Service User Experiences of Peer Suppairt an Adult Community

Mental Health Service An Interpretative Phenomenological Analysis

Louise Marie Mullineaux

2017

Word count: 3, 078

Doctor of Clinical Psycholog

AThis copy of the thesis has been supplied o
understood to recognise that its copyright rests with the author and that use of any information

derived there from must be atcordance with current UK Copyright Law. In addition, any
quotation or extract must include full attri



Thesis Abstract

This thesis exploethe experiences of individuals whovereceived mental health
peer supportPS)within a National Health Service (NHS) adult community mental
health team PSis increasingly popular imental health services in the United
Kingdom;however there is not yea welldeveloped evidence baseitdrature
pertaining to the experiences bbse who receive PS is particulaiiyited, and

therefore researdhas tended to overlook what matters to recipients themselves.

The purpose of the research study was to explore how individuals in receipt of

PSmade sense of their experience, and what fbiend most helpful.

NHS and local ethical approval was grant&er support workers weseked
to suggest potential participants who fulfilled the inclusion criteria. Five participants
were interviewed using opeanded, semstructured interviews. &fbatim transcripts

were analysed using Interpretative Phenomenological Analysis.

Analysis of transcripts resed in 3 supeordinate themesn whicha period of
reflection on identity and relationship preceded a period eéractive, outwardly
observale change The first themepower of relationshipreflectedp ar t i ci pant s 6
experiential accounts offalt sense oémotionalsafety a sense ofqualityanda
feeling ofhope arising out ofthe sharing ofived experience. The second theme,
focus orchange highlighted the importance to participants of a shared commitment to
sustained positive chang@rough advocacy to mental health teams-nobelelling
and the sharing of knowledg&he final themepsychological impactreflected an
increased de® for social connection and contributiomhe findings support the
centrality of relati onshi pothomedelsof ASand er v e |

future serviceevaluations incorporatecipient experience.
2
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Abstract

Peer support interventions are being rolled out across mental health services in the UK.
Although there is preliminary evidence to support the palatability and usefulness of
peer support in mental health, there is not yet a-éalkloped evidence bas€here

IS heterogeneity in how peer support is provided within mental health services, and
debate about the nature of its underlying mechanisms. While peer support initiatives
are increasingly popular, there is limited understanding of how service usskere

and perceive peer support. This qualitative narrative synthesis integrates the findings
from the available qualitative and mixed methods literature to look at how peer support
is perceived and received by service users. It is hoped that this @dllight onwhat

is experienceds useful within peer support by those who receive it, and in doing so

potentially inform future interventions and models.

141 words.



Introduction

Peer Support

Within the UK, mental health services are becoming increasingly recovery
oriented (Department of Health009), and thactive involvement oindividuals with
personakxperience of mental illnessid recoveryo provide interventions to service
users who are at an earlier stage in theirrecoverk nogwe@e assopipart o (P
key part ofthis strategyDavidson, Chinman, Sells & Rowe, 200®eer support (PS)
can take various forms including séklp groups (Hardiman & Segal, 2003; Kennedy
& Humphreys, 1994), clubhouseaddcias, Jackson, Schroeder, & Wang, 1)988d
casual support (Dagson, Chinman, Sells & Rowe, 2006), aradlies interms ofthe
type of support offereflistening, mentoring, education, social and practical support
and how structurethe intervention iswhetheithe support isleliveredindividually or
within a groupsetting and the types of settings in which it occunsgatient units,
out-patient clinicscommunity or homebased interventionsand the service
structures within which it operates (statutory services, voluntary or partnership
organisations).In adlition, those delivering PS, while d&aving in common the
experience of mental illness and using servieasy in terms of the degree of
formalised training they will have undertaken, and whether or not they analfpr

employed angbaid

More formalised programmes of Rfs the typedeliveredin statutory services
by trainedformally paidindividuals employedad peer s u p@RSWjarewor k er
currently well supported in the NHS largely becatisy arecompatible with recent
mental health policy that emphasises-sedihagment and the patient as expert

(Shepherd, Boardman, & Slad®08. Indeed, PSf this typeis cited throughout



many developed natns as desirable best pract{eey., Medicaid, 2007; Mental

Health Commission of Canada, 2016; Mental Health Coordinating Council (Australia),
2011). Furthermorethe formal employment of former service usersR8Wis

supported by an implementation programme that seeks to identify and develop new
roles for thosevith experiential knowledgé B o r k ma n , livetl 8xpesienceo r i
within mental health serviceas opposed to solely professional knowleduel t is

argwed that there are benefits rootly for service users but to staff and to the
organisation via improving organisational cultuaed improving service user

involvement(Repper & Perkins, 20}3

Common toall descriptions oPSis the idea that people who have experienced
mentalhealth difficultiesmayuse theipersonal experiences or-salled6 | i-v e d
experiencéof mental illness to provide support, hope and encouragement to others
going through similadifficulties (Solomon, 2004Davidson et al., 2006)Such
individualsare, it has been argudaktter able to relat® others in a similar situation,
and do sdecaus®f their lived experiencewhichdirectly informs their interactions
with the person they support (MacNeil & Mead, 200Bhas also been argued that
thesharing of livedcexperiencd or 6di scl osur ed)chalsngean i nt e
internalised negative or sedfigmatising beliefs asypothesisedh a recent paper
examining the link between use of mutual help programmes and quality of life
measuresorrigan, Sokol, & Ruscl2013). Beyonddisclosure,iere exists some
consistency within the literature aroutine importance for successful PSepeating
themes of connectednessutualityand rolemodellingbuilt on shared experience
(Repper & Carter, 2011), whildead Hilton & Carter (2001) descrilibe importance
of Aempathic under st andarguiggthatRSslwouldgbe s har e

founded on fimutual respect, shared respol
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be hel pful 0p.135) These Hypothesiset éleenents (may gnéeing
important in terms of developing a descriptive and explanatory moés, afthough

their centrality taa possible®Smechanism is as yet relatively untested.

The EvidenceBase

Literature reviews and metmalyses of peesupport demonstrateow PS
research has developed focusdirgf on the feasibility of employing peers to deliver
support interventions (Davidson et al., 2006), to the broader challenges of
implementation of P®ithin organisations and its benefits (Repper & Cag@éil), to
comparison studies focussing on effectiveness (l-Byans, et al., 2014), to latterly
the shift towards identifying the fAacti v
(Davidson, Belleny, Guy & Miller, 2013. One recent reviewChinman et al., 2094
looked at 20 studies of PS, and evaluated the evidence for outcomes for peers
delivering manualised interventions, peers added to traditional services, and peers
recruited into existing otical roles, and found mixed results, with some studies
reporting peers delivering better outcomes while one study reported a negative
outcome. Comparisons were not straightforward, and there were methodological
difficulties with several of the studieQutcome measures were varied, perhaps
because what to measure remains a source-gbmg debate, which in turn makes the

focus on building a meaningful evidence base complicated.

One early review (SalzeBSheak Liptzin, 2002) called for an appreciatiohat
PSwas sufficiently different from traditional mental health interventions as to require
Auni que appr oaches,andoalldd mmore bystgmatee regearsht u d i ¢
studies and increased use of randomisation and control to achieve thiebtgieg

evi hased b .
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For instance, two recent metaalyses of PS efttiveness studigtloyd-
Evans et al., 2014, Pitt et al., 2018 indicate that PBerforms equitably witmon-
peer social interventionbut neither engaged with the methodological issue whether
randomised control trials are appropriate means of studying what are naturally
heterogeneous and complex psychosocial interventions. Such reviews are influential
howeverto policy and decisiomaking elating to service design and treatment choice
because of their high position in hierarchies of levels of evid@wages & Lewin,
2011) Therefore, in reflecbasgdoni whatel as
recoveryfocussed interventiorsuch asS there exists a clinical argument for
increased plurality in research desigmsddition to a commitment to conceptualising

PS in a meaningful and flexible manner

The i ssue -boafs efidedv iadpepnrcoeac hes al so get s
patiert involvement and choice in mental healitiith the paradigm shift towards
recovery, patients are becoming more involved ipamuction and facilitation of
interventions meaning that over time different conversations may need to emerge
between healthcamrofessionals and their patients reflecting this shifting power
dynamic about treatment, choice and recovery. Issues of mere effectiveness may be
secondary to acceptability and a willingness to try approaches that work in ways that
are more challengingtevaluate.The implementation of PS within mental health
services both in the United Kingdom and abroad (in particular the United States, New
Zealand, Australia and Canada) has been relatiapigl andas Davidson et al.,

(2006 argue has outstrippethe rate at which the evidenbase has expanded.
However, while a lack of evidence could undermine arguments for PS in mental
health, it is important that care is taken to use a balanced range of designs and

methodologies, including qualitative approaghén this way, an evidence base can be

12



built that is more reflective of the complexity of this contextualipsgichesocial

intervention.

Qualitative Reviews ofPeer Support

There are many qualitative studies witRiSeven if these are under
represented in the review literature. Qualitative designs are typically better suited to
exploring the types of complex interpersonal, subjective processes which may
underpin peesupport and can help to increase insight intosdreation in outcomes
across existing studies. It may be that difficult to measure;patesonal elements of
peersupport may be most susceptible to context and variatiomagdherefore
impactvaryingly on later more measurable outcomédsarlier revews such as
Davidsonetabs (1999; 2006) provided wuseful an.
the research base and key issues, although both are now over ten years old. A more
recent qualitative metasummary ofPSresearch (Walker & Bryant, 2013)gsented
summarisedjualitativefindings of 25 studiegmixed-methods and qualitativéjom a
range of perspectivésrganisational, PSW and service uséng} used aange of
analytical methodsHope was cited as a major process outconRR§onsistehwith
the existing literatureandthe review also presented data suggesting that the concept of
Areoadel | i ngd may not ,whchwas aweicome insghtl expe
However, the review waarguablylimited by its synthesismethod Sandelowsk&
Barrosq 2006), whichis designed to put numerical values on qualitative data, but
summarising to this extent results in a loss of data, context and meé&uirigermore,
only four studies directly involved servicesers and so the majority of servicger
related findings presented in the review were in $acondarynterpretationgrom

PSWand clinical staff about service user experienceé®f It is thereforeunknown to

13



what extent their impressions were representative of actual service usesregse

and priorities.

The reasons behind the lack of studies directly involving service users may be
due to difficulties in recruitment, a tendency to carry out studies not requiring lengthy
ethics approval using staff members or because service vseedugtant to engage
with research abol®SWwith whomthey may have developed close relationships.
However, recent health policy has stated
health services would be incomplete without considering the expesiehpeople
who use t he BLoThdrdfbreGichbstacesishould be overcome wherever
possible and a pragmatic determination to develop research programmes involving
service users could indeed be another occupational route to assist redorngnyith

becoming a PSW.

Finally, another limitation of #a Walker and Bryanieview was that the
authos did not overtly engage with the wddhown issues relating to systematic search
strategies and locating qualitative literatuidney dohowever reprt some hand
searching was needed but does not elaborate on how this was carried out. The search
was also carried out on articles up to 2010, and therefore there is an argument that an

updated and methodologically developed replication of this revieues d

This review will aim toprovidean upto-date review of qualitative literature
but with a focus solely othe perspectives aécipients ofPS rather than staff or
PSWs. Given that peer support interventions are provided in heterogeardus
complex contexts, and the mechanism of peer support is likely to be a complex
contextualised interpersonal process, this review will aim to include contextual issues

in order to create more valid understandings of peer support.

14



It is hoped that the réw will provide a useful and complementary
understanding to what is already known ali®8tand will provide a means to
highlight futureavenues ofesearctandthe development of explanatory models that

encompass the experiences of all those involved.

Review question

What do qualitative studies tell us about the active ingredients of PS from the

perspective of the recipients of PS services?

Method

Inclusion criteria

The review focused on adults who received mental health PS in statutory,
voluntary or mixed/partnership settingStudies including recipients with dual
diagnosis were includedypes of studies included were limited to those that used
qualitative methods for data collection and analysis, including mixetthods studies,
and that presented at least some results of analysis in narrative form (e-ger§iost
guotes) on the expences and views of adult recipients of Pi§pes of data
collection methods included verbal interviews, focus groups, oifdree textual
information from surveys and questionnairésticles in which recipient data was

presented as well as data frother perspectives were included.

Mental health PS was defined as any individually delivered intervention
presentedaceto-face by a PSW to a recipient, including emotiopalche
educationalndbr practical supportncludingrecoveryfocussednanualised

interventions. NofEnglish language studies were considered if an English translation

15



was also available, aratticles were not limited by geographical regi@rey

literature was searched.

Exclusion criteria

Studies were excluddfat focusedolelyon other perspectives of the PS
experience, such as services, PSW or cafgtisdies were excluded for settings that
werepurely peefled, or mutuakid organisations such as davpcentres.No group
PS studies were atuded,and sudiesfocussing solely on substanabuse PSvere
alsoexcluded.All other healthrelated non-mentathealth peesupport studiewere

excluded.

SearchStrategy

An initial top-down search was undertaken, followed by an iteratiggpm:
up, hand search. Thaitial searchwas conducted in November 2016, dodused on
articlespublished betweeh990 andheend ofNovember 2016from the following
ortline database<CINAHL Completd EBSCO],AMED, PsychINFO [EBSCO],
PsychArticles (EBSCO), MEDLINEompletgOVID]. The searclstrategyused was
based on thatesigned antly Simpson Barkham, Gilbody & Housg€003)andPitt et
al., (2013)in their Cochrane revieswf serviceusers as providers of care in statutory
mental health settingsising their terms. For exampgeibjectspecificterms e.g.,
(peer or mutual) adj (suppdror counsel or specialist), settingspecific termse.g.,
(exp mental healtservicestcommunity mental healtjy/and populationelevant
terms, e.g., (patient* or client* or user* or service user* or consumer* or mental health
consumer* or survivor* or people* or people with mental illneShis searchwas
combinedwith acomprehensive list of qualitative search tedasigned by

Sandelowski & Barrosd2006 updatedoy the addition of interpretative

16



phenomenological analysis as a qualitative meteod @ . , Acontent anal\

analysis/ or interpretative phenomenol ogi

Figure 1:Search Strategy

S1 MH mental health services+

S2 MHpsychotherapy+

S3 MH psychiatry+

S4 MH psychiatric service+

S5 MH psychiatric units

S6 MH psychiatric nursing+

S7 MH hospitals, psychiatric

S8 MH substance use rehabilitation programs+

S9 MH mental disorders+

S10 MH psychiatric patients+

S1imental* ill* or mental disorder* or mental disease* or mental health* or mental
patient* or mental hospital*

S12 psychiatric ill* or psychiatric disorder* or psychiatric disease* or psychiatric health
psychiatric patient* or psychiatric hospital* psychiatric treatment

S13 chronic* mental* or chronic* psychiatric* or severe*mental* or severe* psychiatric?
serious* mental* or serious* psychiatric*

S14 s1 or s2 or s3 or s4 or s5 or s6 or s7 or s8 or s9 or s10 or s11 or s12 or s13
S15 consumer agbca* or patient advoca*

S16 MH consumer organizations+

S17 MH mental health organizations+

S18 (involv* or inclusion or participati* or collaborati*) and (patient* or inpatient*
or outpatient* or client* or user* or service user* or consumer* or mertiahlth
consumer* or survivor* or people*)

S19 MH peer group

S20(peer or mutual) adj (support* or counsel* or specialjst*

S21 assertive community treatment

S2s15 or s16 or s17 or s18 or s19 or 82821

S23provide* or staff* or employ* or caseanag* or (service* N4 deliver*) or
collaborator* or aide or aides or specialist* or consultant* or personnel
S2A s2 and s3

