, in a 

paid capacity, within the mental health system. The term ‘participant’ is 

becoming a popular term in Australia by people who access community-based 

services. However the term ‘consumer’, suggesting choice and empowerment 

(Scheid, 2004), is widely used in Australia and has been adopted within 

government policy, reports and documentation. It is noted that other terms such 

as client, service user or patient are also used, often interchangeably (Katz, 

2002). The researcher acknowledges that the use of the term ‘consumer’ is not 

accepted by many people who may be represented by that term, however it is 

!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!
* Except for PHaMs pilot programs and Round 1 funding. 
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difficult to avoid the term as it has become widely used and recognized in 

phrases such as ‘consumer workforce’, ‘consumer movement’, ‘consumer 

consultant’, ‘consumer participation’ and ‘consumer perspective’. Thus 

throughout this paper the term ‘consumer’ will be used for consistency with the 

existing policy context. 

 

Table 1 

Comparison between FaHCSIA Role Descriptions 

Peer Support Worker General Caseworker 

Lived experience Educational qualifications and 

experience 

Communication skills  Experience working with and 

understanding of mental illness 

Positive role model to participants 

and community 

Develop linkages with community and 

clinical services and government 

Group work with participants Case management / care coordination 

experience 

Team development Team worker 

Participant involvement/caseload Participant involvement/caseload 

Participant and family support  Participant and family support 

Recovery & strength based focus Recovery & strength based focus 

Shared values and principles with 

the PHaMs program. 

Shared values and principles with the 

PHaMs program 
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This is an exploratory research study informed by the epistemological 

framework of institutional ethnography. This theory constructs a certain type of 

inquiry whereby the positions of all people are recognised within social contexts 

including the research. The researcher is also a central component of the 

research process, actively pursing information relevant to their developing 

understanding and knowledge of the topic. Thus it is important to outline the 

beliefs and standpoint of the researcher in undertaking this study.  

 

As a student of social work and mental health outreach worker, I am interested 

to explore the best ways of involving participants and carers in the mental 

health system so that it works for them and not against them. Ideologically, I 

perceive PS offers an alternative way of viewing mental health and wellbeing, 

and a unique way of providing mental health services in contrast to 

clinical/medical services that consumers have traditionally received. I view PS 

as having the potential to reform and improve treatment and support within the 

broader mental health system. I began this inquiry supporting the theoretical 

foundations of PS and therefore my standpoint was in alignment, as much as 

possible with PS workers. Since the positioning of the researcher is understood 

to shape the question in this approach to research, subjectivity is viewed as a 

resource and strength; the acknowledgment and acceptance of the researcher’s 

values and bias are embraced, rather than denied.  
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With this standpoint in mind, the project began with the idea of giving voice to 

PS workers who were working within established mental health services. The 

purpose of this study is to explore paid PS worker’s experiences within PHaMs 

community mental health teams in terms of the challenges and benefits of their 

role. The study also explores team leaders’ experiences of integrating and 

supporting PS workers to gain an organisational perspective on the role. This 

research draws on the development of the consumer movement and recovery 

principles within the broader mental health system in its analysis of the 

individual’s experiences. I argue that PS is ideologically unique and thus 

implementing PS workers into well-established, non-consumer run mental 

health services without planning, strong leadership or targeted resources may 

diminish the purpose and benefits of the role. Exploring the experiences of PS 

workers and team leaders will provide some insight into how PS is being 

integrated and is developing in PHaMs teams and within their broader 

organisations. 
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Literature Review 

This section provides information around the Victorian mental health service 

system, followed by a synopsis of the literature on the consumer movement, 

recovery and PS, as they relate to the PS worker role. Key findings are then 

presented from similar research in the field that looks, in particular, at the 

benefits and challenges of employing, integrating and working with PS workers. 

 

A brief description of the Victorian adult mental health service system is 

necessary to give an overview of how PHaMs, and more specifically PS 

workers, fit into this system. The Victorian mental health service system is 

comprised of government-run clinical services, non-government non-clinical 

services, alternative consumer-run services and private services (DHCS, 2006) 

(see Appendix B). It is the most developed and largest adult mental health 

system in Australia (DHCS, 2006). PHaMs programs were set up within 

established, non-consumer-run, non-government organisations (NGO), which 

demonstrated experience in, and a capability for achieving outcomes for people 

living in the community with mental illness. Many generalist welfare and health 

organisations were awarded funding for PHaMs programs, such as community 

health centres, employment agencies and welfare agencies. Thus PHaMs has 

contributed to a rapid expansion and diversification of community-based mental 

health services delivered by a range of organisations across many settings 

! !
!  Chapter 2 !
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(Ronnau, Papakotsias, & Tobias, 2008). Due to this diversification, the 

employment of PS workers within PHaMs programs has been ad hoc and not 

necessarily well understood within each organisation. The only stated reason 

for the inclusion of PS workers into PHaMs teams is that the consumers who 

were consulted in the initial planning phase of the program were strongly in 

favour of including a PS role (Mental Health Branch, 2006). 

 

Consumer Movement 

The Victorian consumer movement has led to an increased profile of the human 

rights perspective in mental health treatment. A particular group, Citizens 

Against Psychiatric Injustices and Coercion (CAPIC), formed in Victoria in the 

1970s and were opposed to psychiatric treatment and institutionalisation 

(Knowledge and Attitudes Booklet, 1999). This seems to mark the beginning of 

organised consumer activism in Victoria. Consumers have also contributed to 

the introduction of alternative and complementary treatment responses other 

than traditional psychiatry practices (Mead, 2003).  

 

Davidson et al (1999), identifies three major types of consumer-led PS: mutual 

support; consumer-run services and peers as service providers within clinical 

and rehabilitation settings. Important benchmarks within each type are explored 

here with their relevance to the development of the consumer movement. Firstly 

a self-help, mutual support group called GROW began in Sydney in 1957. This 

12-step program has been adopted internationally with several studies 

demonstrating the benefits of this type of PS (Finn, Bishop, & Sparrow, 2007); 
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(Kercheval, 2005). Many other self-help groups based on recovery principles 

are run more informally on a local basis as well (Stewart, Watson, Montague, & 

Stevenson, 2008).  

 

Consumer-run services are a more recent development and differ from self-help 

groups in that they involve seeking funding and paying staff to provide a 

service. They are usually aimed at providing an alternative type of treatment, 

support and advocacy for people experiencing psychiatric illness (Davison et 

al., 1999). Consumer-run services have only more recently become prominent 

through the funding of ‘Our Consumer Place’, which is a web-based resource 

for networking and consumer developed initiatives in Victoria. One reason for 

the slow progress of consumer-led organisations was that before the 1990s, 

many mental health professionals discouraged people with mental illnesses 

from associating with each other. However there were some consumers who 

challenged this advice and benefited from their peer’s support (Knowledge and 

Attitudes Booklet, 1999, p.13).  

 

The last form of PS, propelled by the consumer movement, employs 

participants within established services to improve and reform the mental health 

system (Adame & Leitner 2008; Fisher & Chamberlin, 2004; Hutchinson et al 

2006). There has been widespread criticism about tokenistic involvement of 

participants in mental health services, focussing on insufficient resources and 

power for true participation and collaboration (Bennetts, 2009; Lammers & 

Happell, 2003; Meagher 2002; Richard et al., 2009; Stewart, et al., 2008; 

Watson, 2007). The introduction of permanent, paid employees in designated 
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‘consumer perspective’ positions is an important step towards combating such 

issues. Among the first of these positions, introduced in Victoria in the 1990s, 

were consumer consultants. These positions were intended to enhance the 

quality of services and improve the responsiveness and feedback mechanisms 

for service participants (Bennetts, 2009). Since then other ‘consumer 

perspective’ roles have involved participants in evaluation, education and 

training, advocacy, research, service planning and policy development 

(Bennetts, 2009). The development of PS worker roles within the broader 

Australian PHaMs program is a very important step for consumer participation 

in services and more generally for the consumer movement. Such a 

development has potential to contribute to reforming the mental health service 

system and to engage more people in need of help, who may not seek out 

mutual support groups or consumer-run programs (Davison et al., 1999; Fisher 

& Chamberlin, 2004). 

 

Consumer rights along with consumer participation within services and the 

principles of recovery are reflected in various forms of government policies and 

reports reflecting progress in the consumer movement (see Table 2). These 

documents are part of a reform agenda that is being lead ‘from the top’, that is, 

through policy and bureaucratic processes, and not so much as a result of 

grassroots consumer activism. Although pressure from the community and 

consumers have contributed to changing government policy, the Australian 

consumer movement has largely focused on consumer participation, 

collaboration and choice within the system (Lammers & Happell, 2003; 
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Meagher, 2002). This is in contrast to the experience of reform and growth in 

other countries. 

 

Table 2 

Government Documents that Promote Recovery and Consumer Participation 

Document Year Publisher 

National Mental Health Strategies & Plans 1992 - 

2009 

Australian Health Ministers, 

Commonwealth of Australia 

Revision of the Mental Health Act (1986) 

- Consultation Paper 

- Community Consultation Report 

 

2008 

2009 

 

Commonwealth of Australia 

Commonwealth of Australia 

Because mental health matters – Victorian 

mental health reform strategy 

2009 Victorian Government 

A National approach to mental health – from 

crisis to community 

2006 Senate Select Committee on 

Mental Health 

National Action Plan on Mental Health 2006-

2011 

2006 Council of Australian 

Governments (COAG) 

National Standards for Mental Health Services 1996 Commonwealth Department 

of Health and Aged Care 

National Practice Standards for the Mental 

Health Workforce 

1996 Commonwealth of Australia 

Guidelines for Consumer Participation in 

Mental Health Services 

1996 Victorian Department of 

Health and Community 

Services 

The Burdekin Report into the Human Rights of 

People with Mental Illness 

1993 Human Rights & Equal 

Opportunity Commission 
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The Australian consumer movement has developed differently and more slowly 

than many other countries such as the USA and Scotland. The movement has 

learnt and can continue to learn from their ideas and models, and implement 

valuable lessons from their successes, challenges and overall experiences 

(Meagher, 2002).  

 

The Australian top-down emphasis is distinctly different from the consumer 

rights movement of the USA, which has seen a radical resistance against 

traditional treatment and services. Their largely grassroots, political movements 

were led by consumers or ‘psychiatric survivors’ and were instrumental in 

creating and sustaining alternative treatment and support systems that often 

operate outside of the confines of the mental health system (Adame & Leitner, 

2008, p.146; Mead 2003). Although the mental health consumer movement 

began in radical opposition to the mental health system, along with 

deinstitutionalization, the USA movement has evolved towards a more 

collaborative approach (Davison et al., 1999; Scheid, 2004). Despite their 

different historical approaches, both the USA and Australian mental health 

systems include paid consumer workers in established, non-consumer-run 

services. 

 

A gradual shift has occurred within mental health services that embraces the 

view that consumers/participants should be involved in the planning, 

development and delivery of programmes across all levels (Lammers & 

Happell, 2003). Despite the government prioritising consumer participation in 

mental health services as outlined in the previously listed policy, strategic 
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documentation and reports, there is still an inadequacy in resources and 

infrastructure to support a sustained increase in consumer participation 

(Stewart, et al., 2008). Several groups have also argued that there are 

insufficient guidelines within the government strategies and plans around how 

to implement effective consumer participation (Lammers & Happell, 2003; 

Stewart, et al., 2008; Watson, 2007). The availability and quality of training and 

support for consumer roles is limited and variable, leaving services that employ 

consumers or engage them in voluntary capacities open to accusations of 

tokenism and exploitation (Stewart, et al., 2008; Watson, 2007). Therefore it is 

important to have strong leadership from within the consumer movement as 

well as NGOs and the government to ensure PS is a unique and valued role 

within established services. Furthermore, more targeted resources into training 

and funding of consumer roles is required to create a stronger and more unified 

consumer workforce.  

 

Recovery 

Internationally there has been a movement towards strengths-based and 

recovery orientated service delivery in mental health, particularly in the USA, 

Scotland, New Zealand and Australia (Bennetts, 2009; Bradstreet, 2006; 

Mancini & Lawson, 2009; Richard et al., 2009). This is closely aligned with the 

success of the consumer movement in promoting human rights, recovery and 

holistic treatment for people living with mental illness (Mancini & Lawson, 2009).  
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Many different views and definitions exist around recovery from mental illness. 

A commonly cited definition of recovery is: 

Recovery is described as a deeply personal, unique process of 

changing one's attitudes, values, feelings, goals, skills, and/or roles. It 

is a way of living a satisfying, hopeful, and contributing life even with 

limitations caused by illness. Recovery involves the development of 

new meaning and purpose in one's life as one grows beyond the 

catastrophic effects of mental illness (Anthony, 1993). 

The recovery process is also about building resilience, foundations and core 

strengths to buffer from future setbacks. Stigma and discrimination persists 

among many social service providers who continue to believe that recovery is 

not possible for people with severe mental illnesses (Davidson et al., 1999; 

Gates & Akabas, 2007). Such beliefs impede the development and use of PS, 

as it is based on the understanding that recovery is possible for everyone 

(Gates & Akabas 2007). Hiring PS workers is increasing amongst community 

mental health services in acknowledgment that they can assist clients in their 

recovery process (Trueland, 2007; Richard et al., 2009). 

 

The promotion of recovery principles guiding service delivery sits well with the 

approach of PS workers in many ways. Recovery is about empowering people 

to make their own choices and decisions and support them in achieving their 

own goals in a holistic way that moves beyond symptoms and treatment 

(Bradstreet, 2006; Fisher & Chamberlin, 2004). Recovery is also about creating 

connections with other people in the community and taking on a satisfying and 

meaningful role in life (Davidson, n.d). Importantly, recovery is about the 
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promotion of hope and optimism and a belief that change can and will happen 

(Bradstreet, 2006). The recovery principles also apply to changing the 

relationship between participants and workers, moving away from patient/expert 

to partners on a journey. PS workers can help challenge the professional 

language and jargon to make it more hopeful and empowering (Davidson, n.d).  

 

Institutional contexts and beliefs about the etiology of mental illness have 

implications for the funding approaches for treatment and the type of services 

provided (Scheid, 2004). In the Australian context there seems to be a shift 

towards PDRSS and community-based support gaining more equal power 

balance and funding in alignment with hospitals and clinical treatment. Many 

community services and some clinical services are adopting recovery-orientated 

service frameworks, for example the implementation of the strengths-based 

model at St. Vincent’s Hospital or the Collaborative Recovery Model at NEAMI. 

This ideology sits well with consumer participation, empowerment and 

collaborative relationships, from which PS originated. Although the shift is slow, 

it is moving in a direction that will support an increase in PS and the 

development of a consumer workforce.  

 

One way to translate the recovery principles into practice is to promote and 

develop formal PS worker positions, consumer-run training and other peer 

specialist roles based on their lived experience of recovery (Bradstreet, 2006; 

(Fisher & Chamberlin, 2004). The involvement of PS workers is one of the most 

visible examples to participants, their families and other professional (non-

mental health) services that the mental health system is committed to inclusion, 
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partnerships and collaboration and the adoption of a recovery-oriented mental 

health system (Richard et al., 2009, p.2). 

 

However PS is vulnerable to being undermined if merely tacked onto services 

(Watson, 2007). It needs to be understood as a unique and alternative form of 

support (Adame & Leitner, 2008). Although PS is seen as an empowering form 

of recovery-based practice, research has advised caution around PS workers 

being integrated into already established, traditional services. There is a view 

that due to the medical perspective being so engrained in mental health 

treatment and services that it leads to PS workers wanting to gain qualifications 

and align with the dominant paradigm, in order to adapt to their settings and to 

be respected (Davidson et al., 1999; Watson, 2007). The ideology of employing 

consumers to change the system should be carefully considered and reinforced 

to prevent consumer workers from becoming disconnected to their own values 

and perspectives (Adame & Leitner, 2008; Davidson et al., 1999).  

 

Although PHaMs guidelines emphasize a recovery approach it does not ensure 

that all services running PHaMs have embraced the principles of recovery. This 

could lead to issues in the implementation of PS worker positions in that they 

enact a generic caseworker role and their uniqueness is not explicitly 

encouraged or utilised. Strong planning around the purpose of PS worker 

positions with clear role guidelines and good support systems may assist to 

enhance and promote the benefits of the role.  
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Peer Support 

PS generally means offering and receiving help, based on shared 

understanding, respect and mutual empowerment between people in similar 

situations (Adame & Leitner, 2008, p.148; Mead et al., 2001). PS in mental 

health involves social, emotional and instrumental support that is mutually 

offered by persons who have similar experiences of psychiatric disability or 

mental health services to bring about a desired social or personal change 

(Solomon, 2004). PS encompasses a personal understanding of the frustrations 

many consumers experience with the mental health system, a commitment to 

help people meet their basic daily living needs with the ability to work in flexible 

and non-traditional ways (Bradstreet, 2006). PS aims to normalize mental 

illness and reframe it as recovering from past experiences of trauma rather than 

of symptoms and biological dysfunction (Adame & Leitner, 2008). 

 

The notion of PS has been embedded for many years in other fields of practice, 

such as the drug and alcohol sector, with much success (Hutchinson et al., 

2006; Davidson et al., 1999). PS has only more recently been utilised within the 

mental health sector, particularly in youth services, recognising the expertise 

and benefits that come from a lived experience (Mancini & Lawson, 2009; 

Mowbray, et al., 1998). Specifically, PS has been formalised into specialised 

roles within established, non-consumer run mental health services to provide 

support to participants and expert, first-person knowledge on recovery from 

mental health issues (Mancini & Lawson, 2009). These roles are exclusively for 

people who have experienced mental health issues and have accessed mental 
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health services, which in effect becomes their qualification (Bradstreet, 2006). 

PS workers are often faced with multiple and competing aspects of their role in 

an environment dominated by non-consumer personnel (Mancini & Lawson, 

2009). Some argue that PS workers should not have professional qualifications 

(Gates & Akabas, 2007), but regardless of this the person must have an 

experience of recovery and be able to share the wisdom associated with their 

recovery journey (Mead et al., 2001). 

 

The establishment of such roles is seen as a way to improve the mental health 

system, by making services more responsive and increasing their accessibility 

and effectiveness (Bennetts, 2004; Davidson et al, 1999; Knowledge and 

attitudes booklet 1999). Peer providers also have a unique understanding of the 

internal workings of the mental health system and thus are potentially powerful 

advocates and allies for the people they work alongside (Solomon, 2004). Such 

advantages demonstrate how a previously marginalized position of being 

‘mentally ill’ is transformed into a valued, insider perspective within the context 

of PS and such experiential knowledge is given value and authority (Adame & 

Leitner, 2008, p.149). Formalised PS workers are not intended to replace 

existing services or professional roles, rather to complement them (Bradstreet, 

2006). Hiring consumers as providers recognises that professionally 

credentialed and formally trained human service professionals cannot meet all 

of the needs of people with serious mental illness and that consumers 

themselves bring something distinctive to the service process (Mowbray et al., 

1998). 
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However, debate exists around whether formalising PS into non-consumer run, 

established services is contradicting the ideals of PS (Highland Users Group, 

2008; Davidson et al., 1999; Watson, 2007). Formalising what is in essence the 

opposite of a professional relationship could undermine the equality and 

informality on which PS is based (Highland Users Group, 2008). Some 

organisational contexts and policies can work against developing peer 

relationships as they place demands on workers to foster more professional 

relationships.  

 

The gains in recognition of the value of the lived experience and its move into 

paid positions is a victory for consumers, however some see this as replacing a 

political message with a business model (Adame & Leitner, 2008, p.152). The 

potential for PS worker’s voices to become compromised and muted is greater 

in established, clinical, non-consumer run services. Also, if the consumer 

perspective clashes with the organisational values, it is argued that it is difficult 

to hold a critical and independent stance as an employee. It has been 

suggested that people appointed into consumer roles have limited power, 

authority and resources and therefore such positions serve more of a political 

purpose than improving the quality of the services (Knowledge and attitudes 

booklet, 1999) 

 

The lack of ethical and practice standards for consumer positions presents 

other issues for consumer positions/roles (Stewart et al., 2008). Also, significant 

gaps in knowledge exist around the education and support needs of consumer 

workers employed in the mental health system. Stewart et al. (2008) argue that 
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due to these gaps in knowledge and insufficient training opportunities, there is a 

risk of harm to consumers in receipt of services from their peers, and that risk 

extends to those working in consumer perspective roles without adequate 

support and supervision. Due to the lack of understanding of PS work and 

inconsistent role descriptions, these issues are pertinent for the development of 

the consumer and PS workforce.  

 

Although opinions may have shifted from seeing a person’s past experience of 

severe mental illness as a detriment to viewing it as a valuable job qualification, 

little attention has been paid thus far to the ways in which these experiences 

are integrated into the PS worker role and their direct work with consumers 

(Davidson et al., 1999). In particular there is no mention in the literature to date 

of the specific recovery experience of a PS worker being similar to the ‘peer’ 

they are supporting in terms of diagnosis and service/treatment experience. 

This seems to be an important aspect of PS if the worker is attempting to 

connect based on a similar experience or shared understanding. There is also a 

lack of research around how to develop supportive organisational environments 

and culture for the successful integration of PS work (Mancini & Lawson, 2009).  

 

This section has demonstrated how PS is an ideologically unique practice and 

that implementing PS workers into well-established, non-consumer run mental 

health services needs thorough planning, strong leadership and targeted 

resources to gain full benefits from the role. 
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Studies of Peer Support 

Several influential studies have been written in the area of employing and 

integrating PS workers as well as the benefits and challenges faced by PS 

workers within established mental health services. The following section 

summarises a number of these studies from the USA, Canada, Scotland and 

Australia. 

 

Mowbray, Moxley & Collins (1998) examined the benefits and limitations 

identified by a group of consumers who served as PS specialists (PSS) in an 

integrated case management/vocational services demonstration project, called 

WINS. The authors undertook semi-structured interviews with eleven PSS, 

twelve months or more after their employment ended. Personal benefits to the 

individual workers of gaining employment were found, however the participants 

had difficultly identifying perceived benefits to the organisations or broader 

mental health system. Many limitations were found in the implementation and 

integration of PSS, particularly lack of planning, training and organisational 

support for the workers. Specifically, the PSS roles were not provided 

appropriate definition or boundaries, which led to many ambiguities, including 

inappropriate responsibilities. They conclude that broad, systemic cultural 

changes need to occur when employing consumers as service providers in non-

peer organisations. More specifically, organisations need to adopt new 

attitudes, values, and supervisory and administrative roles in order to build an 

organisational consensus on the contributions and value of consumer specific 

roles (Mowbray et al., 1998). 
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Gates & Akabas (2007) investigated strategies that promote the integration of 

peer providers into mental health services. Focus groups were conducted with 

peer providers as well as in-depth interviews with executive directors, human 

resource managers, supervisors and co-workers across 27 agencies in New 

York City. Many benefits of integrating peers into services were found including 

enhancing the quality of services, increasing staff understanding and morale, 

increased client satisfaction, better communication and a better aligning of 

services with best-practice, recovery-oriented approach. Consistent with 

previous research, respondents identified stigma and attitudes toward recovery, 

role conflict and confusion, lack of policies and practices around confidentiality 

and disclosure, poorly defined job structure and lack of support as problems 

that undermined integration. Emerging from the data were strategies related to 

human resource policies and practices, workplace relationships/operations and 

training/education for organisations that can improve integration of peer workers 

(Gates & Akabas, 2007). 

 

Mancini & Lawson (2009) investigated the challenges, emotional labor and 

recovery experiences of peer providers across a range of non-peer run mental 

health services in the USA. They argue that peer provider’s unique roles and 

responsibilities can lead to a distinct set of work-related emotional challenges 

and little is known around the organisational supports they require. Fifteen peer 

providers participated in in-depth interviews. Analysis of the interviews revealed 

five major categories, which included engagement/connection, re-

traumatization, stigmatization and discrimination, role confusion and social 
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support. They concluded that organisational culture, environment and supports 

have a large responsibility towards facilitating positive emotional labor for 

consumer workers. Thus it is vital that non-peer run organisations embrace 

change and provide flexible and responsive supports for consumer workers 

(Mancini & Lawson, 2009). 

 

Adame & Leitner (2008) present a politicized view of the evolution of PS 

alternatives in the USA and Canada. They highlight how the 

‘consumer/survivor/ex-patient movement’ has challenged the dominant medical 

model in how it conceptualises and treats mental illness. The authors give 

specific examples of alternative PS services, which include support groups, 

consumer-run services and therapeutic communities. They also discuss the 

partnership model of employing consumers into established mental health 

services as revolutionary. However they argue that the partnership model is 

risky, as the consumer movement ideals and perspectives may be co-opted 

back into the mainstream model, thus not achieving the primary aim of 

reforming the system. The authors also warn of the shortcomings of the current 

service system that lacks a political focus on changing the social structures that 

can perpetuate people’s psychological distress (Adame & Leitner, 2008). 

 

A study conducted in Canada looked at the integration of PS workers into 

community mental health teams. Richard et al. (2009) interviewed five PS 

workers using semi-structured, open-ended interviews. The PS worker positions 

were implemented very differently, compared to the current study, as most were 

employed on time-limited contracts, which created a range of new issues. Their 
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findings included that PS workers had limited power in their role, felt 

undervalued in their organisations, had no career pathways and were not given 

sufficient access to resources and client information to perform their role. It was 

also noted that stigma was persistent within mental health services, with many 

PS workers feeling like they were still treated like consumers (Richard et al., 

2009). 

 

A resource produced by a consumer group in Scotland called the Highland 

Users Group (HUG) involved 81 service users in round-table meetings to 

discuss the development of PS work. The document provides detailed extracts 

that reveal an in-depth view of the issues of consumer workforce development 

from the service users’ point of view. Some key areas of discussion focused on 

PS worker’s extent of recovery, required skills, uniqueness as well as the 

formalising and professionalisation of PS (Highland Users Group, 2008). 