SB Tl (patient* or inpatient* or outpatient* or client* or user* or service user* or
consumer* or mental health consumer* or

survivor* or people* or people with mental illness) and Tl (provide* or service
provider* or staff* or team* or personnel or

employ* or case manag* or service delivery or collaborat* or aide or aides or
specialist* or consultant* or delivered or operated assisted or led or managed
or conducted or directed or run)

S26 AB (user* N2 provide*) or AB (user* N2 service provide*) or AB (user* N2
staff*) or AB (user* N2 team*) or AB (user* N2 personnel) or AB (user* N2

17



employ*) or AB (user* N2 case managf)AB (user* N2 service delivery) or AB

(user* N2collaborat*) or AB(user* N2 aide) or AB (user* N2 aides) or AB (user* N2
specialist*) or AB (user* N2 consultant*) or AB(user*déflvered) or AB (user*

N2 operated) or AB (user* N2 assisted) or AB (user* N2 led) or AB (user* N2
managed) or AB (user* N2 conducted) or AB (user* N2 directed) or AB (user* N2

run)

SZ AB (consumer*N2 provide*) or AB (consumer*N2 service provide*Bor A
(consumer*N2 staff*) or AB (consumer*N2 team*) or AB (consumer* N2 personnel) or
(consumer* N2 employ*) or AB (consumer* N2 case manag*) or AB (consumer* N2 se
delivery) or AB (consumer* N2 collaborat*) or AB (consumer* N2 aide) or AB (consN@
aides) or AB (consumer* N2 specialist*) or AB (consumer* N2 consultant*) or AB
(consumer* N2 delivered) or AB (consumer* N2 operated) or AB (consumer* N2 assist
AB (consumer* N2 led) or AB (consumer* N2 managed) or AB (consumer* N2 conduct
AB (consumer* N2 directed) or AB (consumer* N2 run)

S&B s24 or s25 or s26r s/

S14 and S27

S28 qualitative studies/

S29 ethnographic research/

S30phenomenological research/

S31grounded theory/

S32 exp qualitative validity

S33purposive sample

S34expobservational method/

S35content analysis/ OR thematic analysis/ OR interpretative phenomenological analy
S36constant comparative method/

S37field studies/

S38theoretical sample/

S39focus groups

S40phenomenology/ OR ethnography/ OR ethnologreslearch/

S41S29 OR S30 OR S31 OR S32 OR S33 OR S34 OR S35 OR S36 OR S37 OR S38
S4Zqualitative or ethnon$ or phenomenol$).tw

S43(grounded theor$ [or stud$ or research]).tw

S44(case stud$.tw)

S45(constant compar$).tw

S46 (purpos$ampl$).tw

S47 (focus group$).tw

S48 (emic or etic or hermeneutic$ or heuristic or semiotics).tw

S49 (data satura$).tw

S50 (participant observ$).tw

S51(Heidegger$ or colaizzi$ or spiegelberg$).tw

S52 yan manen$).tw

S53(merleau ponty$).tw

S54(husserl$or Giorgi$).tw

S5 (lived experience$).tw

S5 (narrative analys$.)

SY (life experience$ or experientialtjv

S (exp cluster sample/)

S60S42 OR S43 OR S44 OR S45 OR S46 OR S47 OR S48 OR S49 OR SSEPORSEL
OR$4 ORH5 OR®B6 ORB7 ORB8 ORHI ORXH0




This searclyielded an initial result of 133&rticles, which was reduced to 373
following application otheadultandEnglishlanguage limiters. Thiwas then
followed by a more iterativdnandsearching approach in which kasticlesidentified
in the first searclvere then used as the basis for finding other relevant studies (some
of which had been identified successfully by the first seaatbig withthei b o t-t o m
up o ap p eferencedearahing ke Sstudiesalreadyknown to the reviewer
through her research netwodn approach known as begicking (FinfgeldConnett
& Johnson, 2013)This part of the search yielded a further 69 articlEsese articles
were then title andbstract reviewed, resulting in a selection of 17 articles identified
as appropriate for wdepth, fultarticle checking, and eight articles for final inclusion

in the review.

As has been discussed previou@yg., Wy Aylward, Roberts & Evans2012
for a review of this issue), using a linear,-tipvn approaclalone,is unlikely to result
in a selection of articles relevant or sufficient foebable qualitative review of the
literature This is due to a range of problemadtsues specific to sedniag qualitative
researchrelated in part to the pluralism in qualitative methods which has been
mirrored by a lack of standardised indexing of qualitative articles within databases. In
addition, the term Aqual it gwithivguaitatves br oa
research so varied that locating relevant literature can pose a significant challenge
(Grant, 2004).Further a substantial amount of qualitative articles employ
idiosyncratic titles (Evans, 2002), often based on direct quotes frdioieants,
which although attractive can complicate retrievAhother challenge, specific to this
review,and reported heri@ detailfor transparencyyasin locatingrelatively rare
serviceuser qualitative data within actes where the emphasis wastbe professional

perspective oS something which necessitatddtailedchecking of articles initially
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rejected.Fi nal |l y, potenti al | y-userpérapectivé data Wiemeu g g e t
located within mixeemethods ppers and not overtly signposted within the articles

themselvesand thus required additional haselarching

Quality appraisal

Structuredappraisal tools in their own right are goarante®f reducedias
during paper selection (Dixewoods et al., 2007), but do form part of an audit trail
that maybe followed by others wishing to evaluate the work, and can provide a helpful
framework forthe reviewer's own thinkingk-or this reviewstudies were critically
appraised for quality using the Critical Appraisal Skills Programme (CASP, 2016).
The CASP tool provides a structured approach to appraising studies and comprises 10
questions; the first two screen out studies lacking any cleaaraihor where
qualitative methodology is inappropriate, while the next eight focus on research
design, recruitment strategy, data collection, researcher reflexivity, ethics, analysis and
the implications of the findings, and value of the research. Fbresestion, there are
three possible responségesy Modanddécand tell§ although no numerical scoring is
provided. Following supervisory discussi@amumerical scoring system was devised
based on the three possible resporsasore of26for a good, clear response, for
instance where authors explicitly described the data collection or analysis method or
engaged transparently with issues of researcher reflexit@jor a weaker response
with fewer details, where for instance analytictihoels were mentioned but not
elaborated or justified; and finally a scored@®for studies in which no information
was provided for that questioiscores for all ten questions were totalled for each
article, with a maximum possible score of(2ppendixA), enablingquality
comparison of the papers to be carried outfanthis information to be incorporated
into the findings of the synthesis.

20



No articles were rejected solely on the basis of a low CASP shardp the
low numbers of articles identified from the seaialn, rathettheir relative meritsvere
appraised criticallyising the CASP criterjalongsidehe degree to which they
representedhe service user perspectioé PS Thelack of literatureincludingservice
user perspectivds of central concerwithin PS researctand by choosing to
undertake a review in this area, even ifdquality studies are included, this issue can

be highlighted
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Figure 2: Search Process fotdentify ing Relevant Papers

Search oDpenGrey.org and
Greylit.org using nofBoolean
simple search terms: Peer/Peer
support/sekhelp/mutualaid

N =20

Handsearching; Use of network
searching (author publication
biographies); Review article
reference checking, including
COCHRANE library.

N =69

N = 1,332 articles identified using the
search strategy (futext search) from
the following databases:

CINAHL complete
AMED

MEDLINE complete
PsycAtrticles
PsycINFO

Exact duplicates only were removed

automatically.

Limiters applied:

Adulthood [1865] & English
language only: N = 415

Exact duplicates removed: ¥

373

N= 457 (373 + (64 handearched) + (20
Grey lit)): Title and Abstract reviewed:

Not mental health peesupport: 293
Not ServiceUser perspective: 5
Research/methodology/protocolstl
Management/Policy/ Professionab6

Child: 8
Book chapterkview: 10
Handidentified duplicates: 27

22
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N = 17: Papers Full Article Check

1

N = 8: Papers for Full article review,
and CASP appraisal

1

N = 8 Papers selected for Qualitative
Synthesis.




Data Extraction

The selectedtrticles were contextually and methodologically heterogeneous,
and varied in their aims and conclusions; differing in the relative emphasis on
evaluation or conceptualisation. In considering how best to extract the data from the
selected articles, thereane three main considerations; firstly that the review
question be held in mind so that the emphasis on identifying service user
perspectives would be retained as the priority; second that the contextual factors of
each study could be systematically reeatdnd separately appraised using the
CASP quality appraisal tool (CASP, 2016nhd three by using a transparent and
systematic process of extraction an fdaud,]
articles through to the extraction and integratiotheffindings(Noyes & Lewin

2011) to support plausibility of the final interpretative phase.

The term fidataodo was taken to mean any
service user experiences within the fAres:
Both direct service user data in the form of quotes, and indirect service user data in
the form ofsummaries of their experience was included, although the former was

prioritised.

A first data extraction form was used to record contextual characteristits suc
as setting, type of PS, data collection and method of analysis,avgleond data
extraction formwas used to record service user quotes and secondary interpretations

referring tothe service user perspective (Appendix B).

SynthesisMethod
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Given that the majority d?Sinterventions in the United Kingdom for mental
health are delivered within mental health settigsnpletehomogeneity in the
chosen studies would have arguably made it easier to synthesise findings across the
studies. Howeear, while thearticles identified through the search stratelggred
similar elements, inevitably there was variatiomaoruitment and sampling methods
(when reported)and arange of peesupport settingsAn approach based on
narrative synthesis wased, which has previously been used in reviews where
contributory studies are heterogeneous in method and cdetgxDay, Jones,
Langner, & Bluebond.angner,2016). In their critical review of methods for
synthesis of qualitative research, Barsitdte and Thomas (2009) discuss a range of
approaches that can be distinguished to the extent that they attempt to aggregate
existing knowledge or create new knowledge through reciprocal translation (Noblit
& Hare, 1988 and by the extent to which they activelngage with heterogeneity
between different studies he level of interpretation versus simple description is a
subjective decision based on the evidence available (amount, quality, range) and the
aim of the review question (aggregative versus theaitging). Therefore, for this
review, it was decided that order to stay closer to the original datal service user
perspectivepredominating themesould beidentifiedwithout an attempt to create a
model of PS Consequentlya method of synthesisas chosepart way betweethe

simply aggregativeand the morénterpretativemethods.

The synthesis comprisedultiple stages Firstly,the chosen articlesere
read and reead repeatedlkeyfindings emergent themes and notes of interest
were recorded using the data extraction foriethodologicallyrelevantfactors
were recordeevhere providedincludingaimsof the studyanalyticmethodsused

researcher contexdervicesetting and sampleharacteristic$o contextualise the
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contributing data, and to enable consideration of quality in determining the relative
contribution offindings to the overall conclusionEmergent themes were noted and
groupedwhere relatednto overarching themed-inally, a narrative summary for

each theme with supporting service user quotes was pregetkd final product of

the synthesis.

Results

Following CASP appraisatompletion of both extraction forms was repeated
for each article, and then a summary table of descriptive characteristics was created
to summarise setting, methods and kiegings (Table 1).A table of themes was
generated to illustrate the strength of these themes based on their prevalence across

the papers, and to highlight disagreement or difference (Table 2).

Characteristics of Selected Studies

Of the selected artiek, fourtook placen the United Stategsiduguet al.,
2015; CabralStrother, Muhr, Sefton, & Savage&@014; Davidson et al., 2001;
Salyers et al., 2009wo in Australia Cawn, Smith & Huntey 2008 Henderson &
Kemp, 2013) one in the United Kingdor(Gillard, Gibson, Holley& Lucock, 2015)
and one in Canad&Vrobleski Walker, & JarusHakak 2015) The number of
service user participants ranged freaven to 49, and only one study provided a
detailed breakdown of ag&idugu et al, 2015)with a reported mean of 47 years.
Of the two studies reporting ethnicif@idugu et al, 2015, Henderson & Kemp,
2013) the majority of participants were wdor Caucasian Gender split was
reported for 92 of the total 148 service user participants, with 59 dgmaaticipants

and 33 males.
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Theselected studiegaried in terms oflata collection methods, methods of
analysis and the range and quality of service user data prosigesedsemt
structuredor openended ointerviews(Cabral et al., 2014; Davidson et al., 2001;
Gidugu et al., 2015; Gillard et al., 2015; Salyers et al., 2009; Wrobleski et al., 2015),
one used #ocus grougLawn et al., 200Bto gather dataFour studies used a
thematic approach to anaiy (Gidugu etal., 2015; Lawn et al., 2008; Henderson &
Kemp, 2013; Salyers et al., 2009), one used content analysis (Wrobleski et al.,
2015),0ne study usda consensus coding approach (Cabral et al., 2014), one used
grounded theory (Gillard et al., 2018)nd one a @momenological approach
(Davidson et al., 2001)The setting of the research studisovariedwidely with
several studies recruiting from multiple settings includitejutory mental health
services, volunty and partnership agencies and pe&ttnergip wherePSWs held
management rolgsee Table 1)No studies presented data frorpiatient peer
support. All peer work was delivered individually, and the majority ®vork was
reported as delivered by trainB&Wwho werealso formallyemployed Onestudy

used a manualised, pedelivered intervention (Salyers et al., 2009).

Synthesis

Emotional, social and practical support(reconnectingopening up new

horizons demonstrating commitmerdping normal things togethgr

Common to all of theselected studies bar one (Wrobleski et al., 2015) was the
importance to service users of having different types of support available to them
from their PSW. Service users valued the emotional support offered from having

someone with them to combat isodetj but also valued the sense of acceptance that
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came from associating with Adédnormal 6 peo,|

et al., 2001, p. 289), such as going out for coffee or accessing local amenities.

Having the emotional support of the PSWem accessing local amenities of re
connecting with former social groups was particularly valued because service users

sometimes lacked the sabnfidence to do this alone.

ARépicks me up so that | get out of the

154).

Népeer support wor ker s éhsaltgdoinggtheve you t}

activitiesofdai |y |l ivingéo (Gillard et al ., 201"

Practical support was highly valued for two reasons; firstly that service users
appreciated having meowetome sy gthe md,e ma wd oc
navigate more successfully than they might do alone, such as accompanying them to
appointments, helping with shopping or facilitating access to social resources.

Secondly, practical, instrumental support was, intarghti seen by service users an
i mportant means by which they could witn:i

acceptance of them:

Al needed the tangi bl e, anasuppbrt,aise.eded t |
And, with her helping me with both of those sitiaas, it took the stress off of me,
wherelcouldf ocus on other things that were i m

448).

One participant describes the value to her of the reliability and commitment her
PSW showed to her by returning repeatedly eviban she, the service user did not

feel well enough to engage:
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ARnShe never | et me goéwhen | couldndét se
goél 6ve never had that many friends tha

2001, p283).

It is possiblehat the practical support offered by PSWs is valued by service
users because it provides a mean by which they can test and appraise their PSW and
decide, at their own pace, if they feel safe enough to continue with the relationship.
The overt demonstrath of commitment through practical support, and going
beyond the usual tasks offeredrmynpeer staff, could therefore act as a buigdi

block towards establishing the relationship.

The Centrality of Relationship (being on a level; credibility through

sharing of lived experience; a sense of safety and genuineness)

Henderson and Kemp (2015) suggest that the benefits of receiving support
may be variable and could be |Iinked to 01
similarity andperceived experience,dluding factor such as gender, age, and
ethnicity. They suggest that the sharing of lived experience may mitigate cultural
differences between pairs of service users and PSWs because it is valued over and
above any cultural differences, thus bringingmsee of credi bi |l ity to

interactions.