 

From an Australian perspective, several key studies have investigated the 

organisational aspects of PS work and consumer workforce development. A 

seminal report into creating guidelines for a sustainable consumer workforce in 

Australia was completed by Bennetts in 2009. Information was gathered for the 

report from 24 consumer workers through focus groups and interviews. This 

study utilised a consumer-led participatory research framework and was guided 

by a project reference group. The report examined the development of the 

consumer workforce and noted that participation and employment of consumers 

is well supported in government policies and reports, however it lacks the 

resources and funding infrastructure to sustain any real growth. Some other 
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major issues hindering consumer workforce development were identified as the 

limited availability of education and training, attitudinal barriers related to issues 

of power, value placed on consumer contributions and the impact of these 

factors on the personal safety of consumer workers. This study concluded that 

consumer workers need greater and more formalised remuneration, consumer 

designed and led training, supportive work environments with access to peer 

supervision and leadership from within the consumer workforce to promote 

consumer work (Bennetts, 2009). 

 

Stewart et al. (2008) presented the findings of a survey of 35 consumers who 

were working and volunteering in the NGO sector in NSW, Australia. The aim of 

the survey was to elicit the type of roles performed and assess the training 

needs of consumer employees. Similar to Bennetts, they found that many 

consumer workers had limited access to training as well as having unclear job 

descriptions. They argue that the government rhetoric promoting consumer 

participation is not matched by effective and timely strategies to ensure relevant 

training and supportive infrastructure for meaningful consumer involvement. 

The authors also argue that currently many consumer positions are setting 

workers up to fail without clear job descriptions, common understandings of 

their roles, adequate preparation or proper support and ongoing supervision. 

They recommend implementing a code of ethics and performance standards for 

consumer workers (Stewart et al., 2008). 

 

Glover & Turner (2008) produced an informative article relating to the role and 

contribution of peers within the mental health workforce in an Australian 
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context. The article outlined a range of knowledge, skills, experience and values 

that are part of the consumer perspective and demonstrate the uniqueness of 

peer workers (see Appendix F). It also created much needed distinction 

between peer workers and other professional roles in mental health (Glover & 

Turner, 2008) 

 

VICSERV, the peak body for PDRS services, submitted a comprehensive paper 

on social inclusion to the Australian government outlining areas of improvement 

within the mental health system that would lead to greater social inclusion for 

people living with mental illness. One of their action points for achieving social 

inclusion and reform in the mental health system included building up the PS 

and consumer workforce (see Appendix D). Particular recommendations 

included increased investment into systemic cultural change and enhancing 

management supervisory and support skills (VICSERV, 2008). 

 

All the aforementioned studies contribute to the growing knowledge of the 

uniqueness of PS and consumer perspective work. A strong theme emerges 

from these studies around the need for a cultural change to occur within the 

mental health system, both in Australia and abroad, to embrace and value PS 

workers. They also strengthen the researcher’s argument that implementing PS 

workers into well-established, non-consumer run mental health services without 

planning, strong leadership or targeted resources may diminish the purpose 

and benefits of the role. 
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Methodology 

Research Design & Theory 

This is an exploratory research project following a qualitative methodology 

informed by the epistemological framework of institutional ethnography. It is 

exploratory due to the scope of a minor thesis and the limited data that was 

available on PS workers in Australia. Exploratory studies are suited to areas 

where little is known about the participants from prior research and when the 

research process develops the aims and direction of the research (Ritchie & 

Lewis, 2003). It was decided from the outset to focus on the PHaMs program to 

provide scope to the research, and the program specified the use of PS 

workers. The research topic fits well with institutional ethnography whereby the 

researcher plays an active part in the research process by selecting 

participants, instructional texts, policies and information to build back into the 

research. Institutional ethnography is a way of looking at the world that places 

the experiences of participants, such as PS workers, at the centre of the 

research, whilst taking into account the institutions and organisational decisions 

that govern and rule their work. The purpose of an institutional ethnography is 

not to produce an account of or from those insider’s perspectives but to 

explicate how the local settings, including local understandings and 

explanations are brought into being (Campbell & Gregor, 2004). Institutional 

ethnography was selected for this study as it aligned with the aims of the 

! !
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research and the ideology that PS work is unique and their voice is largely 

underrepresented. It also allowed the analysis to look beyond the individual’s 

experiences to the organisational and social rules that govern their experiences. 

 

The design of the research was fluid and able to be modified, as new 

information and discourses were uncovered. The research progressed through 

three stages of data collection (see Table 3). The first stage involved semi-

structured, flexible interviews, to gain a broad understanding of PS work within 

the PHaMs setting. This was the initial building block of knowledge for the 

researcher to continue to the main data source, which was the focus group with 

PS workers. Focus groups were chosen as the focal point of the data collection 

to allow interaction to build up ideas and introduce participants to other ways of 

functioning within their roles (Ritchie & Lewis, 2003). A second focus group with 

team leaders aimed to gain an organisational perspective on the areas of 

discussion with the PS workers. Finally, two extra team leaders who were 

identified, during recruitment process, as having unique perspectives also 

participated in individual interviews.  

 

Ethics 

This research was deemed a minimal risk project and was granted ethical 

clearance by the Human Ethics Advisory Group (HEAG) of the University of 

Melbourne. Involvement in this research project was voluntary and each 

participant signed a consent form and was able to withdraw their consent at any 

time. No funding was sought for this research and no external parties outside 
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the University of Melbourne were involved in the research design or process. To 

increase confidentiality, participants in the focus groups were asked to be 

mindful not to share sensitive information afterwards (see Appendix C) and this 

was outlined in the Plain Language Statement given to all potential participants 

(see Appendix D). 

 

Participants 

Fourteen participants formally participated in the research (M = 5, F = 9) from 

two regional Victorian organisations and eight metropolitan Melbourne 

organisations (see Table 3). A total of six semi-structured individual interviews 

were conducted and two focus groups each with four participants. 
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Table 3.  

Demographic Data of Participants 

Stage Participant Position Data Gender EFT Service Type * 

1 PSW Interview Male 1.0 Metro 1 

2 TL Interview Male 1.0 Metro 1 

3 PSW Interview Female 0.5 Regional 1 
1 

4 TL Interview Female 1.0 Regional 1 

5 PSW Focus Group Male 0.6 Metro 2 

6 PSW Focus Group Female 0.6 Metro 2 

7 PSW Focus Group Male 0.6 Metro 3 

8 PSW Focus Group Female 0.8 Metro 4 

9 TL Focus Group Female 1.0 Metro 4 

10 TL Focus Group Female 1.0 Regional 2 

11 TL Focus Group Male 1.0 Metro 5 

2 

12 TL Focus Group Female 1.0 Metro 6 

13 TL Interview Female 1.0 Metro 7 
3 

14 TL Interview Female 1.0 Metro 8 

*The numbers next to the service type represent different organisations. 

 

Data Collection 

Participants were recruited using a publically available document from the 

FaHCSIA website that listed email addresses, site addresses and phone 

numbers of the team leaders from all the PHaMs sites throughout Victoria. 

Emails and letters were sent to all the PHaMs sites in Victoria inviting the team 
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leaders and PS workers to participate, with a copy of the Plain Language 

Statement (see Appendix D). The researcher then followed up with phone calls 

and subsequent emails, to confirm interest in participating in either an individual 

interview or focus group. A total of 40 sites were contacted, of which 10 

declined to participate, and a further 7 did not respond. The reasons given for 

declining participation included that the focus group was too far away to attend, 

there was no PS worker currently employed in their program or the staff were 

too busy. The researcher contacted people to participate in the semi-structured 

individual interviews if both the PS worker and their team leader showed strong 

interest and had been working together for at least six months in PHaMs. Two 

sites where chosen by the researcher for semi-structured individual interviews 

that appeared different in context and experiences. Out of the remaining sites, 

twenty people showed interest in attending a focus group, however several 

people were unable to attend the focus groups due to prior commitments or 

unforeseen circumstances arising on the day. The focus groups were held at 

the University of Melbourne in Carlton. After the focus groups, two team leaders 

(who were unable to attend the focus group) were invited to participate in an 

individual interview due to the researcher identifying them as having unique 

perspectives or circumstances around the PS worker positions. All the 

interviews and the focus groups were voice recorded and the principal 

researcher transcribed all the data. 

 

The researcher also identified informants during the data collection phase, with 

whom field notes were taken from informal discussions. These people included 

managers from organisations with PHaMs, consumer advocates, consumer 
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consultants and also PHaMs PS workers, PHaMs general caseworkers and 

PHaMs team leaders who did not wish to be formally interviewed. This process 

further informed the researcher, expanded the ideas and enhanced the process 

of data collection and analysis. 

 

Data Analysis 

Institutional ethnography does not provide rigid guidelines for data analysis; 

instead it offers a way of filtering and explicating the meaning of the data. The 

three-stage process of data collection allowed for an analytical process to be 

engaged throughout the data collection phase. The initial four interviews gave 

the researcher a platform upon which to formulate questions and a topic guide 

for discussion for the second stage, the focus groups (see Appendix C). A topic 

guide is more flexible than an interview schedule and provides questions and 

statements about the broad topics to be covered but is not necessarily followed 

in the order listed (Ritchie & Lewis, 2003). This also allowed the researcher to 

offer the focus group participants specific examples of other’s experiences to 

create diverse discussions. The final stage of data collection involved two semi-

structured individual interviews with team leaders from two different services. 

These team leaders were identified as having different experiences from the 

other participants. The researcher used the topic guide from the focus groups 

and altered the questions to suit their circumstances. The researcher also used 

these final two interviews as sounding boards for ideas that were raised in the 

team leader focus group to deepen understanding of the data. 
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After transcribing was complete, the interviews and the focus group data were 

read with the question in mind “What does this tell me about how this 

setting/event happens as it does?” (Campbell & Gregor, 2004, p.85). Extracts 

were highlighted, within the PS worker focus group that resounded with the 

researcher with the analytical question in mind. The perspectives of PS workers 

were then compared across the accounts of all the other interviews and the 

team leader focus group. In developing the findings, extracts from the data were 

chosen which held the researcher accountable to the participants’ experiences, 

and provided greater transparency to the researcher’s interpretations.  
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Findings 

Key extracts are presented here as they relate to several topics that were 

prevalent throughout the data including; the PS worker role, level of disclosure, 

qualifications or skills required for the role, extent of recovery of the PS worker, 

the workplace context, FaHCSIA’s role and the influence of the consumer 

movement. The researcher translated some of the key findings from PS workers 

and team leaders into two figures that provide an overall picture of the data. 

Figure 1 represents a continuum that the researcher visualised from PS work 

that is a distinctive and unique role compared to PS work that adopts a similar 

role to that of a general caseworker (see Figure 1). 

 

Figure 1. PS workers’ views and descriptions of their role 

 

! !
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The themes on the left in Figure 1 represented with the darkest bars, show the 

number of participants who enacted a unique role that is more aligned with the 

ideology of PS work. The white bars on the right side of the continuum 

represent the number of participants who enacted a similar role to a general 

caseworker. The grey bars in between represent participants who seemed to 

hold views from both sides of the continuum. 

 

Figure 2 represents a continuum that the researcher visualised between how 

team leaders viewed the PS role as being unique or similar to the general 

caseworker role in their team (see Figure 2). 

 

Figure 2. Team leader’s descriptions and views of their PS worker’s role 

 

The themes on the left in Figure 2 represent the number of team leaders who 

viewed PS work as a unique role, were supportive of flexible hours, openness 

around disclosing and did not require formal qualifications. The white bars on 

the right represent team leaders who viewed the PS worker role as similar to 

the general caseworker role, and required full-time workers with professional 
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qualifications. There is no white bar represented under disclosure, as all the 

team leaders who participated in this study seemed to value disclosure as an 

important part of the PS worker role. The grey bars show the team leaders who 

viewed aspects of each area to be important. It is important to note that 

participants voiced a range of responses, and were not uniformly leaning to one 

side across all themes, thus some PS worker’s roles contained elements of 

uniqueness as well as some aspects of sameness.  

 

The PS Worker Role  

Overall the team leaders in this study seemed to value PS work as a unique 

role compared to the caseworker roles in their teams (see Figure 2). 

Interestingly, the majority of PS workers felt that their roles and tasks were more 

similar to the general caseworkers (see Figure 1). Most of the PS worker 

participants stated they felt like their role was exactly the same as a general 

caseworker.  

“I think for us the role of a peer support worker is not different than a 

support worker… [PS work is] exactly the same.” (Male PS worker, 

FG, p.2). 

One PS worker commented that it was important to her to be treated the same 

by the organisation. 

“We want to be seen as the same, well I want to be seen as the same. 

So if I was asked not to do case notes because of my role I’d feel 

discriminated.” (Female PS worker, FG, p.21). 
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A general consensus was noted across all the participants that the key 

difference between the two roles was the recognition of the PS worker having 

experienced living with a mental illness.  

“The peer support worker has specifically been employed because 

they have had… their own journey around working though their own 

emotional wellbeing and mental health and they have permission… to 

disclose their journey to a client” (Male TL, Interview 2, p.2). 

A PS worker further elaborated on how the role was similar but the disclosure of 

having a mental illness made the work with participants different. 

“I think that it is the same role, exactly the same role, however the 

difference is that we’ve got experiences that we can share and I 

actually think a better understanding of… where they [participants] are 

coming from.” (Female PS worker, Interview 3, p.3). 

This PS worker also noted later on in the interview that her role was unique in 

that it involved educating people in the workplace and challenging community 

perceptions around mental illness. 