Lawn et al (2008) reported that service users felt more trusting of someone who
knew from their own experience what symptoms of mental illness were like, and
appreciated the less formal, roredicalised appexch used by PSWs. Feeling
Asafeo and having a sense of fAcomforto wi

with knowing that they shared similar ex|
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different type of conversation to occur, suggesting an authertticibye interactions

that may be harder to obtain in npeer interactions

AThere i s a mutual understanding. We
psychiatrist where they are |li ke an aut
p. 108).

AfWedre both on medication. Webve both

kind of bonding too.o0o (Davidson et al

Aféand shared a little of her story wi!
comfortable. Um...it made it a lot more comfortable to shmack.lt makes it

mor eémor e Nmegresonall.inical .o (Gidugu et a

Peer Support Worker as a bridge between Service Users and Mental
Health teams(lliness as an asset; advocacy; challenging stigma; educating non

peers; filling thegaps)

The third theme of service users appreciating the bridging role of PSWs between
them and ment al health professionals was
appeared to be both a literal and metaphorical in that some service users perceived a

Afgap of experienceo:

~

Al dondt know the personal hi story of t
have to have with service usersé|[peer wol
t hemselves and are here and iftf@D K &n dfliatr!

et al., 2015, p. 440).
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Table 1. Descriptive characteristicd selected articles

Author/ Sample Setting/Type of Method of Method of Quality Main Findings

Year of publication/ Peer support data collection analysis score

Country

1. Gidugu et 19 Service users Large, noftfor- Semistructured Not explicitly 14 Service users (SU) valdelemonstration
al./2015/ 12 female; mean profit. interviews. stated appears of reliability via practical helpgave a

United States. age 47 years (35
59)

47% white, 2%
African-American
25% Hispanic
5% Native
American

2. Gillard et 18 Service users
al./2015/United No further info.
Kingdom

consistent with
Individual Peer thematic analysis.
Support.

Formal/employed.

10 different settings: Inductive, open Grounded Theory 18

statutory; ended interview; (Strauss & Corbin,
partnership; comparative case  1998); Constant
voluntary. study. Comparison process

(Green &
Not stated; variation Thorogood, 2004).
assumed although
data suggest at least
some were paid,

formalized roles.

sense of peer suppgavorker (PSW)
Afgoi ng basomaSUdole F
confusion and boundary issues wefe
concern. Sharing of lived experientd:)
key to successful relationship and
restoration of humanity via core conditiol
of warmth, empathy and genuineness.
Sharing ofLE associated with SU reports
of normalizationand improved self
esteem.

SU saw metal illnessasassefor work
due to PSW roleprovidedhope[of a
contributingfuture], role-modeled
recovery,andredued [internalized]
stigma SU appreciated having a PSW tc
meet them at the mental health team as
bridgeto health professionals fromhom
SU reported experiencing casoa
inadvertent stigma; a barrier to
engagement.
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Table 1. Descriptive characteristi¢sont.)

Author/ Sample Setting/Type of Method of Method of Quality Main Findings

Year of publication/ Peer support data collection analysis score

Country

3. Cabral et al./2014, 10 service users. Trained PSVE Faceto-face Consensus coding 17 SU reported lived experience was mos

United States 50% female. provided services in  interview. approach. important to theSU-PSWrelationship

No further info. either a residential or PSWs were more concerned with role

supported ambiguity and boundaries than the SU
independent living SU appreciated the unique role of PSW
programme within the team and that they could

educate others about recovery.

4. Wrobleski et al./ Developing a therapeutic alliance and
2015/Canada. 9 service users. Statutory. Peer Semistructured exit Content analysis 20 managing interpersonal boundaries we
No further info. partnership agency. interview. (Hsieh & Shannon, most important to SU. Some SU did nc
Trained, employed. 2005). realize they would hear PSWs story of
Individual peer lived experienceSimilar outcomes for
support; 2 hrs per peer and noipeer conditions.
week for 6 months.
5. Lawnet al/2008/ SU felt PSW¢ had credibility & trust
Australia. 49 service users. Trained, employed.  Phone questionnaire Informed by 13 them due to lived experiencealued
75% female. Individual peer and focus groups. thematic analysis. ther use of noAmedicalized language.
25% of total in 1&5 support SU could discuss things with a PSW
yea old age bracket. A Packages they wouldnodét ffeel
(pilot study) supporto f about with a halth professional
No further inb instrumental and Meeting someone who had been unwe
emotional support: and who was doing well was
8-12 hours over a-2 normalizing improved seH
week period. understanding (reduced sstigma),
Statutory, mental self-belief (empowerment) and belief in
health servie. the potential for recovery (hope). Rele

modelling for recovery.
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Table 1. Descriptive characteristig¢sont.)

Author/ Sample Setting/Type of Method of Method of Quality Main Findings

Year of Peer support data collection analysis score

publication/

Country

6. Hendersor& 9 service userd00%  Formalized. Nominal group Informed by 16 PSW motivated by safe clhahging in a
Kemp2013/ male. Delivered within technique (Delbecq thematic analysis. safe way and by encouragement. Practi

Australia. One indigenous Aiment al heetal,61975)S U6 s support facilitated social engagement an

7. Davidson et al./
2001/United States

8. Salyersetal
2009/United States.

Australian

One Micronesian
Seven Caucasian.
No further info.

7 service users.

Living in the
community.

No further info.

11 service users.

6Just
female.

unde

agenci es 0 prioritized and
f ocused on rankedresponses.
i festyle

Communitybased Semistructured
programme. interviews and focus
groups.

Voluntary; Individual
peer support.

1 PSW, formalized, Semistructured
trained, paid. interviews.
Manualized illness

management recover

at SU home.

Phenomenological
(Giorgi, 1970.
Wertz, 1983).

Informed by
thematic analysis.

17

10

increased awareness of social networks
and community activities. Positive mente
attitude, confidence improved self
management skills.

Demonstration of acceptance and
commitment; valued consistency and
regularity in contact. LE aided acceptan
anda sense of welcoe. SU valued:
transition role of
friendship(s)6; ea
pressure via normalization. Felt less
stigmatized due to LE. Nemental health
bondirg also valued. Role modelling.

SU valued lived experience and the PSV
role model; inspirational and enafllthem
to imagine a brighter future for
themselves. Seeing that someone with i
mental illness could use this experience
get a job gave hope.
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Table 2: Table of themes.

First Emotional, Social | The Centrality of PSW as a bridge | Role-modelling Managing Self-efficacy Mutuality

Author/Year & Practical Relationship between SU and recovery boundaries and taking and
support Show me | can trust ydu MH teams Normalising Thebalancingact chargeof contribution.
Demonstrating consistency; reliability; liness as an asset | through sharing Relationshipanxiety | recovery Wantingto offer
commitnent cor_nmltment. Advocacy lived experience Expectatl_ons_md Handing over the | supportand
Doing normal things | Being on a level _ Challenging stigma, | Hope & Inspiration | Communication reins friendshipto the
together Credibility through sharing | Educating norpeers. | Imagiring Moving away PSW.
Reconnecting of lived experience Filling the gaps alternative futures from illness Reconnecting
Opening up new A sense of safety and identity through
horizons genuineness contribution

Giduguetal. \Y \Y \ \ \ U \

(2015)

Gillard etal. V V V \Y/ U \/ U

(2015)

Cabralet V \V Vv V U U \Y/

al.(2014)

Wrobleskietal. U V U U V U U

(2015)

Lawn etal \Y/ \Y Vv Vv U U U

(2008

Hendersor& \Y V U U U V U

Kemp (2013)

Davidsonetal. V \Y U V U \/ V

(2001)

Salyersetal. \% \% U \% U \% U

(2009)
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Whil e others perceived a PSWdasiegupt ency ¢

case managers or other health professionals who were seen as too busy to be reliable:

fié | gotsomebackup becausehis guy [CaseManagerjw a s doing

not hi nhelpesnmedothatfixedi t(Giduguetal.,2015,p.448).

Thislinks in with thefirst themeof demonstratingrustthroughinstrumental
supportandsuggestshatthatthe advocacyrole performedoy somePSWs may
havebeenof valueto serviceuserswho hadnotreceivedsuchii g ooer vfiom e 0

mentalhealthprofessionalgrior to working with their PSW.

Someserviceusersexpectedo experienceasualor inadvertenstigmafrom
mentalhealthteamsandsomewerereluctantto engagebecausef this andthe

relatedsenseof not beingon a level with their healthprofessional

A é Imeanghe momentyou comethroughthedooryouknowy o u got e
somebody h agbirdgto treatyouwell becausé h e éenthereth e ms el ves é

andtherei s thétstigmayousometimegetasw e | (Gilladd etal, 2015,p. 440).

The PSWwasableto mitigatethis relationshipanxietyfor the serviceuser,andwas
perceivedoy serviceusersasbeingableto challeng stigma(both externaland
internalisedthrougheducatingnentalhealthprofessionalsn nonpeerrolesthat
peoplewith mentalillnesscanbein recoveryandwork (Cabraletal, 2014)
Moreover their mentalilinesswasactivelyanassetindseeinghememployedgave
serviceusersa sensef hopethattheytoo mightbeableto do somethingsimilar

with their lived experience

i éheessencés theamountof hopethatit givesto otherserviceusersthat

f r o mé h thislabelgf serviceuser,you mightonedaybeableto beaservice
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userw o r k e r werehcegllyableto bepartofano r g a n i svaryusejuh é a

andimportants e r v i (Gilkas étal, 2015,p. 440).

Role-modelling recovery(normalising tlrough sharing lived experienchppe

and inspiration;imaginingalternative futures)

Salyerés (2009) study detailed how t h
optimism of theiPSWand the encouragemeheyprovided Seeing thatheyhad
obtained employment gave them hope and motivation especially if they had limited
positive examples of others living well with mental illnessd spoke to a need for

social connection that was not diminished by symptoms of mental illness

fié beforel met him, uméthere was only one

that hadément al il Il nesso (p. 199)

Service users in Gidugu et al§2015)studycommented that seeing that their
PSWhad Adone it oo g aapmcessloermalitatioppidediy theiro u g h
PSWsharing their lived experience. For service users this was valued because it

meantothers felt like thenbut could still live well

f...them just talking about their experiences was more of a help than | can
think a | ot oMma&gihmaea ndh eflyS hebe cdhidd it,ilicanéo i1 f

it, youk n o w2 449).(

Thisrole-modellingfunctionwasevidencedn six studiesandit wasimportantto
serviceuserghattheir PSWs werefurtheraheadn theirrecoverybecauseheycould
in asenseseefor themselvesvhatmight be possiblefor them,furtherdownthe

road andthatbeingin recoverywasanon-goingprocess
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i Ibtoysyou up aswell becausgiou know thatthesepeopleareableto get
onwith theirl i v e stéhaenymé@nagedo dothateventhroughmentalhealth

i s s u éGsll@rdetal., 2015,p. 439)

i S tedpsmemoveonto my nextstageof recovery. | seeherasaperson
who hasreachecdhergoals,butis alsohumanandthingscamecrashingdownon
her,butshewasableto moveon. Sheis agoodrolemo d e(Cabraletal.,2014,p.

108).

Managing boundaries (the balancingact; relationshipanxiety;expectations

andcommunication).

Only two of the selected articles presented boundary issues enea di
concern to service users (Gidugu et al., 2015, Wrobleski et al., 2016jduguet
al., (2015)some service users reported a lack of clarity about the scope of the role,
including the centrality of lived experienc@hissuggested a lack of knowledge
about the role and a poor appreciation of the importance of clear communication

andthe clarification of expectations for service users:

Al didndét really know what kind of pr.

there. Yeah, | ha(p44/p i dea what that was.

Such concerns were not universal ia thidugu et al., (201%tudy becausthere
was wide variation in perceptions of the scope of the solete service users knew
about the role because they knew other service users who had been in a peer
support program, or because they assumedhbable would be similar to
previous mentahealth support type roles they had benefitted from previously

There appeared to be little explicit awareness of the centrality of lived experience
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to the peer role, suggesting poor communication and knowledge within the mental

health team about the peele:

ACould you please, somebody, give me

support personanandcannotd o .p.@&47]).

Wrobleskietabs (2015) study reported servic
the stories of lived experience of thBisWs with oneservice user reportedly
feel i ng Ao padY) hinting at the rdlatively high levels of
communicative skill required for the role, and the importance of timing disclosure
carefully to ascertain if to do so would be helpful for the service user.
Unf ortunately, some service users in this

the match rather t(h6®n t he other way roun

However, some service usersin Giduguétal (2015) study val
PSWdoing more than might usually be expectedause of the feeling of
emotional support thisngendered This finding also related to the first theme in
which some service usevaluedconcrete demonstration of commitmend
acceptancéom theirPSWto build trust and aid the development of the

relationship.

Self-efficacy and taking charge of recoveryhanding over the reins;

moving away from iliness identities)

In four of the selected articles there was evidence from service users
themselves that pesupport was helpfuh promoting a sense of responsibility for
their own recovery Thiseffect appearethter on after thelirectpeer support which
was reported as a facilitating influence on socialaenection and engagement with

meaningful activity
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The importance of being introduced to activities was common to the selected
articles as a means to building confidence and motivation prior to taking on activity

independently:

Afépeer worker motivates me to do thini

confidencms a result of doing sometlbS).ng. 0 ( He

Service usersin Davidsonettas ( 2001) study described th
as a ki nd of281j whicimgver snte gathieréd momentand for one
serviceuserfelilk e t he fAbest anti depk8&)sTEwsnt 0 he ¢
theme linked to the roleodelling effect of withessing another persiomg well

with theirillness, thus challenging internalised preconceptions about what was

achievable for themselves:

AMy partner is mentally 111 ét® an ext

290)

While another service user in this study reported that havittg\ithad taught her

that she was capable of forming friendships despite her iliness:

Al can devoeelionpg amefnrtiad ndy i | | . | found

howyetbutlk now [p29R no (

One serviceuserinGillardet@ls (2015) study descri beq
of theirPSWstepping back (along with other sources of support) as thdfidence
and independence grew and the value of their continued, albeit lessomands

support:

AfRépeer support workers can be the peo|

tostatd oi ng the activities of daily 1livingé,
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youbeause they have to, to |l et you take mo
support worker would really be able to h

felt so overwhel med and this is how | de:

This role of thePSWas facilitaing the transition towards increased self
efficacy was | i kened to a Acoaching rol e
(p- 154) where encouragement combined with challenge was provided. They argued
that this type of support was accepted by servieesusecause of the quality of trust
developed earlier in the relationship, something mediated by the sharing of lived

experience (first from thBSW,and then reciprocally).

Mutuality and contribution (wantingto offer supportandfriendshipto the

PSWi;re-connectinghroughcontribution

As the relationshipvith their PSWdevelopedthe findings of the studies
suggest thatervice users began to make comparisons between themselves and their
peer supportin some cases possibigalising that there were fewer differences than

they had first imagined

~

fiéhe drives and | donodt , and that he

certaint hi ngs that he doesp®8). 6 (Davidson et

This kind of positive yet realigt comparison suggested a growing sense of esteem in

the self, coupled with a realisation that they wanted to gpweething back:

AWe just talk, and just share our sup|]

|l 6m giving some, t ®B,p44Ppck. o0 (Gidugu et

While onlyGidugu et al., (2015) and Davidson et al., (20dld§ctly reported

mutualityin the relationship tiis possible thaPSWservice usemutuality
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generalises ta desire to contribute more broadiyough, for instancesommunity
involvement training to become BRSW(Cabral et al., 2014nd engagement in

meaningful activity with others.

Discussion

For simplicity, the themes are presentedescending order of representation

across the chosen articldmit this is not intendei imply a hierarchy of importance.

The Centrality of Relationship

All eight articles contributed to this theme, anttifngs were
predominantly experientiasuggestinghat service users valdguality of
relationship. Participants felt sadadtrustal their PSW, and described the
experience as more credible, authentic and equal tpe@enrelationshipbecause

of PSW disclosure.

The importance ogéquality and safety irelationship as a basis from which
recovery can begihas previously beettescribed by Repper and Perkins (2003) in
their model of social recovery. They argued that attention should be paid to issues
of power, vulnerability, exposure, dignity and respect, because of their ability to
promote or undermine recoverfaulson et al (1999) described how service
userswhen interviewed about their experiences of working with peer providers,
were more likely to emphasise the experiential nature of the relationship (the
Abei ngdo) compaeredhevli gihngome ld)aahd ons hi ps
therefore the importance of relationship to service users receiving PS has

precedent

Mead et al., (2001) have argued that equality in helping relationships

provides a means for personal growth and mutual support, which may be less
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achievable ware unequal power dynamics undermine the taking up of a more
active role in recoverysomethingassociated with better outcomé&gamy, Bird,

Le Boutillier, Williams, & Slade2011). Moving away from hierarchical power
structures in the PS has previousgen suggested as one way in which the PS
relationship may facilitate recovery (Me&dVacNeil, 2006), and the current
findings suggest that a sense of parity is associated with a feeling of comfort or

safety, which may in turn support the developmenhefRS relationship.

Emotional, Social and Pactical support

Seven articles contributed to this thenfractical, instrumental support
was valued by service users as much as the emotional and social support it
appeared to precedd his suggests that addition to credibilitythrough lived
experienceperceived usefulness and competemnee also valuedby service
users Service users appreciated assistance with practicaldbdkgy living,
because ifreedthemup to engage more actively witeaovery and because it
provided concrete demonstration of commitment and acceptance, which in turn

supported thelevelopmenof the PS relationship

Understandingnental health difficulties in ways that incorporate social as
well as intrapersonal faars isaccepted, and therefoneodels of PS need to give
sufficient recognitiorto the notiorthat some service usarsyvalue practical
helpovercoming such barriers to engagementiereforesome element of
dependencynay be unavoidablespecially in the eher stages of the relationship,
and need not be viewed negativelgdeed,Leamy et al (2011) mapped change
models of recovery to a traiasagnostic model of change (Rahaska &

DiClemente, 1982and suggested that a statamfare dependenéyp. 449)
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precedes intedependency and independence, mirroring the progression from
contemplative to action stages. It lsdsobeen previously argued that models of
recoverythat emphasismdividualistic notions oEmpowerment and indepelence
(Davidson, Harding, & Spaniol, 2005; Slade, 2009) and models of PS that
similarly emphasise control and opportunity (Reppddridge, Gilfoyle, Gillard,
Perkins, & Rennison, 2018)ay simultaneously maintain individualistic models of
mental illnessand may not account for recovery in more collectivist cultures,
where healthy intedependence is the noifbeamy et al., 2011)Repper and

Carter (2011) argue for a model of PS consistent with these findings, comprising
(amongst other elements) shamdaningful activity within aollaborative
relationship It is possible that the findings of this review support an extension of
this idea, in which the saningful activity may be more or less shared according to
the individual nature of the relationshgmd the relative stage of service user

recovery.

Role-modelling Recovery

Six of the eight selected studies provided evidence to support the notion that
PSWs are rolenodels to service users. Service users valued their PSWs as a living
example of living well with mental illnessshich was experienced as normalising
and gave thm hope and motivation for their own futur&€heinstilling of hope and
motivationfor o n eo@rsrecovenby PS,is consistent with existing models of PS,
in which hopemeaningful activity selfefficacy and sefmanagement are key
(Repper & Perkins, 2003; Shephetdal 200§. Theoretically,it is alsoconsistent
withF e st i n g eSodas Cofhdar®sédndl heory, in which he describes how as
humans wemakeuseof informationf o r -i énsperl of v @Mocd n1988gleaned

from othersperceived as similar to us who are further along towards a common goal
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(such as recovery in mental healtiBy working with a PSW w they perceive as
both sufficiently similar anet the same timsufficiently aheadn their recovery
compared to the, the combination of perceived similarity through shared
experiences on the one hand combined wittwardlyobservableigns of recovery
and living well with mental ilinesen the other, together form one potahti

mechanism for change successful PS

The finding that service users recognise their PSW asnmotiels isalso
consistent with existing explanatory models of peer support (Davetsan2012),
although the currerfindingssuggested that rol@odelling may work by facilitating
a kind of imagined recovery, prior to itmmplementationand may again map on to
models of change in which motivation through inspiration can help individuals
progress towards action. This finding parallels the-etiwn process of role
modelling generating hope peer support and recovdry but the novel emphasis
on the servicaiser perspective has highlighted a possible way for this process to be
identified as an outcome of successful peer support, although more research is

clearly needed.

PSW as a bridge betwese MH teams and SU

Half of thestudies presented evidence to suggest that P@Wact as
ambassadorsr advocatsfor service users to mental health teams, and findings
suggestdthat PSWs could helghallenge internalised stigmatising beliefs.

Again, this finding suggests that models of PS need to incorporate a recognition of
the barriers to engagement and recoverydhaboth intapersonal and social in
origin, and thaPSWmay act to improve engagement and eventually social

functioning beause they can span both perspectives, mediate and share
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knowledge This would suggestshat thePSrelationship offers a space within

which learning can occur through the sharing of krexlgle, observation, and

practice, an interpretation consistent withavi@ et al 6és (2001) notii
relationship provides a safe space within which new wellness identities can be

practised.

Models ofrecoverythat posit improved social funotiing (Davidson,
2003) and connectedness (Leamy et al., 2011) aslkepme, may be
understoodis complementary tmodels of PS that link such outcomes with the
earlier acquisition of Astreet smartso (|
experience and modelling. The findirigghis theme suggest that the advocacy
roleis valued andnay have the added benefit of supporting engagement, although

this requires further empirical support.

Self-efficacy and Taking Charge of Recovery

Half of the selected articles coiuted evidence to this them&ervice users
suggested thathallenge is welcome where there has been sufficient time to allow

the PS relationship to establish.

Theimportance of temporality iany PS model is importatd recognise
because the rate of recovery may vaaigtive to the degree of sedfficacy and
reciprocal engagement with mental health teamsongst other factarsSuch an
interpretatiorsuggests that PS programmes should be supported to work flexibly
with individuals in terms olength of interventionand thatmodels of PSnay
benefit fromincorporaing a sense of temporal progression, and an understanding of
the individual nature afecovery (Leamy et al., 2011). Consequeritijyre service

evaluations of P®iill also need to consider where participants are albeg t
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recovery journeyand esure thathe use of outcome maags accounts for such

variability.

Mutuality and Contribution

While only three articles directly mentioned mutuality or reciprocal support,
it is possible again that mutuality is an element of PS that requiresetghegnts to
be firmly established first, such as confidence and trust in théoredhip In the
context of the other findings from this reviewytuality maypotentially ke linked
conceptuallyas one outcome of successfole modelling where sucimodelling
leads to the processes of hope and imagined brighter futures as presented earlier.
Indeed, he studies that evidenced mutuality as a theme, (Gidugu et al., 2015; Cabral
et al., 2014; and Davidson et al., 2001) researched peer support schenmvesehat
well-established Thereforetheymay have provided sufficient time for at least some
service users to experience mutuality within the relationgloipgitudinal studies
focusing on service useerceptions of mutualitygs adevelopmentastageandbr
outcome of successful procesgethin the PS relationshigould be a useful and

interesting adition to current understanding

Managing Boundaries

Finally, just two of the selected articles discussed issues relating to boundary
concern, and represented a rare example of evidemagafive service user
experience in PS in these studidhese negative experiences surfaced due to
what appeared to h@or communication about what the PS role was and was not,
rather than any ovestepping of boundaryRepper & Carter (2011) suggest that
boundary management may also be of concern to organisations in implementing

PS within organisations, although th@ysion of educational programmes about
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PS to both peer and nqeer staff is best practice (Davidson et al., 2012), and
guides are currently available for this purpose (Challis, 2016). While other studies
have argued that without a degree of flexibilihdandividualisation to boundary
setting, it may be more difficult for PS relationships to develop reciprocity and
mutuality (Mead et al., 2001). Clearly there is a balance that needs to be struck to
maintain appropriate flexibility and role creativitythin a framework that

supports ethical practice. Indeed, if improved social functioning is one outcome of
successful PS and recovery, then behaviours associated with therapeutic boundary
flexibility, such as meeting in informal settings (Solomon, 2004q, tae use of a
nonmedicalised language (Mead & MacNeil, 2006), and judicioustsstiosure
(Wrobleski et al., 2015), that may support earlier socialisation within the PS dyad,
may well need recognising as a core element of what makes PS therapeutic and

unique as an intervention.

Robustness of the Synthesis

Strengths. A strength of this review is the inclusion of and focus on
qualitative research, especially where such data was embedded in larger (mixed
methods) studies and was at risk of being ové&ddo The review also provided an
up-to-date review of the literature, including six papers out of a total of eight
publishedsince 2010and in line with the review question focussed on recipient
perspective data, including the use of fpstsonspoken word data wherever
possible The review successfully identified seven themes representing active
ingredients of PS from the perspective of recipients, thus prioritising what matters to

recipientsrather than providers of PS services.
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In addition,the review has given over significant discussion to issues of
methodology because these are seen as integral to conkexteview has aimed for
a balance between aggregative and interpretative elemdmiagmg together
current understandis@f sewrice user experiences of peer suppwftile interpreting
this in the context of existing theorylhis approach has resulted in the production of
a synthesis that is open to appraisal because it has embraced the subjective and
contextual nature of bothetcontributing research and the process of review and

synthesis itself.

Finally, the foregrounding of service user experience has brought some
balance to current understanding of peer support and underlined the importance of
developing both theoreticabnceptualisations and outcome measures that reflect

both the service user experience and what matters to them and what is helpful.

Limitations . Information about sampling, recruitment procedures and
participantsamples wasometimesiinited in the chosen articleand therefore there
is a limit towhichthese can be reported in this reviemformation was also limited
in relation to diagnoses and presenting problems, presumably for reasons of
anonymity,with most papers providingni ni ma | I nf or mbatrayofn s uch
disordere LAwn et akang2008) abfeidti ve and per s
(Davidson et al., 2001), meaning that it is not possibsaydor whom PS werkson
the basis of disordeand therefore ifdiagnosi® i s r el evant to our
what basi s and fNopaperheaphtitiPeBgageavwith ikssed of
researcher reflexivity beyond acknowledgment of when a researcher was also
employed within the peer service involvedhad exprience as a peeand where
thiswasthecase, iconsensus oversighto approach
supervision with nofpeer researchers (e.g., Gidugu et al., 204 oughthe extent
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to which this would have been successful is impossible to kynem that this is not
reported Clearly, more transparent reportingretearchebackgrounds is one way
in which peer support research could address concerns of positivévlyiasvn
position in interpreting the findings &soof relevances aTrainee Clinical
Psychologist within the NH&ith experience of working in adult mental health.
However, | have no prior experience or interest in4se@port prior to undertaking
this review, and have engaged in supervisory discussion throughout the
development of this review to help me remain alert to the potential for bias in my
own interpretationsTo support transparenday relation to potential biag

concerted attempt has been made to provide the readetesithiptive
characteristics odachcontributingarticle, where providedncludinggeographical
location, sample description, setting, type of PS provided, method of data collection,
analysis and main findings (Tableith)summary formo facilitatet he r ewmder 6 s
independenappraisalNonethelessa limitation of the synthesis approaohgeneral

is that the assumptions and methodological limitations, where theyraaigte
carriedforward into the review itself. lurtherrecognition of this limitationgata
extractiontablesare alsancluded(Appendix B)in an attempt t@ontextualise the
conclusions bynaking more explicithe strengths arl@nitations of the contributing
studies While articles with higher CASP scoresmdmore servicaiser quotes
(Gillard et al., 2015; Gidugetal., 2015; Davidson et al., 200d9ntributed
proportionatelymore to the conclusions of this reviéw terms of the number of
times these studies were referendbdh those witlygood CASP scores but relatively
fewer serviceuser quotes ( Wrobleski et al., 2015; Henderson & Kemp, 2013;
Cabral et al., 2014) and more still than the articles withawestCASP scores and

fewestserviceuser quotegLawn et al., 2008; Salyers et &009). Howeverthere
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were stillmethodologicalssues with the most frequently quoted article (Gideigy

al., 2015)in that their study included a variety of settings and did not provide

participant demographic information, which it could be argued therefore impacts on

the generalisability otiis review. Converselgupporing datawas drawn from all

the contributingarticles,notwithstanding he fiwei ghti ngo i n favou
quality onesand it is hoped that this, in combination with the inclusion of contextual
information has resulted, overall, anset ofplausible conclusionthat are located

firmly within the contributing data

A further potential limitatiorwas therelatively high degree of overlagmd
agreemenin what was identified as important to service users across the selected
articles(although there were some inconsistencies in the @getaindooundary
issueswhich as discussedthay have reflected how established the PS programmes
under investigation weye Moreimportantly there were very few negative findings
across the articles suggesting that sampling and recruitment may be problematic with
this populationand that future studies should take care to report researcher
characteristicén relation both to the study designdaPS, and@onsideration should
be given in future resear¢iowto implement designs that facilitate the reporting of

negative experience.

Another limitation is that four of the eight selected articles were from the
USA, or Canada; one was from Aradia and two were from the Uglthough the
secondmost quoted article in the synthesis was ahised study (Gillard et al.,
2015). Local variations in practice and cultural variations in, for instance, the pace
at which relationships usually develop or the language used to talk about experience
may make direct comparisons problematitaddition, there was no research
available on the impact of multiple prejudices on PS relationship development, such
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as ethnity, sexuality or gender. It has been argued that recovery should be
personally defined (Le Boutillier et al., 2011), and therefore awareness of the impact
of issues of difference on the PS relationship needs atterfilmre is therefore a

need for moreervice user perspective research in the United Kingdom so that
recommendations for policy and clinical practice are relevant to local practice.
Furthermore, there was only one article mentioning gender as a factor to consider in
peer relationships, arhile ethnicity was reported in two studies, no studies
investigated the cultural effects of giving and receiving peer support between
different ethnicities; this may be a useful avenue for future research, especially

where services operate in culturaliyetse settings.

Finally, it was unclear to what extent the reported findings in the studies were
active or retrospective and therefore accounts reported closer to their initial

occurrence may differ in quality to those reported more distantly.