 

In regards to the PS workers activities within the team, there were a variety of 

tasks undertaken, such as; promoting PHaMs, sitting in on case reviews to offer 

a consumer perspective, providing community education and recovery 

education to the team, as well as group work and having a caseload. Caseloads 

varied, from some PS workers having no direct one-on-one work whilst others 

had a caseload equivalent to the general caseworkers in their team. One team 

leader, who described spending a lot of time planning the PS worker role, still 

seemed confused at the specific tasks PS workers should do. 



!

!

! !
!

Peer Support in Mental Health 
!

! !
!

44 
!

“The plan was for [PS workers] to have an outreach caseload but in 

fact… there seemed to be a lag time between… new participants… 

being ready to having [sic] recovery discussions… for most people, it 

would take about six months until we knew whether peer support 

would be useful to them… what we’ve done is… people can have an 

outreach worker and a peer support worker and [the] peer support 

worker will work mainly on the development of recovery ideas and 

stories which I know outreach workers are doing as well but that’s 

were I start to… draw things on boards and say ‘well how does it 

differ?’ (Female TL, FG, p.8) 

It is difficult to make a distinction between supporting someone with their daily 

life and with their recovery goals, as they are synonymous to each other.  

 

Due to the variety of tasks and the vastly different implementation of the role 

across PHaMs programs there was considerable ambiguity around the role. The 

differences between programs were described by a PS worker as a lack of 

understanding of the role in general. 

“They don’t know the role themselves… the team leaders or the 

managers, what the role is meant to be. They are hoping you are just 

going to take it on board and do it and so you do, because you’ve got 

no choice, you’re not getting the guidance or direction you need.” 

(Female PS worker, FG, p.5). 

There is also an inherent ambiguity for PS workers who are employed in 

established, non-consumer run services, as their roles can become more like 

caseworkers in a professional setting. 
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Working within organisations that… [have a] clinical type background, 

we are now having to adopt a whole set of reporting and record 

keeping guidelines that, whilst important per say, actually create quite 

a burden that might not be necessary if peer role was actually defined 

a little bit differently rather than de facto [caseworker]… perhaps 

something that [sic] can actually be created in the peer role that is not 

necessarily… moulded into that clinical, or quasi-clinical setting. (Male 

PS worker, FG, p.21) 

To assist in the maintenance of PS ideology within non-consumer run services, 

recovery must remain an important aspect of the role and strong focus of the 

work. 

 

Extent of Recovery 

There was a large discrepancy between the study participants around the 

extent of recovery required to be a PS worker (see Figure 1). Viewing PS as a 

unique role means that the PS worker can still be on their recovery journey and 

utilise their experiences to show the impact of mental illness on a person’s life.  

“I think that you can actually be almost too recovered to be a peer 

worker and organisations that require you to recover in a professional 

capacity… don’t want the peer worker they want the peer worker’s 

partner who happens to have a degree… [with] experience… and if 

you take that image and you present it to a person who is struggling to 

get out of bed… and you say ‘recovery is about being able to work five 

days a week and you’ve done a four year degree and can hold down 

this sort of job’, then that’s just going to be incomprehensible to most 

people so I think it is actually a really important aspect of the peer 
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worker that you are actually on the recovery journey and you are not 

too far distant from the person you are trying to model some hope to.” 

(Male PS worker, FG, p.16). 

One team leader felt that PS workers needed to have distanced themselves 

from their experiences in order to cope with the position.  

“I think you have to be in a certain place within your recovery to really 

be able to sit with… and be present for somebody else who’s 

experiencing some of the things that you’ve experienced or are still 

experiencing… I think that’s a really, really difficult thing to do.” 

(Female TL, Interview 5, p.7). 

Another team leader held the view that: 

“if you’re not kind of far enough down the recovery trail, working with 

people who have a mental health issue is just not a good idea, you 

know it’s just going to trigger your own stuff.” (Female TL, Interview 6, 

p.3). 

Viewing PS work as a similar role with similar demands as a caseworker leads 

to a mindset that a person must be well and recovered in order to hold a full-

time job, with a full caseload to be a successful and productive worker. 

 

Following on from an experience of mental illness and a recovery journey, a PS 

role can be a fulfilling and supportive path back to employment, which can add 

meaning to the person’s experience. 

“I felt like after my own experiences, I had something that could 

probably benefit other people… I guess it would, not only make me 

feel useful, but I kind of felt like then I had a purpose for what I had 

been through… something that changed my life and basically I kind of 
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wanted to share that with other people and also to kind of encourage 

people that it’s not necessarily all gloom and doom and that at the 

other end of things you can recover and become well.” (Female PS 

worker, Interview 3, p.1). 

This PS worker felt the benefits of meaningful employment. However, very few 

benefits for the team or organisation were explicitly stated by the study 

participants. One team leader did recognise a benefit within her team. 

“we were quite fortunate because our peer support worker… was 

really able to kind of voice her opinions and views and challenge the 

team too, just on occasion, around use of language or you know little 

things like that… that seem little but are quite big things.” (Female TL, 

Interview 5, p.6). 

There was a lack of perceived or expressed benefits around the PS worker role 

in the current study. The PS worker role is still new and developing and despite 

the challenges, one team leader reiterated, at least the process of employing 

PS workers has begun. 

“I just see it as a starting point and it’s not perfect but it’s a way of… 

the government saying that we have to do it and so let’s do it… we 

have to work out these teething problems at some time.” (Female TL, 

FG, p.19). 

 

Disclosure 

Identifying as having a lived experience of mental illness within the workplace is 

ideally empowering to the individual and de-stigmatising for colleagues and 

other staff.  
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“I see [PS work] as a great opportunity for people getting power back 

in their life, and role modelling and supporting other people to do the 

same… I think it’s brilliant.” (Female TL, FG, p.19). 

However, many issues arose around disclosure and how it is accepted and 

utilised within PS worker positions. PS workers had a range of experiences from 

not being encouraged to disclose their peer title or experiences of mental illness 

within their workplace to being openly encouraged, viewed an expert on 

recovery and consulted about their knowledge (see Figure 1). The data 

suggests that disclosure is not straightforward for PS workers and knowing 

when, where and how to disclose about their experiences can be challenging.  

 

In particular one PS worker from the focus group described how she applied for 

a PS work position with the assumption that she would be working within a team 

of peer workers. However, once employed, found she was the only one with a 

lived experience and was discouraged from openly speaking about it within the 

workplace. 

“It has been eight months and nobody knows and it’s not that it’s an 

issue for me… but my team leader is quite specific about it not being 

an issue so she is not real keen for it to be addressed, so it’s kept 

quiet. It is very bizarre. It’s very difficult.” (Female PS worker, FG, p.6). 

Similarly another PS worker felt that disclosure was not a large or important part 

of their role. 

“We just sign in our contract that we are required to disclose that we 

have an experience of mental illness, so if someone asked us that, we 

have to say ‘yes’… you sign this piece of paper and then it’s back to 

work.” (Male PS worker, FG, p.2). 
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Conversely other PS workers felt there were no barriers to being open about 

their experiences, but still found it difficult to know how to inform others in the 

workplace about their role. 

“I started as a peer worker but also I didn’t know who knew that I was 

starting as a peer worker, so it was a little bit difficult to find out. But 

there has been no discouragement from identifying myself as the peer 

worker or from openly talking about my experience of mental illness… 

we’ve now just moved into a larger premises and we are sharing our 

whole floor with three other teams so there is almost twice as many 

people… and I wonder if it’s appropriate to say ‘I am the peer worker’.” 

(Male PS worker, FG, p.7). 

 

In contrast to some PS workers experiences, all the team leaders that 

participated in this study agreed that disclosure, to some extent, was an 

important aspect to the role (see Figure 2).  

“We were very upfront in interviews and… advertising about people 

having to have a lived experience and needing to disclose to some 

level… there was flexibility around that and support given to people in 

how they might do that.” (Female TL, FG, p.4). 

Another team leader commented about the importance of openness at her 

service. 

“Our peer support workers have disclosed their lived experience of 

mental illness, it’s very open.” (Female TL, FG, p.5). 

Although openness is important within the workplace, it seemed that some team 

leaders had higher expectations for PS workers to be open and transparent 
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over and above that of a general caseworker or themselves. A team leader 

highlighted his awareness of this issue.  

“most of the time I find [people] are guarded around our [sic] personal 

life and as a peer support worker, it’s out there… for some people… it 

could be fine, but for others, it could be really difficult and challenging 

to talk about their personal experience on a day-to-day basis.” (Male, 

TL, Interview 2, p.4). 

 

Another dimension around disclosing is who the PS worker is expected to talk 

to about their experiences. Some team leaders did not seem to consider the 

cost to PS workers around disclosure and re-telling their recovery stories. For 

example, one team leader described their PS worker going to community 

centres and being available to anybody, as a drop-in type service. 

“He is just available for anybody to talk to where he… shares his 

story… a lot of carers seem to approach him as well as people who 

suspect they might have a mental illness… and we want to bring that 

up to one day a week in different venues across the area.” (Female 

TL, FG, p.7). 

Although a lived experience is an essential part of a PS worker role, there 

seems to be expectations that they will talk about their experiences on demand. 

Another PS worker described being asked to tell her recovery story to the whole 

mental health team. 

“I have been asked to disclose to the broader mental health team and 

just go through my story with them.” (Female PS worker, FG, p.7). 

These experiences test the boundaries of ‘openness’ in which PS workers are 

expected to disclosure to strangers. This places PS workers in a vulnerable 
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position, as they are employed for their lived experience, but may not feel 

comfortable in disclosing, particularly specific details, to some groups. In order 

not to take advantage of PS workers it is critical that they are in control of the 

level of disclosure and are fully agreeable to the situation as well as being 

supported in the process. One team leader commented along these lines.  

“I just kind of said to her that it was her discretion… that there wasn’t 

any pressure to disclose but it was about how comfortable she felt… 

and as she got more familiar with the role I think she got more 

comfortable in saying ‘I’m the peer support worker’ but also I think the 

team helped to facilitate that by… speaking quite openly and being 

quite proud of the fact that we actually have a peer support worker in 

our team who brings a wealth of experience and knowledge to the 

team.” (Female TL, Interview 5, p.2) 

 

These extracts highlight how differently the PS worker roles have been 

implemented, in terms of the acceptance, openness and support given around 

the disclosure of mental illness and willingness to learn from those experiences. 

The insight and learning that occurs through recovering from a mental illness 

should really be the focus of the PS worker role, rather than the disclosure and 

re-telling their experience of mental illness. 

 

Qualifications 

There was a discrepancy between some team leaders and the PS workers who 

participated in this study around the need for professional qualifications (see 
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Figure 2). Several team leaders were adamant that support and caseworker 

roles are difficult and demanding, requiring highly skilled people.  

“You shouldn’t be here if your not qualified, really…the turnover is 

huge… it’s hard enough, whereas if your not… for most of the time, 

well on top of your own [mental health] you shouldn’t be working in the 

field, especially this field.” (Female TL, Interview 6, p.18). 

This team leader held the perspective that asking a non-qualified and 

unexperienced person to do direct work with participants, was setting them up 

for failure.  

“You are kind of setting them up to fail a bit, if they aren’t that 

recovered but you employ them because they have a lived experience 

without qualifications or being well enough.” (Female TL, Interview 6, 

p.19). 

On the other hand some team leaders stated that professional qualifications did 

not necessarily make good workers. Many people who experience mental 

illness may have missed out on a formal and higher education, but it was 

acknowledged that their recovery experiences are much richer, personally and 

in PS work. 

“their personal journey… is very personally rewarding on many other 

levels than a piece of paper and so… I think it’s handy to be exposed 

to that for the role… a personal journey, it’s quite an empowering 

thing.” (Female TL, FG, p.11). 

Another team leader spoke about the need for a cultural shift in accepting a 

recovery journey as equal to qualifications.  

“A mind shift in society that [sic] needs to happen… there is certainly 

value in having formal education and there is also value in life 
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experience and having a recovery from life experiences that can be 

quite debilitating and controlling.” (Male TL, FG, p.19). 

 

A robust discussion emerged in the PS worker focus group around the need for 

qualifications over and above the lived experience. The PS workers shared 

stories about colleagues in their PHaMs teams who were university qualified 

however lacked the social skills and intuition that they saw as necessary to 

general support/casework.  

“We’ve definitely had some workers amongst us… who have done 

their four years of psych… and have no social skills… and they really 

struggle and a lot of the times you would be much better off throwing 

in someone who just had a lived experience, they would get a lot 

further in the type of capacity that you are working with the clients.” 

(Male PS worker, FG, p.19). 

Another PS worker commented during this discussion. 

“[PS work] is instinctive and that’s how you work with the clients, most 

times.” (Female PS worker, FG, p.19). 

One PS worker felt that if all peer workers were required to have professional 

qualifications it would change the role entirely. 

“if we went out and got degrees… we wouldn’t be [peer] workers any 

more we would be nurses or social workers and that might change our 

role or our dynamics with the clients, so it’s a very tricky area.” 

(Female PS worker, FG, p.18) 

This represents PS workers holding up their ‘peer identity’ within the workplace, 

recognising their strengths and realising they do not need to become a 

professional with a degree to perform their role (see Figure 1). 
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Discussion around qualifications also brought up an interesting paradox 

between PS workers wanting to be viewed as equals and professionals in the 

workplace but also needing to be peers with their participants.  