Conclusion

A novel synthesis and narrative review of service user experience of PS has
been presented. The findings suppomodel of P$n whichtemporalissues
relating to thedevelopment of the PS relationship angbefsonal recovery are
incorporated, so that desired outcomes such as increasedfisalfy may be
understood to emerge later on in the PS intervention as a function of earlier
processes of supported socialisati@imilarly, the personalised natureazch PS
relationship suggests not only that implementation of organisational frameworks
for PSshould be flexiblebut that PS training and supervision allows for adequate
reflectionto develop PSW selwareness of personal boundary issaedthe

valueof flexibility. Education about PS to ngueer referring staff and recipients
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prior to enrolment is suggested, aupported by the findings dfi¢ review as a

means to support informed consent and t ht

Future resarch has been suggested including longitudinal studies that can
explore the timecourse of PS outcome#lore studies specifically focussed on
service user perspectives woaldobe welcomdo determine to what extent
findings from this perspective map tmorganisational and PSW priorities. Such
priorities are likely to vary with contextual factors, including local population
demographics and local service structures. Therefore, research designs that
consider context and individual experience would gl@ment largescale

controlled studies and provide a useful means of testing emergent models.
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Bridging Section

The empirical studpresented aims taddress théack ofanyUK-based
qualitativestudy of PS focussingolelyon recipienexperiencesas identified by
the systematic narrative review hearticleswithin the systematic reviewere
mostly nonUK-based with recipient dat@mbedded within larger studies
prioritising theorganisational and PSW experienoé®S delivery and
implementationthus inevitablylimiting the attention paid to discussing the
recipient experienceln addition because of the analysis methods usiesljevel
of interpretation waarguablyinsufficiently idiographic in its focysesulting in a
relatively superficiakense of what PS is like, how it is experienced and made

sense of, and what matters to those wheiveat.

The studyalsoprovides an important opportunity sopport the
development ohow PSis conceptualiselly providing a check tdeveloping
models of PSvhichin their early stage$iavearguably not sufficiently considered
the recipient perspective. In addition, it is hoped that it will contritoutefining
implementatiorof PS programmelsy determiningwhat the helpful and unhelpful
components aref PS and to ensure th&iture models reflect all perspectives, and

take into accourbcal context.
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Abstract

Peer supportPS)for individuals experiencing mental health difficultiss
increasingly popular within méal health services, but studies are scarce that focus
solely on service user experiengéis study describeBSdeliveredby employed
Peer Support Workers (PSVéndexplores recipienexperiences and sers&king
Five participants were recruited fraam adult communitynental healtiteamin the
United Kingdom Datawas collected by hilepth,semistructured interviews, and
verbatim transcripts wemnalysedor themes usininterpretativePhenomenological
Analysis (IPA; Smith, Flowers & Larkin, 2009 hree supepordinate themewere
identified; the Power of Relationship, a Focus on Change, and the Psychological
| mpact of Peer Support. The presence of
critical. A period of reflection on identity and relationship preceded a period of
more ative change. The findings support the centrality of relationship over
Ainterventiono, and suggest that future |

user experience.

149 words.
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Introduction

Since 2001, Wited Kingdom (WK) government policy has prioritised
recoveryfocused models of care in mental health with policies emphasising the
importance of occupation, stable housing and social inclusiepgimenbf
Health 2001 Department of Health 2009, Department of Healt,220 The
employment of former service users as peer support workers (PSW) is a core part of
this strategy and is supported by an implementation programme that seeks to identify
and develop new rolegithin mental health servicdsr thosewith experiential
knowledge(Borkman, 1976pr filived experienceéof mental healthsuch as PSWs

and course facilitators in Recovery Colleges (ImRoc, 2013).

Peersupport (PS) can take various forms including-Belp groups
(Hardiman & Segal, 2003; Kennedy & Humphreys, 1994), clubhol4asids,
Jackson, Schroeder, & Wang, 1998nd casual support (Davidson, Chinman, Sells
& Rowe, 2006)and in terms of what idelivered as an intervention, can vary from
emotional and pctical support to manualised interventions based on cognitive
behavioural therapy (CBT) principles, and can be delivered on an individual or
group basis. P8an also vary in terms of settingitivsome forms of PS delivered
within statutory mental health services, while otA&rprogrammes operate within
voluntary or partnership organisationbhis paper will focus on the type of PS
currently being introducednd developewithin the NationaHealth Service (NHS)
in the WK, wherepaid, trainedPSW are increasinglprmally employedwithin
Adult CommunityMentalHealthTeams(CMHT) to deliverfaceto-face,recovery

oriented interventionsndividually, to people with mental health difficulties
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Peer support in mental health has been-dedicribed in previous research
(see Reppeand Carter (2011) for a useful overview), and is based on the principle
that those who have experienced mental iliness and found a way through it are well
placed to provide support, advice and encouragement to others experiencing mental
health difficulties and who have further to go in their recovekead, Hilton and
Curtis (2001) describe the i mportance in
shared experienceo, and argues that it s
shared responsibilityaral s har ed agreement of patidsat wi |

(p. 135).

However, while such definitions are appealing in their simplicity, evaluation
of PS has been less straightforward with mixed or inconclusive relslalysli{Evans,
et al., 2014 possilly suggesting an underlying complexity, as has been indicated in
studies of other psychosocial interventions (Ruggeri, et al., 2012), along with a need
to develop clearer mechanistic models of PS prior to conducting more meaningful
evaluationgSolomon, 204). Indeed, models to this point have tended to be
hypothetical and theoretical, rather than empirically based. The development of a
coherent model of PS that could be implemented and empirically tested could lead to
further refinements of the model aaldo guide the training and supervision of

PSWs.

Suchmodels of PS have begun to emerge recently, such as Gillard, Gibson,
Hol l ey & Lucockds (2015), which,avchs pr es:
placedbuilding trusting relationships based oveld experiencasthe primary
underpinning mechanism féne effectiveness of P hemodelwas however partly

speculative and wasdsobased on findings from a diverse range of peer support
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programmes potentially reducing its validity. The authors themselves called for
more research to clarify the role of lived experience in a less varied range of settings
acknowledging the importance of making sense of peer support as a contextualised

psyclo-social intervention.

While mechanistic models of PS may be currently wagseloped, it is
accepted that PS requires, by definition, lived experience. However, it is unclear
how lived experience is shared, experienced and used by peer support veortters
therefore its mechanism of impact on recovery requires further clarifichiaeed
disclosure within the context of the peer support relationship may be qualitatively
different to that which occurs within ngueer therapeutic relationships (Hernygett
Currier, Berman& Levitt, 2014); this is currently not well understoddne
possibility is thasharing in the lived experience of a PSW challenges internalised
negative or seltigmatising beliefs for service users, as identified in a recent paper
examining the link between use of mutual help programmes and quality of life
measures (Corrigan, Sokol, & Risch, 2013). Equally, demonstrating that recovery is
possible could lead to a sense of optimism and a belief that the individual can make
changes te@reate an alternative future. IndeBe&pper and Perkins (2003) suggest

Ahope, control/ agency and opportunityo

While theoretical understanding of peer support is progressing, along with a
growing acceptance thatdividuals with experience of mental health difficulties can
contribute positively to improving mental health services, the perspective of service
users who receive PS is undepresented in the literaturdloreover, current
modelsof PSthat are based arrganisational or PSW experieralene, risk

overlookng what matters to service users themselvidsere is no published
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research on individual peer support, in the UK, that has been designed to focus solely
on how service users have received and expegikthe intervention. Such studies

are essential in supporting the development of PS both theoretically, but also in
refining implementation by working out what the helpful and unhelpful components
are, and to ensure that models reflect all perspectawelsgconsider local context.

Finally, it is essential that all stakeholder viewpoints are represented because such

views have a wider impact on the development and organisation of services.

Another important issue effecting PS is timthe United Kingogm, CMHT
have over recent yearbad to operate under increasing financ@istraint andas a
result,t here has been a risk that PS progr amn
(Vestal, 2013) Demonstrating effectiveness, irrespective of cost, hasftirerbeen
growing in importance.However, as has been arguagshing toevaluae before
there is sufficient theoretical understandiigls being counteproductive to the on
going positive development of PS hilé research is egoing to develop such
modelsfrom which more meaningful evaluations can be desigméslvital that all
stakeholders are represented because what is seen as successful to one may not

necessarily reflect the experience of the other.

Therefore, the research question forphesent study, which
examined PS provided by trained, employed PSW withirbddEed CMHTsaskae,
A ldw do service users experience and make sense of working watrSupport
Worker? dnterpretative Phenomenological Analy@BA; Smith, Flowers &
Larkin, 2009)has been selected as the most appropriate method of analysis because

of its dual f@us on individual experience and wider theoretical interpretation, which
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makes it ideal for research aiming to contribute to the development of models of PS

that incorporate service user experience.

Method

Design

A qualitative, idiographic approach was dseith a small, purposive sample
relatively homogenous in terms of agmgation and gender Semistructured,
audiorecorded interviews were conducted to generate rich, detailed accounts, and

transcripts were analysed using IPA (Snatfal.,2009).

All procedures contributing to this study complied with the ethical standards
of the relevanhational and institutional committees on human experimentation and
with the Helsinki DeclaratiofWorld Medical Association, 2013)NHS ethical
approval, local NHS R&D approval and Host University (University of East Anglia,
UK) approval was sought andtained (IRAS study reference number: East

Midlands Research Ethics Committee: Ref: 16/EM/0109).

Materials

A semistructured interview schedule was developed with the intention of
eliciting detailed responses from participants about their experie@eesstions
were operended and facilitated the movement from description to interpretation of
experience t o more reflective responses (e. g.
your PSW?06 to O6How did hearing their stol
The schedule functioned as a guide only; and interviews followed the personal
interests of the participantsci@edule development was discussed and reviewed at
the study proposal stage by internal review at the host institution, and by a-service
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user pael within the host NHS Trust, and was subsequently amended for content

and clarity. A copy of the schedule is included in the AppeAippendix Q.

Participants
Five service users, four female, one male, were interviewed (four at home,
one at cliniclandwere selected based tire followingpre-specified inclusion

criteria

1 Have received a minimum of six hoursindividual, faceto-facePS, within
thepast 12 months;
Be at least 18 years old

1 Be well enough to participate, as agreed bypmticipant and by their Care
Coordinator/Lead Health Professional;

1 Be willing to be interviewedand
1 HaveEnglish as a first language
Potential paticipantswere also subject to tHellowing exclusion criteria:
1 Not beexperiencing active psychosis, delusions or mania
1 Not have a diagnosis ah autism spectrum condition.

Theapproximatenedian age, basedpna r t i c i -pepontedagerangee | f
was 42 yearsNo psychiatric diagnoses were specified in the selection criteria,
although participants spontaneously reported a wide range of mood and-anxiety
related difficultiesjncluding depression, psychosagoraphobia and generalised
anxiety. Participants alsbad a mixturef outpatient and irpatient experiences
prior to their current status as outpatients or recently discharged. The participants all
described themselves as o6white Boouri ti sho,
lived inarural locationand one in aurban area.The type of PS received varied
and was not manualised; and comprisedalsupport in the form chccompanying
on trips out of the home, informaimotional and practical support, and simple

interventionsaimed at reducing subjective anxistych as graded exposure
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structured activity schedulirend psycheeducation about mental illnegs! were
parents or grandparents, and one was in employntahtya were in training with a
view to becoming peer support workers at some stage. All participants were well
enough to participate at the time of recruitment, to provide consent and be
interviewed All participants were recruited from the same senaoepsswo

different teams Two participans worked with the same PSW_Laur ao and
i G e mm&Reciuitment was facilitated by Peer Support Workers who were
familiarised with the study and asked to approach any service users that fulfilled the
criteria with an information pack. Individuals were then asked to make contact with
the first author to discuss patrticipation. Written, informed consent was obtained
prior to interview. All participants were asked to suggest a pseudonym and provide

demographic information to help contextualise the sample (Table 1).

Table 1. Sample characteristics

Identifier  Age Location  Length of Time in Previoushelp
PS services

Brian 51-65 Rural 6-9 3-5years Psychiatry, nursing.
months

Gemma 3550 Urban 6-9 1+ year Not answered
months

Laura 3550 Rural 6-9 6+ years CBT, groups,
months nursing,

counselling.

Melissa 1834 Rural 3-6 1+ year Psychiatry, nursing.
months

Tina 3550 Rural 9-12 6+ years  Psychiatry, nursing,
months psychology.

* All names provided are pseudonyms to protect participant anonymity
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Interview Procedure

Participants were told that the interviews would be ataed and later
transcribed. It was explained that transcripts would be analysed for themes to help
develop an understanding of experiences of peer support from a service user
perspective. Partipants varied in their ability to spontaneously offer rich
descriptions of their experiences, biltreported that they had found it a positive
experience and were pleased to have had the opportunity to look back on and make

sense of their experiences.

Analysis

Following research group discussion, IPA was selected as the method of
analysis due to this particular way in which its approach facilitates an understanding
of phenomena that is both idiographitd contextualising, something which was felt
to be particularly appropriate to the aims of this study in terms of developing an
understanding of individual experiences of a contextualised;petsonal
psychosocial intervention such as RBA aims to prbe how individuals make
sense, in their own terms, of lived experience, through the production of
linguistically and interpretatively rich contextualised accounts. The idiosyncratic,
experiential personal perspective of each participant is developadtiroretative
accounts that strive to retain a balance between individual accounts andadndgrer
grouplevel themes through a creative, hermeneutic approach to interpretative
analysis. Epistemologically, the approach sits part way between realist and
constructivist positions beginning with the phenomenological and moving to the
interpretative. While on the one hand it is rooted in the idiographic, it openly

acknowl edges that since parti cinmbmt sb
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then IPA aamlytic process makes sense of this fosler sensenaking; a process

referred to as the Adouble hermeneuti co

The general approach for IPA analysis described by Smith €2@09) was
followed. Descriptive, linguisti@and conceptual codes were identified within each
transcript by the first author. Trustworthiness, and fidelity to the IPA method, was
enhanced by supervisory discussions, and the involvement of the supervisory panel
at group coding sessions. Once theesodere generated, the author sorted these
into super and subrdinate themes, through another iterative and interpretative
processthe process of whicand the emergent thematic structure was discussed
with the supervisory panel, again to ensure trugtvirmessand fidelitywithin the

approach

Results

Three superordinate themes emerged from the analytic process. The first
t heme, MRPbweroné$hipo is principally expei
oftennonv er bal , o6 f dtlhasétreessiplee meqn,cedl i ved exper
subtle but power f ul presandead semasdef olft s
flexible boundaroesdonaté€E€héheemeonad skpewus
different, more actiowrientated sense the first and illustrates the importance of
6doingb6 to the participantso6-tdremeriendPs W
as inter mbodpiearfyrébom adnodi nbg t oget her 6. The
0 P s y ¢ h dnhpoaganddailrors the morerefe ct i ve part of the p
accounts as they begin to look to future and past, both reflecting on experience and
imagining possible futures. It hasthree4uh e mes, Oper spective cf

symptoms6, Oexploration offr owe |laldnveesrss iitdyedn.!
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final theme there was a growing sense of-getfeptance and a readiness to move
forwards and move on from the 6ment al pal
socially-orientated self, combined with an increased sense of a tiesinatribute
accompanied by an increased sense of compassion for self and others.

All the subthemes are grounded in the individual accounts, and so through
their analysis and development it has been possible to provide a strong sense of what
mattered tdhe participants in working with PSWs and how their understandings of
their experiences developed. A detailed examination of the themes is presented
below along with supporting verbatim extracts taken directly from the interview

transcripts.

lTranscription note: The convention 6é 06 is wused to il
piece of texhas been omitted | | emphases in italics are participants?d
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Figure 1. Hierarchy of supeordinate and ordinate themes.