“I feel like [PS work] is not clearly defined. So on the one hand you 

have this tension of wanting to be a professional in a professional 

environment and following the rules… but there is no clear definition 

when you can or how far you can be different to that. So it feels like 

every step of the way you are actually transgressing some border and 

boundary issues.” (Male PS worker, FG, p.4). 

Another PS worker felt discriminated against because she was not being given 

the same tasks as general caseworkers. 

“other general workers… are asked to do things like Basis-32’s and… 

a dual-diagnosis tool and… I don’t have to and that’s because I’m a 

peer worker… it makes me feel like maybe I'm not qualified enough to 

do these things and that is a bit of an issue for me.” (Female PS 

worker, FG, p.10). 

It seems that some organisations value professionalism, which filters down and 

places pressure on the PS workers to adopt a professional identity. One team 

leader commented that professionalism was important in being able to support 

others. 

“you need to match people with professionals, people who are skilled 

up.” (Female, TL, Interview 6, p.18). 

 

It seemed that most team leaders and all the PS workers felt that the personal 

attributes, personality and attitude of the individual were more important for the 
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role than professional qualifications. In the team leader focus group, important 

personal aspects that were discussed included resilience, self-awareness, 

insight, understanding their own limitations, openness, sense of hope and an 

ability to separate others issues from their own. PS workers concentrated more 

on social skills, common sense and ability to relate to people as important for 

the role. Despite the participants viewing personal attributes as being important 

for the success of the role, some PS workers and team leaders mentioned that 

organisations were setting a minimum requirement of Certificate IV in Mental 

Health, as a baseline qualification for all workers.  

 

Overall team leaders seemed to view PS roles quite differently to the PS 

workers, around the attributes or qualifications required for the role. The 

ambiguity around the PS worker role is discussed in the next section, in terms 

of organisational culture, support and expectations placed on PS workers. 

 

Workplace 

Organisational culture plays a large role in the acceptance, integration and 

support of PS workers. In some organisations PS work was accepted as a 

unique role that needs extra support and assistance. 

“we very much promote the uniqueness of what [PS workers] offer to 

the service… as well as [to] the individual teams and we are really 

trying to nurture and groom them in.” (Female TL, FG, p.5). 
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One team leader described doing a crisis plan with each of their PS workers, 

but also acknowledged that all members of her team had individual support 

needs, which she attended to. 

“[PS workers] should have the same rights and level of respect… [but] 

I believe they do need a different level of support... We also did… a 

crisis plan for if they become unwell and… I said to them, you know, 

‘what do you think my role should be in that situation’… Because to 

me it was important that if they were becoming unwell that we start 

something in place immediately to support them getting better again… 

So we had quite a clear plan of what we would do if that were to 

happen.” (Female TL, Interview 4, p.4). 

 

A strong theme came through from team leaders around treating PS workers 

equally. Team leaders spoke about the legal implications of discrimination in the 

workplace if PS workers were being treated differently. An example highlighting 

this point, which most participants spoke about, was the idea of setting up an 

external PS network meeting for PS workers to support each other. 

 “we suggested it happening across PHaMs and there was great 

outcry that then we would be treating them differently if we allowed 

them to have their own [peer meetings].” (Female TL, FG, p.13) 

The study participants were generally in support of an external peer network 

meeting, however some PS workers noted that their team leaders disapproved. 

One team leader felt that peer network meetings was deferring the 

responsibility of organisations to provide adequate support for PS workers. 

“creating a peer support network is great but it’s not kind of fixing the 

problem, that people in peer support worker roles don't feel like they 
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are getting enough support… [then] the organisation doesn’t need to 

take any responsibility, ‘we’ll employ you because you've got a lived 

experience but we’re not going to support you’.” (Female TL, Interview 

6, p.16). 

The reason PS workers wanted to set up a peer network across PHaMs teams 

was because many were the only consumer workers within their organisations, 

which can be very isolating. A team leader noted how important collective 

power is for real consumer participation. 

“they always say if you have boards or anything like that you need to 

have equal numbers… It’s so alienating otherwise, you know, the 

power differential is huge and by [PS workers] going over there and 

doing their networking… I mean what else can they do? What needs 

to happen within those structures so they do get the support they 

need?” (Female, TL, Interview 6, p.16). 

This can create further tension for the PS worker around wanting to fit into the 

service but also having to be different because of their title and expectations to 

share their ‘consumer perspective’. One PS worker commented that having 

other people with a lived experience within the organisation, especially 

management would assist in feeling properly understood and supported. 

“It would be nice to have some management with an experience of 

mental illness… to actually come out and [disclose]… they’re 

expecting us to be consumers and advocates… but if there was one 

or two in each organisation that was bought on quite specifically and 

was happy, like we’re meant to be, to disclose that they’ve had a 

mental illness and they’ve reached this level of management and 
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really to be a support to peer support workers. I think that’s really what 

they need in management.” (Female PS worker, FG, p.11). 

 

Some organisations maintained a culture of openness and acceptance along 

with recognising the support needs of people with a lived experience in the 

workplace. 

“We are about to start up a… kind of forum within the organisation… 

for [mental health workers] who identify as having a lived 

experience… [exploring] what supports would be good to help them, 

kind of, better do their role.” (Female TL, Interview 6, p.5). 

However one PS worker had an experience where he felt the organisational 

culture was not ready to work alongside consumer workers.  

“In that organisation… deep down in my gut, it felt like umm, the 

management wasn’t able to make a distinction between you as a 

worker, being able to develop professional relationships with other 

workers and interacting at a professional level, and you as a 

consumer… I think they almost treated you as a consumer and were 

afraid that you would criticize [the organisation].” (Male PS worker, 

FG, p.12). 

 

Unfortunately, stigma and discrimination around mental illness are still prevalent 

in many ways, across both the health and mental health sectors.  

“I think a lot needs to be done in terms of valuing [consumer 

perspective]. I think some organisations value that, some workers 

value that but not everywhere and there is… still a lot of judgment, still 

a lot of stigma.” (Female TL, Interview 5, p.14). 
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One PS worker felt uncomfortable about their job title as they worried about 

being judged by other professionals outside of their organisation. 

“I’m not actually comfortable with having an ID that says… consumer 

mental health outreach worker… not because I’m uncomfortable 

about disclosing to my colleagues or to… clients but I also have 

professional relationships with other organisations who may not 

understand… and judge me on the title rather than on how I’m 

working” (Male PS worker, FG, p, 8). 

One team leader told a story that highlighted how employing PS workers in 

established services can reduce stigma within the workplace. He described 

starting out as a general caseworker within PHaMs and not realising there was 

a PS worker on his team.  

“one of our staff members at a team meeting… actually disclosed that 

they have [sic] suffered a mental illness umm, which was I suppose, 

[was] quite a shock really… here is this bloke and I’m working along 

side them and… [they] are receiving treatment for it whilst they are 

working in a full-time capacity.” (Male TL, FG, p.2). 

This demonstrates a persisting stereotype that many people still hold, even 

some mental health workers, that people who have experienced mental illness 

cannot achieve some roles in society.  

 

Only one PS worker in this study worked full-time and the other five worked 

part-time (see Figure 1). The full-time PS worker expected to be treated the 

same and to have a full caseload, otherwise he felt he would be letting the team 

down.  
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“When I took the position, I said I’m not different to any of the other 

guys. You know, I don’t do anything different so why should I have 

less clients. That means that they’ve got to have more… if I have two 

less then someone else has got to take on an extra one or an extra 

two, you know, and that is not fair, and I want to be treated as an 

equal.” (Male PS Worker, Interview 1, p.13). 

Some organisations tried to enforce all PS worker positions to be full-time.  

“it was internal [decision]… that the workers needed to be full-time… 

one of the workers has reduced to .8, she requested to cut down by a 

day… there would be some reluctance if they [sic] wanted to reduce 

further.” (Female TL, FG, p.2). 

One organisation requested their PS workers take up full-time employment after 

they went through an internal restructuring. It seemed this decision was due to 

mismanagement, which demonstrated a lack of consultation and collaboration 

with the PS workers. 

“it was really put on us peer workers to change… the team were [sic] 

separated… we were asked to go full-time and what they really should 

have done was changed management then and there. They since 

have and now we have a new team leader but that didn’t happen from 

the start and that sort of affected us more which was quite… tragic.” 

(Female PS worker, FG, p.14). 

Other team leaders recognised the importance of flexibility and negotiation in 

supporting PS workers. For example negotiating the PS worker’s hours.  

“I know that for both of the [peer] workers they wouldn’t have 

wanted… to work full-time and that’s partly because of their other 
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responsibilities and with having a mental illness, for them half-time 

was enough.” (Female TL, Interview 4, p.14)!

PS workers noted that it is important to have the flexibility in the number of work 

hours for their mental health management. Flexibility is also the key to inclusive 

employment practices and reducing the barriers for people seeking to become a 

PS worker. 

“I think requiring someone to work full-time can be quite a significant 

barrier. I actually choose to not work full-time… [and] use those days 

off to enjoy the life that I’ve got and that is a significant part of my 

recovery and… when I was required to work full-time, that was a great 

stressor and that’s the reason I left.” (Male PS worker, FG, p.20) 

Some team leaders described their PS workers as working full-time while most 

were flexible to part-time arrangements (see Figure 2). 

 

Some organisations recruited people with a lived experience but then assigned 

them to the same role as a general caseworker. Two of the PS workers in this 

study who described doing exactly the same tasks as caseworkers, expressed 

feeling directionless. In response to a question about how organisations need to 

change when employing PS workers, one of them commented about this lack of 

purpose. 

“Know why [you are employing PS workers]… think about it… be clear 

about what it is you want the people to do and how you want them to 

be and what you want them to achieve.” (Male PS worker, FG, p.11).  

The other PS worker commented that she felt her organisation only employed 

someone with a peer title because this was a funding requirement. 
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“I mean honestly, some of them try but they’ve got no idea, you’ve got 

to feel a bit sorry for them they are just out of their depth so they can’t 

guide us because they’ve got no idea. That’s why they say ‘oh, we just 

want you to make the role your own’… what they are really saying is ‘I 

have no idea’… ‘We’ve just got this money’.” (Female PS worker, FG, 

p.14). 

This demonstrates a lack of planning around the PS worker role and in 

particular a lack of direction or purpose for the role within the organisation.  

 

FaHCSIA’s role 

The mental health branch within FaHCSIA, developed PHaMs and played a 

large role in the training of organisations and key staff to implement the 

program. They have released several versions of the program guidelines along 

with a resources kit, which are key texts that govern the running of the program. 

There were opposing views from the participants as to whether the guidelines 

should be flexible or more directive, particularly around the PS worker role.  

“I do feel that the guidelines are not clear enough about peer support 

workers and their role.” (Female TL, Interview 4, p.4) 

It was noted by one team leader the lack of specific information around the PS 

worker role, led to the vast differences between services. 

“There was a real lack of anything at the very start… [FaHCSIA] did 

provide more but it was us saying ‘look how differently we are all doing 

it’, you know some people weren’t disclosing at all and weren’t really 

peer support workers, they were outreach workers… Since then 

FaHCSIA has written up role definitions… but I mean [the roles] are 

not very different.” (Female TL, FG, p.18). 
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However another team leader who attended training in Canberra felt well 

equipped in implementing and supervising the role. 

“If I didn’t have that training, I wouldn’t have had any idea really… I 

guess I would have had the guidelines to go by but I think I learnt so 

much more at that training from hearing a team leader get up and 

share her experiences and how she manages the peer support 

worker.” (Female TL, Interview 4, p.5). 

 

The resources kit and the program guidelines, provide background information 

and general recommendations for operating PHaMs, which seem to be 

deliberately flexible to allow services to adapt the program to their local area. 

One team leader noted the importance of flexibility in the guidelines but that it 

also created issues. 

“I like the loose boundaries, it gives us the opportunity to be really 

creative but it also brought a lot of challenges with other colleagues. 

I’ve had two different people say ‘that’s just a joke, that’s not what 

peer support workers are about’… and there was a lot more 

resistance.” (Female TL, FG, p.17). 

This demonstrates that stronger guidelines would give greater legitimacy from 

‘above’, to the PS worker positions and reduce discrepancy within organisations 

about how to implement the roles. PS workers were also seeking more direction 

from FaHCSIA, to really crystallise the purpose of the role. 

“[There is a need for] guidelines nationally and direction, so that we 

are all working along similar principles… [it] would be beneficial, so 

we’ve all got some sort of idea what we’re meant to be doing.” 

(Female PS worker, FG, p.20). 
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However the more specific guidelines become the more irrelevant or 

incompatible they can be for some groups and local areas. It is a difficult task to 

create national guidelines, but the more informed workers are regarding the 

purpose of their program and their individual roles, the greater chance a 

program has of success. 

 

Consumer Movement 

The data highlighted participants’ limited knowledge around the ideology of PS 

and connection with the consumer movement. Most team leaders and PS 

workers overall had not considered a greater purpose, beyond their teams, for 

the PS worker role. However a few team leaders alluded to the ideals of PS and 

the future for PS within the mental health system. The PS workers seemed to 

have little connection with the consumer movement and took their role as an 

individual feat rather than a ‘win’ for consumers. One team leader spoke of her 

frustrations of trying to get their PS workers more engaged with the ideology of 

PS and more involved with the consumer movement. 

“the [PS] role’s really changed over time and I think that the ideas that 

I had through my research… [that] people would have a particular 

focus and a passion for the consumer movement and I felt I was a bit 

naïve in that way… not everyone has that [passion] and not everyone 

has the skills.” (Female TL, FG, p.4). 