The Peer Support

Experience
Power of Focus on Psychological
Relationship Change — Impact
Lived experience —  PSW asntermediary Perspective
as asubtle but change to
powerful presence symptoms
. Hope in doing together
A felt sense of Exploration of
empathy wellnessidentities
A sense of safety Progression and g
in flexible desire to
boundaries. contribuie

Theme 1: The Power of Relationship

Lived experience aa subtle but powerful presencell participants described a

positive relationship with their PSW, and related this to knowing that their PSW had
experienced or was still experiencing mental health difficulties. The impact of lived
experience was mosvident in the earlier stages of the relationship and acted as a
Ashoutd to trust, and to confidence in tfF
PSW disclosure varied in timingpntent and style, but all participants portrayed a

sense that the seod felt tailored to their needs, even though these needs were not
necessarily overtly discussed. This provided a strong sense of the experience of

receiving disclosure as intuitively yet skilfully delivered, such that participants felt
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that the shared fais of the work remained on them. The lived experience was
described as a crucial part of the success of the relationship by all participants; and
was described as levelling, cathartic and normalising, in the sengaittcpants

experienced an internal shift because they suddenly no longer felt aldhtkeliasa

explained:
Mel i ssa: ALi ke youdre not the only ont
feel more ... I dunno just gustthimk ma l [ |

cos | spent so long trying to cover up how I felt. Normal just means it's ok to

|l i ke f eel how | do someti mes. O

One participant, Gemma, knew | ittle in t|
was what she had wanted; she just needed to Kmatvthe lived experience was

there. As their relationship developed, based on the trust that the implicit lived
experiencgrovidedsmallama nt s of her P SWordyatst ory emer
moments that were relevant to her own experiences and at a poinbthdtbe

directly wuseful to her. This exampl e col
approach and the sense that flexibility and Hprsonal sensitivity may be relevant

skills.

Anot her participant, Laur aettingltees cr i bed
rememberingé that her PSW had been throui
account, she made sense of this as positive and welcome, because it meant that
perhaps others could not always see her difficulties elggestingense of
intemalised shame about her own mental health symptomat ofiirers might not

see her symptonmattered to her because as she reflected on her peer support

2 All names used hereiare pseudonyms chosen to protect participant anonymity.
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experience, she described the internal struggle she had faced between reconciling

two personalidentéi s, t hat of oOprofessional é and 0O
identify positively with her PSW on several levels: most important to her was that

she was professional, competent and had lived experience, possibly suggesting that

her PSW took on a rold smentor or rolemodel to her:

Laura: AShe seaeeomyeuvwiniye,érwiat h ywhat she
that she doesndét just seem | i ke a per:
[ €] shebs, shebdébs been there herself b
really good approach and knowl edge. 0

Melissa, who described herself as shy and someone who previously had never
spoken about her mental health difficulties, experienced a strong sense of

Apermi ssion to talko in her BRBSWO6s conf i di

A Felt Sense of EmpathyAll the participants described their relationship with their

PSW using language (both verbal and+verbal) that gave a strong sense of an
embodied, felt response on hearing their
physi ol ogical s ens®&SWforthé fashtimé asde listenedrtoe et i n

her explain the PSW role and its relation to lived experience:

Brian: A[é] so she explained and as s
inside, Isuppose, like the sun coming up because it was totally diffesoant
anything else[ é] . It was totally different, it

relaxed straighh way . 0

Brian also commented on a sense of warmth as a feeling that for him came from a

sense of genuineness to his PSWb6s styl e
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Brian: nThere nggas tdhat' s why | say it
growing warmth. [PSW] treated me, you know, | like to be treated as a
person. [é] she wasn't sort of oh Bri;

There was no artifice with her, absol i

Thefour other participants also reported experiencing a physical sense of relief,
again a kind of relaxation and easing of pressure, this time for not having to

explain how they felt because their PSW had lived experience:

Tina: iNo, you don't all the timgjou know when you do meet new people

you go through the same old thing [ ol

Interviewer Oh t hat sounds tiring!o

Ti na: ilt i s You f eel |l i ke a cracked

Similarly, Laura talked of a felt sense of relief in beimglerstood based in the

grounding quality of both partners having lived experience:

L a u rSatherefationshipt hat we have got wedve got
[ yeah] because | 6m aware of all these

dondét harvikealtios ebce ivte i s sort of here [p

A sense of safety indxible boundaries The experiential quality of the
participant éds ac c oun-theneamwhichraluparicipanist h t he
talked at length about how important managingnalamy was to them in maintaining

a sense of intepersonal security. All participants talked about the PSW relationship

as not like a friendship but more than a professional relationship. Their accounts

suggest that sharing of lived experience, and fadaimental health disclosures,
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combined with nofverbal aspects of communication resulted in instants of felt

connection, which they described as a deep sense of trust and safety.

Tina: né whereas itodés not | ikmee a friei
step further i f you know what | mean |
chall enging to have friendships [€é] b

understands what it's like to go through what you're going through. That you
dondét feel thanhdbbrgenfofhatfeé that m

got to ask would you Iike to come for

Gemma described how humour was an important facet of their relationship
and an example of a flexible yet boundaried dynamic. Wihdg both enjoyed the
humour, it was understood that her PSW did not let her use it to avoid challenge;

giving a sense of flexible yet firmly present boundary:

Gemma: ABut she understands, a | ot of
my family she notices she knows that my humour is a bit of a cover up sometimes
[ i hat actually O6yes it is funny but ri gl
reassuring hat she understands me that well ? |
I'm like let'sget you home in the warm and I'll say that to [PSW] as if I'm her carer
[laughs] so wéhave a little laugh but that we're doing everything that were meant to

be doing. Sheskovely [ smiles] . o

Laura described the flexible quality of her relationshiiih her PSW as
being based on a mix of professionalism, the sharing of lived experience and small
amounts of seltlisclosure not relating to mental health. For Laura this combination

gave rise to a sense of trust so strong that she talks of it inaéanshysical
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experience, as she describes movingly thi

handso:

Laura: AGuiding me. ltés not é | thinl
alttebi t of a sort of I|li ke [l budér |l vaecéa)] oI
behindyouj ust, just go to the edge. | am bel
upturned. Bus ort of | i ke | édm, |l 6m there to sup
you go overthe d g e , Il wondét é | wonodét | et youo.

For Melissa and’ina, they both valued flexibility of boundary in relation to
time-keeping, and both described having previously experienced frustration and a
sense of inadvert ent lpsessired health proféssiomadsh e d o f
the same time, itwasundess t ood t hat their PSWO0s had ot
alwaysbe available; what mattered was that unavailability was discussed candidly,
which for them protected the relationship. This open and honest communication was
contrasted with prior nepeer hgb experiences where appointments had
occasionally been cancelled without explanation, which was experienced as a painful

reminder that the relationship mattered more to them than to the professional.

Finally, four participants commented that for themrmecting in ways that
did not relate to mental health experience was an important part of establishing a
relationship with their PSW. For Tina, |
chat as two mothers was normalising and deepened her connechidremRSW.
Brian explained that his PSW knew he was
tal k too, and her talk appears to have b

it was not about lived experience:

80



Brian: Al é€] but to shasaerediagrit of t hei
means a lot, it really is. It's something that's never happened before, that was

massively important. o

Theme 2: Focus on Change

Peer Support Worker as IntermediaryThree partipants talked about the

usefulness to them of their PSW facilitating communication with their mental health
team, especially where their trust in Aoeer professional help had been undermined
by negative experiences. Participants also recognised ¢hadl#ttive severity of

their mental iliness itself made relationships with professionals more or less difficult,
and that previous negative experiences of help coloured future experiences. Brian
had recently witnessed compassionate care by mental heafitsgonals and in
comparing this to some negative experiences of his own when he was at his most
unwell, he also wondered if his mental illness had made relationships with
professionals more difficult. He wondered if having a PSW sooner would possibly
have been useful. Brian, who had recently begun a PSW training course himself,
made sense of these experiences by acknowledging that professionals do care but
may be limited to some extent by the structural limitations of professional and

organisational dture:

Brian: A[T]hey cared about the person
were using their skills but their level of compassion for the person as, as a
person was much higher than | thought it would be [0k] so it makes you think

you knowtheydocare it 6s just that they go as

Melissa specifically mentioned how her PSW would discuss mental health

issues with her but use nomedicalised language. This was important to her
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because the language used gave rise to a relaxed feel texitteanges resulting in
her feeling listened to. For Melissa, the use of medicalised language took her back

to a frightening and lonely experience as apatient:

Mel i ssa: AAnd maybe it reminds me of
really feelthen like there was anyone there that was just there to chat or
anything there wasn't anyomeally it was like you would [only get to] talk to

people when you needed your meds

During Tinabés interview, she explainei
PSW act -baed weemgpo [ her words] for her and
by having someone act on her behalf she was able to recognise what was or was not
acceptable, by atching her PSW and learning from how she managed difficult
situations. She felt reassured that her PSW would represent her faithfully back to the

mental health professionals, and that as a result her care had improved:

Tina: [ €] cos dirwdeklyimedtings yolekpowlalmonte t h
everybody [é] and erm | think that hel
knows what the other arm is doing [laughter] and things like that if you know

what I mean. O

Four participants particularly valued the availabibfy and accessibility to
their PSW, which would not have been possible from their health professionals who
they defended as Atoo busy and with | ots
mentioned the importance of having a stable point of contact dughnaps of
servicerest ructure and financi al cuts, suppor

buffer to them during these organisationally unsettled periods.
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Brian commented that he now enjoyed much better relationships with his
mental health team drMelissa described a new relationship with a community
psychiatric nurse that was going well. Both felt that this improvement was due to
their symptoms having receded as a result of their work with their PSW. The
reciprocal commitment participants dabed between them and their PSWs,
appeared to result in improved engagement and a better sense of relationship quality

with mental health teams.

Hope in Doing Together All participants particularly valued the practical focus of
their work with their PSWand the focus on change that occurred through doing
togetherwhere they found they could go further and achieve more than on their own.
The focus of their shared talk tended to be on reflecting on progress, which kept the

tone positive and helped sustamotivation to tackle difficult issues:

Laura: AAnd, she and she could show mi
did have something there concrete a r
and say fAl ook, go metwasthefirstteanethanaged t
somebody had given me physical tools and done the approaches with me |

€] and itffebt ti ke t besehenemphasislad s om

A

what itdéds | i ke for me . O

Gemma described how she and her PSW spend time talkinog progress, and how
helpful this was because slow change can be overlooked, suggesting the act of shared

noticing in itself builds positive feelings:

Gemma: AWhen some mornings, you know \

and a few months ago | couldn'teevstand two houses away without triggers
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and now | &d6m wal king [the school runj .

over a period of time but yeah [smile:

Melissa described how progressively doing more with her PSW built a sense
of momentum and motit@n that enabled her to keep going, despite it still being

difficult to do:

Melissa: Al just think I don't want t
nothing Iwant something to sort of focus on so it's more scary in a way to ... give up
eventhoughit's quite scary to go and do these things but I'd rather do that than be at

home. O

For Tina, going out with her PSW was something she looked forward to as a
rare opportunity to do normal things, but also this relationship was something she
valued becaussit was the only thing she felt was just for her. As if prior to this
relationship she had not experienced a level of security where she could allow
herself to be at the centre of their shared focus. The positive emotional impact of
this appeared to brg a sense of hope and belief in the possibility that future goals
which once seemed completely out of reach were more attainable, even if not

immediately:

Alt' s . .. Il haven't hadlkoowhathdong f or
want to get well so ... you know going out and doing normal things is part of

[ ltdéds nice to be able to do it witdl
erm ... | do still struggle with supermarkets but umm ... she saysgoa'rg

to have to go one day and I 'm | i ke ok

Theme 3: Psychological Impact
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Perspective change to Symptonisour participants talked of a growing sense of
sefacceptance combined with a growing bel.i
Brian, Tina, Genma and Melissa described how their relationship to their symptoms

had changed while Melissa had also noticed a reduction in symptoms:

Mel issa: Al stil]l |l i ke get really anxi
| used to really shake and have panicattac and havendét had a
for ages | i ke and ... erm but | stild]l
hard to talk to people especially if there's a group but it definitely is getting

easier. o

Brian spoke of a growing feeling of distarfcem his symptoms of mental illness,

which had come about in part because he was able to witness his PSW at work and

doing well in her personal life despite still having times when she experienced

sympt oms. Briands use o fssidymeroriaggleond per
shared noticing he and his PSW had done, reinforcing the sense of shift in

perspective on his difficulties:

Brian: A[T] here are some times when t|
havetoerm i ke thi s weekend was one of thel
will pass and before they didn't pass. They just used to last for ages but now |

know that by doing a few things and managing how | feel, | allow myself to

feel down [ é] vy o Btian,gouaadn Hodhateadd ittwdl d o t h:

pass and you'll be fine. o

Laura had also noticed that she could acknowledge her distress where previously it

had been a solitary experience and in doing so she had noticed a growing belief that
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difficult days would notast for ever. Melissa spoke at length about how determined

she was now to try to achieve what she wanted for herself even if she still struggled:

Mel i $s&neiw that | was struggling but

mental health condition | dunrmut yealnow | look at it differently and

think that anyone can suffer from s omi
candét do what you want to do umm yeah

di fferently. o

Exploration of and Return to Wellness Identities\ proces spoken of by all

participants was the opening up of the self to the possibility of new, or lost,

identities, either through trying new activities or through watching their PSW in their
role, as if inspiration | ed ntderi magi nat.i
recovery mirrored a remergence of wellness behaviours linked to her fully

i nhabiting the 6proper mumé identity she
prior to her work with her PSW. She wanted to spend time on her hair and

appearance moand made sure that she was up and dressed:

Gemma: AYeah, it's stildl hard | stildl
but 1 tdéds nice to have that stress agalil
proper mum come on | etdéy Wai thdos, put
Laurads experience was different 1 n that

understood by her to be mutually exclusive to her mental illness identity. Now she
was able to reconcile these and see them as complementary, something shedattribut
to meeting her PSW whom she valued as a professional and for her lived experience.
However, scaping the constraints of illness identities required courage and taking

this |l eap required the Afirm baseo provi
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Melissa had lost her business and with it her occupational identity when she became
ill, but through having a PSW and seeing for herself how this had been a positive

role for her, she became curious and felt a desire to reconnect with that part of

herself:
Melissa:fi | hadn't considered it before | d
anything [€é] but then | just thought |
and get out of my comfort zone | 'm nof

know | just feltlikeitwas t he right ti me to do

One way in which this identity change appeared to happen, was that the PSWs
created a safe enough space within which new or alternative identities could be tried.
Their use of nommedicalised langage and sense of genuineness was important to
participants. Tina particularly valued how her PSW had shared some good news
with her enabling her to move beyond the patient role, an experience remembered

through a feeling of happiness:

Ti na: 0l wharesaatoldyme dsmiled to myself and even when | put

the phone down | was sort of oh that's lovely you know I'm really pleased for

her err ... yeah | suppose it does lift your mood a bit to know that someone

el se is happy you k wanwwa feellikelthe pateatord o n ' t
that people have to be careful what they say around you in case they're

worried about upsetting you.o

Brian valued the naturalness of his PSW in her behaviour towards him, including
through the everglay language she usedhd through nomental health disclosure.
For him, this made him feel trusted by her, which seemed to lift him out of a version

of self previously dominated by the patient role:
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Brian: A[ A]l]nd that was another way of
it'"s you know okay [PSW] trusts you el
room and you can take care of yourself mate and that makes you think you do

have to take care of yourself and you're there not as erm ... a patient, but as a

person who candothingscan i t ' s expected. 0O

Growth from Adversity Three participants talked about how they were now able to
look back on their experiences with a sense that while it had been awful it had
provided new opportunities that they would not have otherwise have had the

opportunity to take up:

Melissa: A[l]tdés really great and to |
might, well it is part of my future like something erm ... that | can focus on ...

like that. | never would have dreamt it could turn into somethingli t hat . 0

Brian reflected back on his life before his illness as almost belonging not only to a
different time but to a different, more passive version of himself, and that his iliness
had been inevitable and necessary because without it then he coddwintre he

iS now:

Brian: A[l]t was all just ... Il near/|l"
person | wanted to be it was just the
was necessary [é] My recovery fors for |
you and it changes that completely. TI

you can do it yourself, thank you. o

As recovery had progressed throughout their time with their PSW, there was also a

gradual sense from t he pgive backeor cordarioutes 6 a c c «
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Brian: Al don't want anyone to have t:«

horrible, it sounds really worthy, but

This desire to contribute could be tangible and observable, such as deciding
to train as &@SW, or occur as a change at an hpieasonal level, and the ways in
which this desire was expressed varied, possibly according to what was achievable
within the constraints of participantsod
described an imeasing sense of compassion towards others, and for her she could
contribute byencouragindner children to beompassionat® othersexperiencing

difficulty.

The desire to contribute through a growing sense of empathy and compassion
and/or practical dmn, was another way in which participants could move beyond
the patient role, a phenomenon that appeared to increase indirectly as recovery

progressed via their relationship with their PSW.

Discussion

Summary

This study aimed to explore what it is like for service users to receive
individual support for mental health difficulties by a PSW employed within an NHS
community adult mental health team. The findings add to current understandings of
what is importanin successful peer support because, they are focused on the service
user perspective. In addition, the use of IPA brings a depth of interpretation greater
than is possible with less idiographic qualitative techniques. -Seuatured

interviews were congtted by the first author (LM), who had no prior connection to
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any peer support programme, and the analysis resulted in threeostipate

themes.

Power of Relationship

Theme one, AThe power of Relationship:
sharing of lived experience was experienced by the participants, how the early
moments of relationship were experienced at argilective level, and how the
construct aolfi sonpor oifse sasinbengot i abl e phenomen
service users eoonstruct to maintain a sense of relaticsafety. There was
evidencedo suggest that for some individuals, the relational trust developed through
disclosuremay facilitatea proces of positivesocial comparison in which the PS¢V
perceived by the individual to possess characterigtatsgo beyond similar
experiences of mental health but are nonetheliessbjective importance todh
individual, such aa similarlevel of eduction or social background@.herewere a
number of benefits arising out of this quality interpersonal foundation including
normalisation, a levelling of power, and inspiration from positive comparison
bringing a sense of hope and optimism in the possibility of this help being truly
different and therefore more helpfurhe sharing of lived experience appeared to be
cathartic for some participants, both to hear someone else talk openly about it, and
for them to discuss their own experiences. Particigahteported a sense of
reduced islation and loneliness; emotional states secondary both to their mental
illness, but alsapparentlyto the experience of sedtigmatisation, suggesting that
the sharing of lived experienceay act as a catalyst for change by facilitating a
reflective peiod of reevaluation preceding a more charggeented phasélhese

findings are consistent with recovery literature emphasising the importance of
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quality relational contexts to promote recovery built on an awareness of the

importance of power, vulnerabifitexposure, dignity and respect (Repper & Perkins,

2003). These findings are also consistent with the psychotherapeutic literature on

the ficore conditionso necessary to form
nonjudgemental warmth and genuiess (Rogers, 1957), and give support to

central importance of quality of relationship in work with vulnerable individuals.

Thefindings also suggest that for at least some individuals thaydbea
role modelling aspect to PB which comparisonare made about not only
similarity of experience, but similarity of education legekocial class, aocial
role such as being a parent. Festinger (1954) atha¢dhrough processof social
comparisorwith otherswe make use of informatidnom themf or -fisel f
i mprovement o (Wood, 1989) when we percei
ahead along the way to achieving a shared gbla¢ period of reflection preceding
outwards change maymprise sucimoments of social comparisand social
connectiorthrough perceived similaritgnd future research could explore the
dimensions on which comparisons are most fruitful to effective PS relationships.
Finally, the findings support the principle that the desire for social connection does
not disappear witmental illness, and that relationships can be established if the
conditions are suitable, something that has previously been commented on in the

mental health inclusion literature (Davidson et al., 2001b).

Focus on Change

The second t heme, AFocusheome sCh(ainPgSeVd ,a s
I ntermedi ateo and AHope from Doing Toget |

sense of the effect of the more practical elements of their work with their PSW.
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Interfacing with mental hdi teams was highly valued by participants but not just

because of the practical benefits of having a representative within their mental health
team who could action c¢hangpersonald&&BWo6s app
between service users and thregntal health teams, and shielded service users from

a fear of negative evaluation or interaction (especially where there was a history of

such experiences). Participants valued the sense of protection offered and the space

and time it bought them to pragss in their recovery sufficiently to then later take

back independent sedfdvocacy. This finding is consistent with recent studies which

also reported that PSWs act as advocates to interface with mental health teams (e.g.,
Gillard et al., 2015), suggesg that sometimes organisational stress can undermine

the capacity for mental health professionals to provide the level of support needed by

the most unwell patients. Implicit in this observation is that relationship security and
wellbeing is not somethg only for patients, but is needed throughout an

organisation for its members to consistently provide emotional support to vulnerable

i ndividual s. Secondly, PSW&ds maintained
and participants, in their increasigigeflective accounts, began to recognise the

sense of relief this engendered possibly
spaceo within which they could begin to

improvement and consider the possibility of altékeafutures.

Psychological Impact

Finally, in the third theme, the psychological impact of their peer support
experiences was reflected in the partici |
accounts. An increasing sense of psychological disthnm their mental health

symptoms appeared to combine with a desire-tiraect both intrgersonally and
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through new activitiesgavinihngtthlreresugh Tdo c
process appeared to be supported by the opportunitiescbifigten the peer support
relationship to experiment and practice behaviours associated with identities beyond
that of HfAment al patiento. Some particip:
identity by providing support to their PSW or sharing in and engptfeir

successes, while others began to imagine how they would now show increased
compassion to others, suggesting that they had begun to visualise themselves in

helping rather than helped roles. This increasing sense of a turning back outwards to

the world and to others supports existing understandings of mental illness as a
biopsychosocial phenomenon, in which illness symptoms lead to isolation, which in

turn exacerbates and maintains illness. This study enriches this knowledge by

providing additionakvidence of the internal experiences of recovery in peer support

prior to the outwardly observable changes, such as social connectedness, which may

be better understood as distal outcomes of earlier, internal processes at work that

begin within the framewark of a successful peer support relationship.

Clinical and Theoretical Implications

Overall, our findings present a picture of peer support as an emotionally rich
encounter for service users, wharementf reflection and reevaluationemerge
spontaneosly from being with someone who fundamentally understands what it is
like to be mentally unwell and what helps because they have beenThergalue
ofr el ati onship over oO0interventiond has be
suggests that beyond Ptiettives, creating positive relational contexts within which

recovery can be facilitated of systemidmportarceand need not be limited to
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therapeutic contexts, but shoyddtentiallybe considered tedown in the design

and running of effective mental health services.

Disclosure appears to act as an invitation to belong, and therefore from the
earliest moments, when peer support works well, it acts to reduce the isolation that
feeds off shame and stigma. Resotfomissed language and the ability to maintain
a practical thread throughout their sess.]
their service users towards setfanagement. The aweation of a safe relational
space within which service users can address previoushiffoault issues, observe
and | earn from t henamagemé&vobsympoms;aneéd s sf ul s el
experience a consistey of connection over time together may facilitate the
necessarghanges for recovery to occudur findings also suggested that the quality
of relationship was characterised by skills of empathy, warmtlaeceptance
redolentofthesec al | ed fAcore conditionso of succe
(Rogers, 1957). I ndeed, i n Repper and P
they argue for interventions that are based on quality relational contextsrbaiit
awareness of the importance of power, vulnerability, exposure, dignity and respect.
The positive experiences of PS in the present study suggest that when it works well,

PS is an intervention which fulfils such criteria.

Our studyalsosupports previous findings that disclosofdived
experience may act as a kind of #Ashort c
especially where setigma (the internalisation of wider negative discourse) and
associated fear and shaimgedes the formation of new relationships (Cami§

Deepa 2012). PSas an intervention mahereforebe one way tonovide the safe

relationship within which such barriers to engagement and recovery can be
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overcome.Indeed, the impact (fuch issuesn engagemerarguablyunderlines the
importanceof maintainingorganisational\warenes®f sociocultural difference and

issues of powewithin mental health services. Thigay be particularly important if

such differentials serve to perpetuate illness identities that may weaken the

i ndividual sé6 potential to achieve succes:
findings. Consideration of how to mitigate such diffeesim the absence of

disclosure could form the basis of further research, although current literature on

recovery may be relevant such as increasing service user involvement in the design

and running of mental health services.

These findings may have imgditions for how peer support is understood but
alsofor how it may be evaluatemhd how services are designedcause they
suggest a prospective outline for a model of peer support based first and foremost on
the quality of relationship underpinned thyerapeutically useful disclosure of lived
experienceand appeciation of PSspecific factors such asformality (of language,
setting) Moreover,if relationshipis key, thenthis suggests thaS may work when
the PSW offes empathy, positive regard and genuineness (Rogers, 188icgting
a potential focus for more procefsgusedPSresearch programmesuch an
approachs not intended to suggest thiabe viewedasdistinct from other sources of
help indeed talo sowould bedeeplyunhelpfuland runthe risk ofmissing an
opportunity to develop tamework ofhelpingfor servicesn which professional
support and P&re part of aontinuumof different help that a person may receive,
depending on where they aretineirrecovery Indeed, Barker and Pistrang (2002)
argue that any separation of Rpeer professional and peer sources of help is
Aunnecessary and unproductiveo (p. 362) ,

level, and in the development of theatatiunderstandingsThey argue for a return
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to the study of Oprocessd in psychother aj
bridge the gap between npnofessional and professional sources of halgtance

that wouldemphasiséhe importance of tationshipto all inter-personal

interventions be they formal or informaHowever, linkingprocess eventsith

eventual outcomegspecially in a causal mannisrnot straightforward or easy to

defing probably because contextual variables such asdiofidelivery may be

important mediatorsindeed, metanalyses obutcome evaluations of PS have

painted asomewhatonfused or contradictomicture(Lloyd-Evans et al., 20)4but

it does not necessarily follow th@Sitself is ineffective ifevaluationstudieshave

missed what is important by focussing on-@aiht outcomes.

Another argument for integrating understandings of PS with other forms of
help is that there may be important benefits for both patients, peers and professional
staff inbreaking down artificial barriers between these grpopsleast in terms of
unconscious or consciosigma, but also in terms of efficiencies for services and
opportunit for mutual learning Studies of peer suppairt physical healtlhave
examined the pe@rofessional interface in terms of benefits to both parties as well
as benefits to service users, auggesthat where peer and ngreer professional
helpareactively encouraged to work togethierco-deliver interventionshealth
professionals reported leang fromthev o | u n éxgegential knowledgewhile
volunteersvalued the enhanced opportunities for their own petsorhprofessional
development that came out of enhanced socialpayation(Curtis, Woodhill &

Stapleton2007).

While not new as such, ®dising studyos fi

understandings becausetlé experientialocus on service useesnphasised by the
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idiographic and phenomenological focuBhe findingshave suggesteitiat
evaluation ofPSat service levetould perhapdake into consideration bothternal
and external changes as measurable outcomes consistent with known outcomes of
recovery. For example, it may be useful, at service user level, to include both a
measure of seltigma and of wider social functioning intfwe evaluations of PSt
has also been argued tliature research may benefit from a return to a focus on
researchingrocess as well asutcome not assuming that clear links can neeel/
be made between the twibat contextual factordse taken into consideration in
determining when it is the right time to deliver PS and under what condliéinds
that peer and nepeer professional help be integrated where possible along a
spectrum ocontinuum of help reflecting thdifferent needs of individuals at

different times

Finally, the service user perspectives provided in this study posits a role for
empathy as a kind of shared, imaginative social understanding that may represent a
link between the early peer suppotat®nship and latemore observableutcomes.
Furtherresearch on the therapeutic impact of empathy on mental health difficulties
in the context of peer support may develop our understanding of the process of

change in successful peer support.

Strengthsand Limitations of the Study

The focus on the service user perspective is a key strength and novkisy of
study. The use of IPA allowed for moredepth meanings, and captured the
heterogeneousature of theexperiences rather than generalising atdarly a stage
of knowledge. In addition, the IPA was carried out with a consistency of

commitment to trustworthiness, fidelity to the approach in terms of epistemology,
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and there was a clear attempt to be both idiographic and interprétetiveordane

with guidelines for quality IPA (Smith, 2011).

One importantriticism of this study is that its recruitment process of
accessing participants through PSWs has resulted in a sample for whom peer support
was an overwhelmingly positive experiendehe fact that two participants were
involved in PSW training may have added to ti#&SW might not work for
everyoneand a larger number of participants may have allowed for more negative
findings, although unfortunately recruitment was limited by tooestraints. In
addition, a social desirability bias may have further skewed the findings towards the
positive; participants may have felt disinclined to provide negative comments for
fear that these may get back to their PSW. Finally, the PS delwaisedot
standardised, and it may have been useful for participants to have received a standard
amount or type of PS, although equally this would have not been representative of
the individualised nature of P$.uture studies involving serviaesers as co

researchers may have more success at accessing a broader range of experiences.

Inevitably, our findings are inevitably contextualised and therefore
generalisation is limited. However, given that individualised, peer support delivered
by employedandpaB SWé6s i s expanding as an interyv
Kingdom and beyond, its conclusions should resonate for similar peer support
programmes within statutory settings. Further research is needed to determine to

what extent our findings are moreobdly representative of service user experience.
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Extended Methodology

The following extended methodology section elaborates on the information
presented within the original research paper and provides additional information that
was not included due to space limitations. A detailed rationale for the specific
gualitative methodology chosen i s present
in relation to the study topic, as well as a consideration of functional reflexivity in
relation to the possible impgof the choice of methodology, and its suitability for
the research questior preliminary critique of the chosen method is presented as a

basis for further exploration of these issues put forward in the Critical Evaluation.

In addition to the above, detailed descriptions of the participants, recruitment
procedure and data collection, including the design and service user involvement are
included. The procedural steps of the analysis are detailed, along with a
consideration of the quality assurance steps undertaken, and a description of the

relevant ethical issues.

The aims of the current study were to address the gap in understanding about
serviceusers experiences of receiving peer support and in doing so to contribute to
discussions about possible underlying mechanisms, and finally to improve
understanding of what is perceived as helpful or unhelpful in peer support
interactions by those o are in receipt of such supposith the researchuestion
i ldw do service users experience and make sense of working vwetrSupport

Wor ker ?20

Methodological and Design Rationale

Ontology, Epistemology, andRationale for Qualitative Research
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Ontology is a suibranch of metaphysics which focuses on the nature of
existence, or what things are. Within this broad definition, different ontological
positions exist along a continuum between realism and relativism. Realism posits
thatrealityisine pendent from the human enquiry tF
existence, whereas relativism states that reality is entirely dependent on the thinking
that describes and defines it. Ontological position is therefore relevant to questions
of methodologybecause, if we assume a realist ontology, this compels a
methodological approach based on the discovery of discrete objects or beings
already in existence fAout thereo. Convel
interpretational methodological position wd invalidate the aim of producing
Afindingso as discrete units of knowl edg:
from the process of research itself and its seaitural and historical context (Braun

& Clarke, 2013).