There was a shared sense of frustration amongst the team leader focus group 

in trying to devise ways to educate PS workers about the possibilities of their 

role. A couple of team leaders investigated using external supervision to 
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educate their PS workers, as they felt uneasy in providing the information 

themselves. 

“[external supervision for] education about what peer support work can 

be, which I do, but I just feel like sometimes… outside the limit to be 

providing that type of [education].” (Female TL, FG, p.15). 

The other team leader contemplated external supervision with a consumer 

advocate for their PS workers, however their organisation could not provide the 

resources necessary. One team leader hypothesised that PS roles were so new 

that many workers had little experience or knowledge of the consumer 

movement and how it related to consumer perspective work. 

“But I think sometimes it’s about knowledge about what [PS workers] 

could possibly have… You just take what you’re given.” (Female, TL, 

FG, p.15). 

 

When asked about the future of PS work, the majority of responses focussed on 

lifting the profile of PHaMs and the PS worker role. One team leader felt the role 

was more of a stepping-stone into other employment. 

“I suppose I see it as an area where people come from diagnosis, 

‘your on disability pension for the rest of you life, you’ve got no 

hope’… [to] an avenue for people to step out of that… and probably 

then stepping into… regular work… the role is a really nice avenue for 

people to follow their dreams and help other people, so it’s like a 

stepping-stone.” (Female TL, FG, p.19). 

One of the team leaders spoke about PS becoming a more integral part of the 

mental health service system.  
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“I see it as becoming as a part of what we see now as multi-

disciplinary teams you know, the OT, the social worker, psychiatrist, 

psychologist and the person with the lived experience… it needs to 

stand on its own right.” (Male TL, FG, p.20). 

However few of the PS workers seemed to envisage a future for PS work 

beyond their current roles. 

 

The extracts shown in the findings demonstrate a wide range of responses from 

the participants, around their experiences of the PS worker role, the level of 

disclosure, extent of recovery, the need for professional qualifications and 

adopting dominant work practices. Overall the team leaders seemed to value 

PS work as unique, however expectations around disclosure, work hours, work 

tasks and qualifications seemed to be complex issues with little resolution. In 

the next section, the central components running through the findings will be 

explored and analysed within an institutional ethnography lens and related back 

to the literature.  



!

!

! !
!

Peer Support in Mental Health 
!

! !
!

67 
!

 

Discussion 

The findings from the interviews and focus groups provided rich and varied 

views and experiences around the PS worker role. The discussion will bring 

together the direct experiences of the participants with an analysis of the 

ideology of PS, the recovery principles and the consumer movement. It will be 

argued that PS is ideologically unique and integrating PS worker roles into 

established, non-consumer run services requires planning, strong leadership, 

targeted resources and a cultural shift embracing the recovery principles. 

 

Role Ambiguity 

The PS worker roles varied in purpose, scope and tasks and it seems that no 

two programs, in the current study, implemented the role in the same way. 

FaHCSIA acknowledged that much variance and confusion exists around the 

PS worker role across many services (FaHCSIA, 2010b). FaHCSIA clarified the 

role in the most recent program guidelines, making it clear they intended the 

role to be specialised, for workers with a unique set of skills based on their lived 

experience (see Appendix A). Other studies have found a lack of definition 

around PS worker roles, which also created many ambiguities for services and 

workers (Mowbray et al., 1998). 

 

! !
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The organisations that seemed to value the unique perspective of the PS 

worker, also tended towards providing extra resources and support for the role. 

Supervision was recognised as an essential source of support for peers. In 

most agencies peers received supervision, however confusion around the role 

was apparent when supervisors described the support they offered to peers 

(Gates & Akabas, 2007). Some team leaders described treating PS workers 

with equality, however this also meant they didn’t offer or identify different 

support needs, as not to discriminate. However other team leaders openly 

spent extra time supporting PS workers and encouraged extra support systems, 

such as peer network meetings, external supervision or created individual care 

plans. Team leaders have a difficult role of ensuring respect and equality is 

maintained for each team member whilst also balancing individual’s support 

needs. 

 

However, the wide range of implementation strategies used across PHaMs 

programs seems to indicate that there is no shared understanding of PS, 

especially what a paid PS worker position should encompass. The findings 

seem to suggest that PS workers within non-consumer-run services need 

contact with other consumer workers to reduce isolation, feel supported and 

maintain a consumer perspective in their role. There is an inherent ambiguity for 

PS workers who are employed in established, non-consumer run services, as 

their roles can become more like caseworkers in a professional setting (Watson, 

2007). Due to paid PS work being a relatively new and innovative role, 

ambiguity is somewhat inevitable. The confusion can be minimised through 

working collaboratively and openly with PS workers to define and create the 
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roles together. It is clear from the findings that PS workers have insight into the 

role that is different to the team leaders. Consumer workers have invaluable 

knowledge to contribute to mental health services that cannot be overlooked. 

There also needs to be more unified leadership from funding bodies and the 

employers as to the purpose of PS work in established, non-consumer run 

services (Bennetts, 2009; Stewart et al., 2008). 

 

More consumer roles across all levels of mental health organisations would 

assist in creating an accepting culture for both workers and consumers. 

Recognition of the importance of networking between PS workers needs to be 

promoted in the program guidelines to ensure any workers that do not have 

other contact with other peers, have an opportunity to meet PS workers from 

across organisations. The national guidelines could also include 

recommendations about other ways to support PS worker roles, which may 

reduce the fear from organisations about ‘discriminating’ against PS workers if 

offering extra support.  

 

‘Too Recovered’ 

A tension arose in the data around the extent of recovery individual workers 

need to have achieved in order to be able to perform their role and be a 

successful PS worker. Some believed that the closer you are in your recovery 

journey to the participants, a more real and ‘peer’ like relationship develops. 

However others argue that if you are struggling with your own mental health 

issues and you sit with someone else who is unwell, neither will gain any 
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benefit, and the relationship may actually be harmful (Highland Users Group, 

2008). However the ideology of PS is around forming a mutual relationship, 

based on shared experiences, therefore a similar extent of recovery should not 

be immediately discounted. Overall the team leaders did not engage with the 

issue that if you are ‘too recovered’ you are no longer a peer. A balance needs 

to be maintained within the PS worker role, in order to remain a peer worker 

and not become just another professional.  

 

The benefits of employing PS workers who are still on their recovery journey 

within services are that they provide a living example to consumers and carers 

that recovery is possible and maintaining employment is achievable (Gates & 

Akabas, 2007). Sharing the wisdom gained from recovering is valuable in 

reminding staff of the importance of their work and of maintaining a recovery 

focus (Mowbray, et al., 1998). In a system that is largely run from the top down 

by administrators, doctors, and other clinicians, there needs to be a culture shift 

towards recovery-orientated practice and involving people with consumer 

perspectives across all levels of the mental health system (Fisher & 

Chamberlin, 2004). 

 

Disclosure in the Mainstream 

The implementation of PS worker roles into ‘mainstream’ non-consumer-run 

mental health services created many challenges for both the PS workers and 

team leaders. The disclosure of the peer status was found by other studies to 

be a key factor affecting integration into the workplace (Gates & Akabas, 2007). 
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A tension occurs as PS workers are hired because of their lived experience and 

are expected to utilise it in their role however can feel it is too stigmatising to 

reveal their peer status (Gates & Akabas, 2007). 

 

Although openness is important within the workplace, it seemed that some team 

leaders had higher expectations for PS workers to be open and transparent 

over and above that of a general caseworker or themselves. PS workers should 

have full control over when and where they disclose to other people (Gates & 

Akabas, 2007). However some organisations seemed to over emphasise the 

requirement to disclosure along with retelling their recovery story. Depending on 

the situation this could be interpreted as taking advantage of a PS worker, who 

is hired for their lived experience and therefore may feel under pressure to 

consent. This power differential must be acknowledged as well as increasing 

the available supports to PS workers around the issue of disclosure so they 

understand what it will mean to them. Some organisations expectations around 

disclosure, particularly around daily management of their personal issues, seem 

unreasonable. This is especially the case when organisations do not place 

similar expectations on other workers to be equally open around past or present 

personal issues.  

 

The experience of illness alone does not necessarily contribute to the 

competency of any position, even PS workers (Glover & Turner 2008). It is the 

interpretation and learning from those experiences, which move beyond 

diagnosis and the individual experience that creates the expertise of a PS 

worker (Glover & Turner 2008). Therefore asking PS workers to retell their lived 
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experience of mental illness becomes less relevant to their service delivery 

work and the focus shifts to advocacy, education and reducing stigma.  

 

The notion of disclosure of personal struggles is at odds with professional, 

ethical practice around maintaining boundaries (Stewart et al., 2008). This 

dichotomy is not currently acknowledged in the implementation of PS worker 

roles in the PHaMs guidelines or within broader policies. For example, there is 

no code of ethics for consumer workers guiding their decision making around 

disclosure and boundaries (Stewart et al., 2008). 

 

Professionalisation 

Due to the clinical and medical perspective being the dominant, historical 

paradigm in mental health treatment, there are tensions around the legitimacy 

of the consumer perspective. Whilst it is important to have the debate around 

how these perspectives fit together, it is imperative that the consumer 

perspective is not discredited or undermined by this process. This is particularly 

true with the professionalization of PS and consumer roles within established 

services (Davidson et al., 1999; Watson, 2007). If PS work is measured in terms 

of university qualifications, full recovery and extensive work experience then it 

will lead to a diminished value of the role and a move away from the ideological 

stance of PS. It would also be less representative of the range of consumers 

who have a diverse range of backgrounds from all facets of society. It is likely 

that PS workers, if expected to be like professionals, will not be providing a 

unique or alternative service (Watson, 2007). The ideology behind employing 
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PS worker needs to be carefully considered and promoted to prevent consumer 

workers from becoming disconnected to their own values and perspectives 

(Adame & Leitner, 2008; Davidson et al., 1999). However others argue that 

professionalising and formalising PS worker roles, legitimises their place in 

services and adds value to the roles (Trueland, 2007). 

 

There is a tension for organisations that want the benefits of PS workers but 

without acknowledging the changes required to accommodate a PS worker. 

Some organisations seem to only want professional, full-time workers to ensure 

a smooth integration. It is challenging to integrate innovative and new roles that 

demand a cultural shift within the workplace (Mowbray et al., 1998). It requires a 

strategic organisational approach, not a delegation of responsibilities that 

increases pressure on individual PS workers to adapt (Mowbray et al., 1998). 

 

Another theme emerged around PS workers wanting to be viewed as 

professionals whilst maintaining their roles as peers. Whilst it is possible to have 

elements of both, there is somewhat of a contradiction between wanting to fit in 

and be the same, whilst offering something different. Some PS workers felt that 

the organisations that employed them only wanted professional workers, who 

happened to also have an experience of mental illness, rather than someone 

who holds a strong peer identity.  

 

A distinction can usefully be made between professional mental health workers 

with a lived experience and peer workers with a consumer perspective (see 

Appendix A). There needs to be room for both of these roles within the mental 



!

!

! !
!

Peer Support in Mental Health 
!

! !
!

74 
!

health service system (Fisher & Chamberlin, 2004). However there is a need to 

look at where these roles are the most appropriate and how the differences are 

acknowledged. People with a lived experience need to be able to decide how 

they would like to work with their experience and one way they can make that 

decision is though selecting appropriate positions. It is the employer’s role to 

keep this distinction in mind when designing and recruiting for consumer 

perspective roles.  

 

Qualifications & Training 

It was widely acknowledged from both PS workers and team leaders that 

professional qualifications do not necessarily correlate with ability to perform as 

a PHaMs worker. However several organisations have set a minimum standard 

for all workers to have a bachelor’s degree. This relates directly to how the work 

is valued and understood, with some team leaders arguing that general 

casework is a highly skilled and difficult task that requires experience and 

qualifications. A team leader from this study viewed a lived experience as a 

great tool for supporting others however it was only one of the many tools 

required to be a good support worker. However others, particularly PS workers 

seemed to view casework as instinctive and the right attitude and personal 

attributes were more important for the work. Many PS workers also felt that 

professional qualifications could be beneficial to the individual but should not be 

required as this may change the dynamic of the work and relationships that are 

built (Watson, 2007). Many of the participants noted the minimum training for 

mental health workers will soon be a Certificate IV in Mental Health. Therefore 
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PS workers will also be required to gain this qualification by default, rather than 

considering if there would be more appropriate alternatives. Watson (2007) 

noted this trend and argued that it is inappropriate to train PS workers to be 

mental health workers through mainstream training. This is reflected in other 

literature around the need for consumer-led training for consumer perspective 

positions (Bennetts, 2009). Qualifications set the tone for how PS workers are 

received by non-peer staff. Some team leaders and organsations accepted the 

lived experience as comparable to formal credentials. Placing great value on 

the uniqueness of the peer perspective increases the benefits gained from the 

role and the worker (Gates & Akabas, 2007). 

 

Although there is much support for accepting a lived experience as equally 

valuable to professional qualifications, it was noted by a user group in Scotland 

that the skills required to deal with people are the most important aspect of 

mental health work and a lack of such skills could lead to more harm than good 

(Highland Users Group, 2008, p.9).  

“Many of the people who provide care and treatment to us have spent 

years and years learning skills to provide safe and effective treatment. 

Why would people expect that we would have these skills on the basis 

of our past experience and why is there an assumption that we could 

learn them quickly? Maybe some of us may actually damage our 

supportees because we lack the knowledge to help them effectively in 

their recovery journey.” (Highland Users Group, 2008, p.9). 

This is an important statement as it acknowledges that the system may be 

setting PS workers up to fail, if they do not have appropriate training, 
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experience and skills to perform in the role (Highland Users Group, 2008; 

Stewart et al., 2008). There needs to be greater direction around the minimal 

requirements for PS worker roles and other consumer perspective roles, so that 

appropriate training can be developed and provided. This could also assist with 

the integration of PS workers within established organisations. 

 

Stigma & Cultural Change  

The implementation of the PS worker role raises many unresolved issues of 

long-held values and assumed beliefs within mental health services. This 

development indicates how organisations embrace the recovery principles and 

belief in everybody’s ability for recovery from mental illness. This is closely 

related to stigma, which still seems to permeate through the mental health 

system (Davidson et al., 1999; Gates & Akabas, 2007). Cultural change within 

mental health services is seen as a universal issue, when employing PS 

workers into already established non-consumer-run organisations (Mowbray et 

al., 1998). 

 

Openness and flexibility is required when integrating PS workers into 

established mental health services (Mancini & Lawson, 2009). An organisation’s 

ability to adapt its culture to embrace the recovery principles and to be 

supportive and inclusive of PS workers enhances the integration and overall 

quality of the service they can provide (Gates & Akabas, 2007). Infusing the 

mental health workforce with people who are coping successfully with their own 

psychiatric disabilities may not only provide direct effects on the level of 
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individual client outcomes, but may also affect the lingering stigma surrounding 

people with mental illness and lead to a cultural shift (Davidson et al, 1999, 

p.182). Fisher & Chamberlin (2004) argue that without fundamental changes to 

the overall culture of the system, even the most clever funding schemes or 

peer-run services will not be able to function without encountering or leaning 

towards a more traditional, institutional medical model approach.  

 

Unfortunately some PS workers are being treated more like consumers in their 

workplaces, feeling discriminated against and denied access to the resources 

necessary to perform their role (Richard et al., 2009). Such organisations 

demonstrate a culture of devaluing the standpoint of the consumer perspective. 

 

PS workers can be strong role models for consumers (VICSERV, 2008) but also 

for their colleagues in that they are translating the recovery principles into 

practice (Davison et al., 1999; Bradstreet, 2006). Some studies have found that 

employing PS workers actually reduces stigma within the workplace and can 

improve staff attitudes (Davison et al., 1999; Dixon,1997; Gates & Akabas, 

2007). If services are receptive to PS workers then they can also provide a 

great learning opportunity for staff and management in their service delivery 

and views around mental illness (VICSERV, 2008). Creating an organisational 

consensus around the purpose and contributions of specific consumer roles to 

mental health services is crucial to implementing these roles and breaking down 

the stigma (Mowbray et al., 1998) 

!
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Purpose, Direction & Guidance 

Integrating PS into established non-consumer-run services is an important and 

relatively well-researched area. Many studies have similar findings around the 

key to successful integration of PS workers including creating a purpose for the 

role, clear job descriptions, clear guidelines around disclosure and 

confidentiality and training for organisations to understand and adapt to PS 

work (Gates & Akabas, 2007; Richard et al., 2009; Stewart et al., 2008). Despite 

the literature available, it seems that the concept of PS was not substantially 

investigated or researched by FaHCSIA before it was included in the PHaMs 

program. The lack of initial planning has instigated an array of interpretations 

and differences in implementation of the role across sites. As the roles have 

been implemented so differently, it has made collective activities or networking 

for PS workers difficult. The lack of national guidelines around the role, until 

recently, has also contributed to the confusion. The main concern is not that PS 

workers are performing different tasks from program to program, but that their 

overall value and purpose for being in PHaMs teams is not acknowledged, thus 

leaving many PS workers grappling with the role. Although the notion of 

consumer participation has been firmly embedded within mental health policies 

and documents, it has not always been supported by clear guidelines for 

implementation (Stewart et al., 2008). A national vision and action plan are 

required around the development of PS roles as well as other consumer 

perspective roles within mental health services (Bennetts, 2009). Resources for 

a national consumer-run training program would provide the foundations 
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necessary for consumer perspective work and ensure that the ideology is not 

lost within the mainstream services (Meagher, 2002).  

 

A Politicised Future for PS 

The activist voice was very limited in the data; there were few comments about 

workers rights or actively seeking systemic change. Watson (2007) suggests 

that most consumer workers are disconnected from the consumer movement, 

as their workplaces do not require them to be engaged in the movement for 

their role, they are more focussed on integrating them into the services to 

become mental health workers. Another reason may be due to the limited 

history of organised consumer activism in Australia as there has not been a 

similar radical ‘survivor movement’ as in the USA. Thus the communal 

understanding of what being a PS worker is about, and what it represents is not 

in the mindsets of the workers or their team leaders or the broader 

organisations (Watson, 2007). Although the consumer movement is extremely 

important, it seems to be somewhat depoliticised. Leadership has 

predominantly come from policy, which is focussed on collaboration and 

partnership (Lammers & Happell, 2003). However this needs to change, a 

cultural shift needs to acknowledge consumer positions as holding greater 

power and influence to reform and align the mental health system to the 

principles of recovery.  

 

There seemed to be a mixture of opinions around the role in terms of being a 

skilled or unskilled role, being a ‘stepping stone’ to other jobs or valued as a 
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respectful ‘real job’. In some ways, it seems to be about employing consumers 

to be like subaltern workers, ‘domesticating’ or ‘grooming’ them to the 

workplace in how to behave and act. This is distinctly different from viewing the 

role as a highly skilled and employing someone with PS experience who has an 

understanding about how they work and have chosen PS work as a career.  

 

It was difficult for any of the team leaders or PS workers to talk about the future 

of PS. One team leader spoke about developing a more formalised consumer 

workforce whereby peers and consumer workers would become standard 

additions in mental health teams, but aside from that there seemed to be very 

few aspirations. Limited knowledge and research around PS positions in 

Australia exists, which in turn means there is little discussion or shared meaning 

around consumer positions and the workers are unsure of their roles and what 

they could possibly entail. When asked about the future of PS it seemed that a 

more immediate issue was raising the profile and increasing understanding 

around PS work. Other studies of PS workers also revealed they had some 

difficultly identifying perceived benefits of their role to the organisations or 

broader mental health system (Mowbray et al., 1998).  
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Limitations 

Several limitations were identified within the current study. Limitations arose 

around the use of focus groups, as the location deterred some potential 

participants, especially from regional areas. The researcher made considerable 

effort to overcome this issue, however if this were a larger research project, 

more individual interviews would have been conducted to ensure all people who 

showed interest could participate. Focus groups create a space where ideas 

can be shared, however this also can sometimes lead to ‘group think’. The 

researcher observed that participants were self-editing their speech more in the 

focus group setting. Still, a range of diverse and interesting views was 

expressed.  

 

Voice recording was a necessary part of data collection however the researcher 

noted that many participants seemed slightly uncomfortable being recorded. 

After the researcher turned off the voice recorder many of the individual 

interview participants would add extra comments and speak more freely about 

their experiences. The researcher also observed amongst team leaders a 

conscious effort to be ‘politically correct’, using specific terms and always 

appearing sensitive and cautious around the issues and challenges surrounding 

PS work.  

 

It is acknowledged that this thesis was based on interviews with a limited 

number of participants from only one geographical area. Generalisability of the 
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data is not possible, however some of the uncovered ruling relations may be 

transferrable across settings that are wider that the participants’ experiences.  

 

Another limitation is the timing of this research project was undertaken quite 

early in the development of PS worker roles in Australia. Further funding rounds 

were being offered during the research and the previous round 3 funding was 

awarded 12 months prior to this study commencing. Also pilot sites and the 

PHaMs programs allocated the first round of funding were not required to have 

a PS worker. This created a situation whereby not all services had recruited a 

PS worker or the worker had been there for less than six months, which 

excluded them from the stage one interviews. 

 

Organisational policies, procedures, structure and size were not explored in any 

detail and thus could not be referred to in the findings. However it is 

acknowledged that this would play a large part in the PS workers organisational 

experience and as a mediating factor between the national guidelines and the 

local experiences. 

 

Further Research 

As this is an exploratory research study, there are more questions produced 

than are answered. Many areas were not covered by this research including 

diagnoses of PS workers, effectiveness of PS workers, length of employment, 

nor was specific information gathered about the organisations.  
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Future research needs to establish an evidence base demonstrating the 

effectiveness of PS workers around client outcomes and the wider benefits of 

PS worker roles in Australia. Also, the establishment of a consumer workforce 

needs to be examined more closely, in regards to separate union 

representation, specific consumer-led training and defining the range of 

consumer perspective roles. Both these areas of research would provide a solid 

evidence base for funding opportunities for the development of alternative 

consumer-run or peer-run services. 

 

There seems to be no mention in the literature to date of the specific recovery 

experience of a PS worker being similar to the ‘peer’ they are supporting in 

terms of diagnosis and/or service/treatment experiences. This seems to be an 

important aspect of PS if the worker is attempting to connect based on a similar 

experience or shared understanding. An exploratory study could be used to 

investigate the experiences of consumers who have had a PS worker 

supporting them.  

 

Disclosure, extent of recovery and level of qualifications required of the PS 

workers really stood out as complex areas with unresolved tensions. Further 

research into these areas would be most beneficial to tease out the issues more 

closely and carefully. 
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Conclusion 

Specifically, the large-scale funding of PS workers in PHaMs demonstrates the 

government commitment to promoting consumer roles within the mental health 

system. However the implementation of this program was through existing 

‘mainstream’ services, not all specific mental health services and no consumer-

run services. There seems to be a general lack of understanding around the 

importance of PS and limited knowledge to extend the use of PS to align with 

the consumer rights movement. This seems to be largely due to a bureaucratic 

implementation process rather than grassroots consumer movement. 

 

This research set out to explore the organisational experiences as well as the 

benefits and challenges experienced by team leaders and PS workers in 

PHaMs teams in Victoria. The literature reviewed from overseas outlined many 

benefits of the PS worker role, however no confident expressions of benefits 

were identified by the participants at this point. The overall tone of the 

participants was supportive in fostering of the idea of integrating PS into their 

organisations. It was acknowledged by team leaders that this is a starting point 

for PS and all the identified challenges still have time to be improved and 

overcome.  

 

! !
!  Chapter 6 !
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My main argument still stands strong that without thorough planning, strong 

leadership and targeted resources into the training and support of PS workers, 

it will diminish the purpose and benefits of the role. The benefits and potential of 

PS work in the current study are yet to be realised within PHaMs programs as 

the positions are still in their infancy. The workers, management, organisations 

and funding bodies need to invest in more planning, training, support and strong 

leadership to promote cultural change to gain the benefits of the PS worker role 

(Mowbray et al., 1998). PS workers have an important role to play in mental 

health reform by addressing persisting stigma and discrimination and assist in 

the adoption of recovery principles, to move beyond the rhetoric of policy 

documents and into the realm of real change. 
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Appendix A 

FaHCSIA’s peer support worker role guidelines (FaHCSIA, 2010b, p33-34). 
There has been a great deal of confusion around the role of the Peer Support Worker 
in the PHaMs team.  The Peer Support Worker is considered to be a specialist role and 
is not the same as simply a team member that has a lived experience of mental illness.  
Although team members that have experienced mental illness themselves or in their 
family are greatly valued in the PHaMs team, this does not mean they automatically 
have the skills required to be a peer support worker. The Peer Support Worker must 
have lived the experience of mental illness and recovery and be prepared to share their 
story with others, as appropriate.  If they are not yet ready to share their story they 
should not be selected as a peer support worker. 

In PHaMs, the Peer Support Worker engages with participants at a personal level, 
assisting or supporting them through their recovery journey using their own experience 
of mental illness and recovery.  Peer Support Workers know what it is to have a mental 
illness, the difficulties and the challenges to be faced.  They can engage and 
encourage participants in a way that no-one else can because they have lived or 
shared a different but similar experience and learned how to get through it and regain 
control of their life.  They can share their own recovery journey (the ups and the 
downs) and show that recovery is possible.  They can encourage participants to share 
their own stories and experiences, help them to reflect on their progress and provide 
them with hope and optimism for the future.  They may be able to provide practical 
ways to cope or manage difficulties based on their personal experiences. 

The Peer Support Workers role has been designed to focus on: 

• Promoting a team culture where the views and preference of participants, 
family and carers for recovery are recognised, understood, valued and 
respected. 

• Educating the PHaMs team about the personal experience of living with a 
mental illness rather than clinical or text book knowledge of mental illness.  

• Representing the perspective of the participant to the PHaMs team to 
ensure they understand how mental illness affects the participant, their family, 
their life and how they want PHaMs to help them on their recovery journey.  The 
Peer Support Worker may provide support to participants where they are 
unable to clearly explain their thoughts or experiences to another team 
member.  

• Providing support to participants that comes from the perspective of someone 
who has already lived or experienced the recovery journey and can understand, 
support and encourage them.   

• The Peer Support Worker may also take an active role establishing and 
participating in participant support groups. 

Peer Support Workers are an essential part of any PHaMs team and as such should be 
included in all team meetings, participate in any team training, development or planning 
activities, and have access to participant files as necessary for them to perform their 
role.   They should also receive training and support to enable them to successfully 
undertake their role. 

If Peer Support Workers are unable to attend staff meeting due to part time work 
arrangements, FaHCSIA expects that service providers must have in place alternative 
arrangements to ensure that the Peer Support Worker is supported appropriately.
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Appendix B 

Background on the Victorian adult mental health service system 
 
The Victorian public adult mental health system is comprised of 13 metropolitan 
and 8 regional service areas. Each area consists of a number of government 
services and non-government organisations (NGO). The Department of Human 
and Community Services (DHCS) released a document outlining Victoria’s adult 
clinical mental health services, which include acute psychiatric inpatient wards, 
outpatient teams and clinical, community based services such as clinical 
continuing care teams (DHCS, 2006). Government services also include 
community care units (CCU) and secure extended care units (SECU), for 
longer-term residential treatment.  
 
Specialist mental health NGOs have developed alongside the public service 
system and usually have filled important gaps in assisting people to live in the 
community and recover from mental illness (Ronnau, et al., 2008). Although 
many of these NGOs were established as early as 1960s, they only started 
attracting government funding in the late 1980s (Ronnau, et al., 2008). 
Currently, most of these NGOs operate with state and/or federal funding under 
the banner of Psychiatric Disability Rehabilitation and Support Services 
(PDRSS) and are commonly referred to as non-clinical services (Ronnau, et al., 
2008). NGO’s are mostly not-for-profit, independently run organisations, some 
of which are church affiliated, for example, The Salvation Army. The activities of 
PDRSS are varied and can include carer support, personal support, case 
management or information and advocacy, respite, day programs, residential 
programs or home-based outreach (DHCS, 2006). VICSERV is the peak body 
for Victorian PDRSS sector and has provided leadership, training, promotion 
and advocacy for the non-clinical NGO sector. PDRSS have traditionally 
embraced consumer participation at all levels of planning and service delivery 
and working alongside consumers in their recovery (Ronnau, et al., 2008). 
 
Alternative mental health services hold an important place within the current 
system. Consumer-run initiatives provide a range of services including 
alternative healing and support, mutual/peer support groups, advocacy and 
advisory groups, research, consultation and education. Some important 
organisations in this area include GROW, SANE, VMIAC, ARAFEMI and the 
National Mental Health Consumer Network. 
 
Private mental health services are available on a fee-for-service basis and 
include services such as psychology, counselling, social work, case 
management, psychiatry as well as private consultants. 
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Appendix C 
Topic guide for focus groups created by the researcher 
 
This is an example of the topic guide used in the peer support worker focus 
group. The team leader focus group followed a similar format with similar types 
of questions but adapted for the team leader role. The main questions are in 
bold and the sub-questions under are prompts for the researcher. The 
questions were not necessarily asked in order but followed the natural 
progression of the discussion. 
 

FOCUS GROUP WITH PEER SUPPORT WORKERS 
 
Welcome 
 
Consent Forms 
Hand out forms – get signatures 
 

[START RECORDING] 
 
Goal of Focus Group 
The purpose of this focus group is to hear peer support workers views and 
opinions around your role and the development of peer support work in 
Australia. I have conducted two individual interviews with peer support workers 
from two different organisations and have founds some main themes which I 
would like to discuss today. The main questions are on the whiteboard. 
 
Ground Rules 
Confidentiality – respect what other people say and don't discuss specific 

details after the group. I will not put your names to what you say, and will 
not be attributing what you say to your organisation 

Personalise – everything you have to say about your experiences and thoughts 
I value as your personal expertise and I want to encourage diversity. 
Nobody or nothing is perfect so I encourage you to talk freely. 

Recording – I will be transcribing this, which is difficult task. Would be great if 
you can give clear answers with one person talking at a time. Paper in front 
of you, if you think of something to say while someone is talking, jot it down 
so you don’t forget. 

 
1. How do you work with your clients and how might this differ from a 

support worker? Give example. 
a. What specifically do peer support workers bring to the role when 

working with clients? 
 
2. What is the role of a peer support worker?  

a. How does peer support worker contribute to a team?  
b. Do peer support workers have a different role than support 

workers? 
c. What do you think the role should focus on? Case management, 

education, consulting etc? 
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3. Personal recovery of the peer support worker. 
a. Is recovery of the peer support worker vital to the success of the 

role? 
b. What is a good measure of recovery and how does that relate to 

being able to work in the role? 
 
4. How does an organisation need to change when employing peer 

workers?  
a. Is it the organisation or the individual peer worker that makes it 

successful?  
b. What supports does an organisation need to have in place? 
c. Is peer support suitable for all mental health services? 

 
5. Do managers or team leaders need training in what peer support is and 

supporting peer support workers? 
a. In-service training or external training? 
b. Part of the orientation to an organisation? 

 
6. Do peer support workers need qualifications?  

a. Specific training? 
b. What makes a good peer support worker? 

 
7. What is peer support? 

a. How would you like to see peer support in mental health develop 
into the future? 

 
8. Any issues that you feel are associated with peer support? 

a. Barriers for people who are wanting to apply for this type of job? 
b. Improvements do you think could be made to PHaMS, especially 

around peer support positions? 
 
9. Is integrating peer support into mainstream services helpful for 

consumer voice/consumer movement? 
a. How has peer support developed? 
b. Political move to include peer support workers now? 

 
10. Anything we haven’t covered that you feel is important? 
 
11. Do you have any questions of me? 
 
Finish & What Next 
Researcher will write up thesis by end of August, distribute paper when finished 

to all participants – will pass onto FaHCSIA who have indicted interest in 

research, publish as a journal to add to literature around peer support. 
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Appendix D 
Plain Language Statement given to all potential participants. 
 

 
 
 

 
 
 

THE UNIVERSITY OF MELBOURNE 
MELBOURNE SCHOOL OF HEALTH SCIENCES 

 
PLAIN LANGUAGE STATEMENT 

 
Peer Support in Mental Health: An Exploratory Study using PHaMS in 

Victoria 
 

The focus of this study is to collect information from peer support workers and team leaders 

within PHaMS teams to explore how peer support is being implemented and experienced in 

different workplaces in Victoria. The aim of the research is to explore the role of peer support 

workers and their experiences in terms of barriers/issues and strengths/gains of working 

together in a PHaMS team. The experiences of team leaders in PHaMS will be explored in 

relation to implementation and management of peer support workers. The research also seeks 

to examine around how peer support is acknowledged or incorporated into PHaMS programs 

especially in terms of the consumer movement and recovery model. I believe this research is 

important and hope it will enhance knowledge of how paid peer support is being used in an 

Australian context within the field of mental health. 

 

To investigate the aim of the research, individual interviews will be held with a team leader and 

peer support worker from the same team across two different workplaces. Each interview 

should last no longer than 45 minutes. Then two focus groups will be held to talk about themes 

that came up in the individual interviews. The focus groups will last no longer than 60 minutes. 

The first focus group will involve PHaMS peer support workers and discussion will be around: 

their opinions and experiences of working as a peer support worker, their views on the 

development of peer support work in Australia and how they see the peer support model 

influencing their work. The second focus group will involve team leaders and/or managers of 

PHaMS teams and discussion will be around: their experience of managing peer support 

workers, what they see works well and what aspects could be improved and any comments on 

how the peer support model is being acknowledged or incorporated into their program. All 

participants will be voice recorded, with their consent, from which direct transcripts will be made 

by the researcher and then subjected to qualitative analyses. 
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As this research project will collect data from only a small number of participants (between 12 to 

24 people), it may have implications for ensuring complete anonymity to all participants, for 

example, through the use of focus groups. It will be expected that participants will not discuss 

specific personal information or agency information that other participants disclose in the focus 

groups. The researchers will not disclose any identifiable information to any individual, 

government department, agency or organisation under any circumstance (except if necessary 

for duty of care). The data will also be managed with the highest integrity with all names and 

personal information being changed on the original transcripts and kept on a private computer 

that is password protected, also all paper documentation will be kept in a locked filing cabinet. 

All data/transcripts are required by law to be kept for a minimum of five years, which will be 

stored in at the University of Melbourne in a secure manner. In the final report all information will 

be de-identified to maintain confidentiality. 

 

This research project has received clearance by the Human Ethics Advisory Group (HEAG) of 

the University of Melbourne. Involvement in this research project is voluntary and participants 

are free to withdraw consent at any time, and upon request, withdraw any unprocessed data 

previously supplied. If you have any concerns about the conduct of this research project please 

contact the Executive Officer, Human Research Ethics at the University of Melbourne on (03) 

8344 2073 or send them a fax on (03) 9347 6739. 

 

If you agree to participate in this study you will be asked to sign a consent form when you come 

into the interview. It is attached for your viewing to this document. If you would like any more 

information please contact the researchers as listed below. You are most welcome to have a 

copy of the research paper upon completion in mid 2010. All participants will be notified via 

email when the final report is available. 

 

Kind Regards,  

 

Emma Sierakowski 

 

Researchers Role Contact 

Emma Sierakowski Masters of Social Work Student e.sierakowski@pgrad.unimelb.edu.au 
 

Dr. Bridget Hamilton Research Supervisor bh@unimelb.edu.au 
03!8344!9455 
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Appendix E 
VICSERV’s plan to build peer support workforce (VICSERV, 2008, p.37-38) 
 
VICSERV is the peak body for psychiatric disability rehabilitation support 
services (PDRSS) in Victoria, Australia. They submitted a report to the 
government outlining areas of improvement within the mental health system 
that would lead to greater social inclusion for people living with mental illness. 
One of their action points to achieve social inclusion and reform in the mental 
health system included building up the peer support workforce as outlined 
below. 
 
Action 2.2 Building the peer workforce within the PDRSS sector 
There is enormous potential to increase the peer workforce (people living with 
mental illness) in the PDRSS sector in the short-to-medium term. The benefits 
of a strong peer workforce include: 

• Role modeling for consumers – confirmation of aspiration and hope. 
• Provision of ‘safe’ initial employment pathways for people with severe 

mental illness. 
• Better understanding of work environments and practices that are 

supportive of people with severe mental illness. 
• Capture of evidence to challenge perception and stigma. 
• Development of management and support models transferable to the 

broader (community) service sector.  
• Learning for professionals working as colleagues and managers. 

 
In order to achieve this type of workforce expansion, the PDRSS sector requires 
investment to:  

• Support culture change and enhancement 
• Redesign (some) positions and structures 
• Enhance management and supervision skills 
• Foster recruit and support additional peer workers 
• Evaluate effort overtime—share good practice 

 
VICSERV proposes piloting a PDRSS Peer Workforce Initiative in six selected 
sites across Victoria. Pilot sites are intended to reflect diversity within the sector 
and will receive organization development grants (ODG) over a two-year period. 
ODG would be tied to: 

• Specific ‘peer’ employment targets 
• Organisational change and development goals 
• Participation in longer-term evaluation 

 
There needs to be exploration of the issues of peers’ rights to privacy and 
management of disclosure as part of developing and implementing the pilot. 
Evaluation of workplace changes within the pilot sites and the experience of 
peers is seen to be integral to the pilot and a means to promote longer-term 
change across sectors. It is proposed that the pilot be a joint initiative of DHS 
and the Department of Planning and Community Development. There may also 
be potential to seek to Commonwealth contribution. 
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Appendix F 
Collective competencies derived from lived experience (Glover & Turner, 2008). 

 

The following table can be used as a starting guide for including lived expertise 

in organisational workforce development strategies and to demonstrate the 

values encompassed by peer support workers. It can also add accountability to 

peer support within a service delivery context. 

 

Knowledge  Skill/Experience  Values 

Power relationships and 

their impact on 

illness/wellness 

Experience of addressing 

marginalisation and 

discrimination on 

wellness 

Human rights and social justice 

Recovery as a personal 

journey. Recovery as 

recovery based practice 

Self advocacy and 

advocacy on behalf of 

others 

Anti – discrimination 

Social learning, making 

mistakes, taking risks 

Implications of 

professional, community 

and internal stigma 

Working with people 

differently who 

experience crisis, 

including crisis planning 

and advance directives  

A person is ultimately 

responsible for determining and 

driving their recovery process 

rather than the process being 

driven for them 

Construction of 

disability/wellness – social 

model of disability 

Self-assessment  

 

Self management 

Recovery as a process is 

possible - Optimism and hope 

Evidence base for peer 

support 

Resilience – overcoming 

adversity 

Equality and diversity – active 

sense of self 
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Knowledge  Skill/Experience  Values 

Lived experience research 

methodology - narrative 

research, action learning 

and participative research 

Self directed and person 

centred planning 

Choice based upon access to 

information - discovery and 

change 

Dynamics of change 

Frameworks of peer 

support and service 

delivery 

Inclusive communities – 

connectedness 

Research the supports 

recovery 
Use of self as a ‘tool’ 

Connectedness, unspoken 

understanding of the experience 

Recovery based practice 

indictors 

Ability to sit with and be 

with someone in distress 

Attitude of ‘sameness’ within 

diversity 

The language of recovery 

as a process 

Engaging the active 

sense of self 

Having trust and belief in others 

abilities, efforts, and person 

 

 