Epistemology, is also a biteh of metaphysical enquiry but is concerned with
what counts as knowledge and the underlying assumptions we hold as we come to
know something. Just as there are different ontological positions one can take on a
continuum, so there are equivalent epistiegical positions. Positivism sits at one
end of this spectrum, and constructionism at the other and contextualism sits in the
middle. Contextualism, as an epistemology, states there is a knowable truth but our
sense of it can only ever be provisionall aituated because it is inevitably bound up
in the social context in which the act of research occurs (Madill & Gough, 2008).
Consequently, epistemology and ontology are distinct yet intertwined, and can be

il lustrated by asking fhoow tdhad nlg sk moeva | whya 1
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Rationale for IPA. Interpretative Phenomenological Analysis examines
how individuals make sense of personal, lived experience, and has been described as
a framework or an approach rather than simply a method (Braun & Clarke,
2013)because it engages at a relatively deep level with questions of epistemology
and ontology.This approach makes it ideally suited for reseancWwhich the focus
of interest or research question,as the personalsubjective experigceof sense
makingwithin a particular contexsuch as that which may occur duriag
psychosocial intervention such as R8ts analytic process, it begins with the
i ndividual account but goes beyond this |
whole, and in doing so acknowledges the paradox central to personal experienc
which is that all experience is simultani
perspectival 6 (Smith, FIl owers & Larkin, .
contextualisingandidiographic approach that takes experiential phenomena as its
building blocks of analis a combinedocuscarriedthrough into the final
interpretative account which simultaneously presents overarching themes directly
arising from the data and embeds them in an account that positions them in relation
to psychological theory. IPA posits that the researcher inevitably has to interpret the
sensema ki ng in the partici paordesirierpetativeo unt s,
exercise. In this way, the hermeneutic aspect of IPA therefore becomes a-'double
hermeneutic”, or a making sense of other's seradng (Smith & Osborn, 2003).
Therefore successful IPA strikes a balance between all three elements: it retains an
idiographic focus by ensuring the individual elements of experience are given
sufficient space within the wriep; it is phenomenological because it focuses on
the experiential mmutiae of experience, and is interpretative because it does not

assume meaning is inherent in accounts per se, but that through analysis the meaning
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can be facilitated to emerge as it is interpreting through the lens of relevant

psychological frameworks.

A more detailed explanation of these three elements is provided below to

further clarify the rationale behind choosing IPA for the present study.

Phenomenology.Phenomenology is the philosophical study of
"phenomena”, or things as they appear to us aidriieaning or significance as we
consciously experience them. Therefore phenomenological philosophy as applied to
psychology means the research approaches that use its underlying principles as a
framework focus on peopl ddvsthepnakesengetofi ons
it. It therefore is about experience, but also the procebsndingabout what it is
|l i ke to experience the object (Finlay, 2t
research is to also engage with the active and the intentiboanscious meaning

making.

Phenomenol ogyds concerns have devel op:t
the problem of objectivity in empirical science, in which he resisted the dualism of
subject and object inherent in science and positivism (Langdr2@§s).
Phenomenologists argue that claims of objectivity assume a realist epistemology and
in doing so omit to acknowledge that even an object separate from perception, and
therefore Aobjectiveo, i s inexistng ably fil
structures of knowledge and experience.
use of reflexivity and bracketing are based in these ideas because they encourage
researchers to bring to conscious awareness an appreciation of their own subjectivity

in the research process.

109



Relatively little is known about how peer support is experienced by its
recipients. The use of an explicitly phenomenological approach is therefore

appropriate given the exploratory nature of the present study.

Hermeneutics. Hermeneutics is theory of interpretation, and is concerned
with how we work with context and how to access original meaning through
language or other aspects of semsking. In this sense it can be said to interpret
the ficonceal ed me areinmd sBgckshingaamd Sadinnby phen
2007, p.244), and in this waglates to the Heideggerian idea of the influence of past
on present, intesubjectivity and the central idea that we come into being within a
social world comprisedogf thdéedhe i sl dtme Mmten
because it concedes that accessing experience is only possible through the
part i ci praakibhgfstheisexpersergce, which in turn is interpreted by the
researcher; and is at its most visible in the interviewing and anphdies. It is
al so visible where in at deeper | evels of
deviceso of c oselbawareness, engbadpnent, spatialitye :
temporality, intentionality, and intesubjectivity (Fuchs, 2013), dependingtbie
content of the accountd he interpretative phase of IPA is not a linear process
because inevitably as we consider the-pdrble relationship, new meanings emerge
that exert influence on these constituent parts. In a sense therefore, the interpretat
aspect of I PA embodies the tension inher
epi stemology, that at one | evel we retur
simultaneously the unlikelihood of doing so successfully. It can be argued that in an
attenpt t o reconcile this tension, | PA uses
the particular to the whole, and in exchange for this pragmatic solution attempts to

offer up a level of interpretation potentially not accessible to the participant
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themséves. How successful IPA is, as a methodology, in attempting to do this will

depend to a large extent on the quality of the interpretative account provided and also

on the richness of the individual accounts. Finally, a hermeneutic approach is

appropria¢ to the current study because how participants make sense of their

experience is as important to our understanding as the nature of the experiences

t hemsel ves. I n d e-making inea wapyaeapresentsiagpects bfheir s e n
subjectivity, and ighe filter through which the positive intentions of peer support are

perceived as more or less helpful.

Idiography. IPA is idiographic in its focus; it prioritises the individual
account over seeking to make generalizable laws to predict human behaviour.
Smith, Harré, & Van Langenhove (1995) argue that there is-alesflating flaw of
logic where empirical, nomothetic approaches use aggregated data from many
individuals to make predictions about single individuals. Therefore, it can be argued
that smdkr-scale studies, or even individual case studies can provide an important
means of theory checking through the detailed examination of standard or anomalous
exemplars (Swanborn, 2010). In this way, such approaches can be understood as
complementaryrathr t han di stinct from nomothetic
focus on the individual does not exclude the possibility of making generalisations,
but the type of generalisations are qualified through explicit attention to context and
particular approachéso s ampl i ng. Furthermor e, becalt
emphasises the situated, insebjective nature of experience, its outcomes are
necessarily also situated, but in engaging with the individual we seek to illuminate
their idiosyncratic, personalpgre ct i ve of wh arelationt obs [ bi ke

phenomenon]gmith, Flowers & Larkin, 2009, p. 29).
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An idiographic approach such as IPA, is appropriate to the present study
because the aim is to explore pthigticipani
without anya priori assumptions that such experiences represent a commonality of
experience, or that some aspects of the experience have inherently more value or
meaning than others. In other words we begin by being open to the experience as
conveyegl to us by the participant; and to Afr
1925, as cited in Langdridge, 2007, p. 18). By working through our own pre
suppositions, we hope to be aware of them, and through this awareness attempt not
to impose a hierahy of meaning, but to explore in rich detail all aspects of our
participantdés account (l ater interpretat.
also more appropriate to the aims of this study than less idiographic qualitative
approaches, such as thatic analysis or grounded theory because to use those would
respectively be epistemologically incoherent or require a more developed knowledge

base around peer support than is the case.

In conclusion, the aim of this study was to explore the experi@mzksense
making about experience of individuals working with a peer support worker. The
lack of consensus on how to conceptualise the dynamic suggested a methodology
that would enable a deeper exploration of what was predicted to be a complex [inter
personal] experience situated within a particular context. Therefore, a qualitative
framework was appropriate because it matched these aims and was consistent with
the researcherds belief in the i mportanc
where certi stories tend to have to fight harder to be heard than otlig#swas
chosen as a framework for analysis, after deliberation on the research question, and
what approach would be best suited to answer it, along with the degree to which this

choice wouldbe consistent with my epistemological and ontological stance. The
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deciding factor in its favour was the sense of internal coherence within IPA due to its
emphasis on contextualised interpretatml its transparent engagement with the

role oftheresearher i n the interpretative stage.
h er me n(8mith & @sborn, 2003)as particularly convincing and provided a
stronger sense of a sustained thread from research aims, to epistemology, to data
collection and analysis. ChoogitPA over TA was therefore in a sense based on

these positives as well as more prosaic, but equally important, considerations such as
the existence of a clear guidelines to analysis, and a good range of accessible

literature to support evaluation of qugli

Method

Participants

Four females and one male were recruited, aged between 32 and 60, all
resident in Norfolk, in the East of England. Five of the participants lived in rural or
semtrural locations, and three were in receipt of secondary meratihtservices at
the time of interview, and three had recently been discharged. Two of the
participants hd recently begun training as a peer support workeéotential
participantsall had at least approximately six hours of paeyport, and had all
received clinical support such as visits from a community psychiatric nurse or review
meetings with a psychiatrist. None of the participants were in receipt of inpatient
services at the time of inteexv, and were judged by their peer support worker and
care @m-ordinator to have capacity, not be in crisis and be well enough to take part.

Materials and Procedure

Design The study was devised and conducted within the framework of idiographic,

gualitative psychology using a small, purposive samplalefth interviews were
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carried out using a loosely, sestructured approach facilitatinye generation of
rich, contextualised, firdhand accounts. Verbatim transcripts were prepared and
analysed using Interpretative Phenomenological Analysis (Smith, 1996; Smith,

Flowers & Larkin, 2009).

Interview Schedule The interviews were conductedjdio-recorded, and
transcribed verbatim by the author, dhd interview guide (Appendix)Gvas
designed with the aim of supporting a free and comfortable interaction. This was
done by providing opeended and nedirective prompts, which would help
participants to begin but would allow them to take their reflections where they

wished based on what was important to them (Smith et al., 2009).

During the interviews themselves, relatively more importance was based on
developing a good rapport with the papants than following the schedule, and this
proved more conducive to the generation of rich data than sticking rigidly to any pre
determined schedule. The interview guide was nonetheless offered for feedback to a
serviceuser research panel during thedst development phase, which provided
comments and points of clarification. It was also discussed in a qualitative research

forum with other students, under supervision, at the host university.

Recruitment. Service managers were initially approached with a letter of
introduction (AppendiD), and given an information pack comprising participant
information sheefAppendix B, consent fornfAppendix B, demographic

information form(Appendix Q and study postdAppendixH). Next, peer support
workers were contacted via the service managers and were introduced to the study
via email and then at a group supervision attended by the author, and provided with

the same study information pack. They were then asketkntify all supported
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individuals who met the inclusion criteria, and give each individual the participant
information sheet and consent forms. Potential participants who expressed an
interest in participating were then asked to contact the reseasctedephone or

email directly to discuss participation, and arrange for the study author to contact
them by phone. Potential participants were then contacted and provided with the
opportunity to ask questions and if still interested were booked thdarinterview.
Verbal consent was obtained initially and then at the scheduled interview date,

formal written consent was sought and obtained.

The potential for bias was considered during the design of the recruitment
procedure, and while it was ackmedged that irdirect recruitment via peer support
workers could lead to a biased sample, this had to be weighed up against pragmatic
considerations of time and the likelihood of successfully navigating ethics approval,
and the risks involved in approanbiindividuals directly who may find such an
unsolicited approach detrimental to their emotionalvelhg. To circumvent some
of the potential difficulties, the aims of the study were clearly explained to the peer
support workers, and reassurance wasiged by the peer support coordinator.

During the early stages of proposal development, the author met with a peer support

worker and discussed these issues and the idea for the study more broadly.

SampleSizeLar ki n (2013) ar guiepanthsato fAihso wn arta nt)
guestion for qualitative research, but i
rich to answer my question?o For | PA, mq
i's oneds pr i-levwlidiscussientvdarsahe inerpretative phease, and the
richness of the interview data obtained {Hewicz & Smith 2014). In addition, the

institutional context within which the research is carried out has some relevance
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where perhaps the dominant methodological oriestiadi the academic department
is more quantitative, as well as the ease with which one is able to recruit at all.
Therefore final decisions on sample size in IPA can appear somewhat
arbitrary butPistrang& Barker( 201 2) expl ai n | mpledizgesdsy pi c al
a result of its particularly kilepth, idiographic focus on individual participants
(compared with thematic analysisJimilarly, Smithargues (Smith, Flowers &
Larkin, 2009)that smalle sample sizes in IPA are appropriate and justifiable so that
the researcher can focus on individual experience without becoming overwhelmed
with data, especially where time and previous experience in IPA is limited; for these
reasons he recommend$ Paticipants for a clinical doctorate thesis; this study

recruited 5 participants.

Sampling. The heterogeneity of a target population and the selection criteria are
further issues to bear in mind. Typically, the ideal sample for IPA student research
is relatively homogenous in terms of demographics such as age, gender, or location
and homogenous terms of projeespecific criteria, such as length of time as a user
of mental health services. The intention is that by controlling for demographic and
social factors the psychological variability within the sample is facilitated to emerge,
andthecoe phenomenol ogi cal Aobjects of conc
2009, p.47). While this project followed this approach, some variation was
inevitable given the need to recruit within a specified #fraene and the ethical
importance of allowingndividuals to participate, where contributing to original
research was viewed by them as an important part of their recovery. Furthermore, it
is arguable that because IPA is primarily idiographic in its focus, some degree of
heterogeneity in the samplalg reflects the deeper differences that may emerge

through attending to individual cases first and foremost as individual experience is
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prioritised. Demographimformation formgAppendixG) were completed by the
participants to identify structural défences and similarities, such as time in

secondary services, and therefore contextualise the sample. Sampling issues which
may have influenced the data are discussed in the critical review chapter, for
example, it was assumed that peer support workers more likely to approach

service users with whom they predicted the experience had been a positive one.

Ethical Considerations

The ethical guidelines of the British Psychological Society (BPS) Code of
Ethics and Conduct (2014) were followed, and NH$catlapproval and local R&D
approval was sought and obtained (see AppehnaindAppendixJ). Consent was
sought at several points during the recruitment and interview process consistent with
the idea of fAprocessual c ole seeal toosent Rosenbl
was sought initially and this was followed at least 48 hours later by written consent
and then by emphasisiniget voluntary nature of participation and explaining the
right to withdraw without providing a reason to remove any sensecofion. In
addition, ample opportunity to ask questions was given and actively encouraged
throughout the conseseeking process and then during and after interview.
Confidentiality in relation both to risk of harm to self and others was
explained durig the initial phone conversation prior to verbal consent, and again
when obtaining written consent at intervidvar example, participants were made
aware that if theyisclosed anything which implied risk of harm to themselves or to
another person, thdte relevant individuals responsible for their care within the
mental health team would need to be informed, following discussion with the

research supervisor, and wherever possible the participant themd2beeto the
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focus on subjective experience andaningmaking, IPA studies can mean that
participants engage with existential and/or deeply personal issues. The researcher
therefore took extra care to orientate her awareness towards tHeeuaglof
participants and explained her role as a reseagstteher duty of care to direct them
to sources of assistance if they required extra support.
All personal information, including demographic questionnaire responses,
and interview recordings, were stored according to Data Protection Act (1998)
guidelines Interviews were recorded digitally and transferred as soon as possible
after interview to a passwofatotected file at a secure location. Participants were
asked to choose a pseudonym to protect their identity, consent was sought and
obtained to use dict quotes and the impossibility of guaranteeing perfect anonymity
in qualitative research was explained more than once during the consent process.
The ethical impact of the study was also consideegdfully in relation to
the peer support workeaind care was taken to explain the aims of the study to them,
given their role in recruitment, and more importantly from a duty of care perspective
in relation to the potential impact of a perceived sense of evaluation on their on
going recovery. Durinthe initial stages of preparing the project proposal, the
researcher met individually with a local peer support worker to discuss the idea for
the study. The peer support worker was positive and fed back that in her opinion
most peer support workers woukkl reassured by being provided with a clear
summary of the goals of the research. This information was then later prtyjided
and discussed with peer support workerthe recruiting arean person and in
writing. However, despite these precautioesruitment was more problematic

(initially) than predicted; and is discussed within the Critical Evaluation.
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Participants were offered a £10 shopping voucher for a shop of their choice,
at the end of the study. The issue of inducement was consideefdllgaand
through supervisory discussion, it was agreed that this small amount would not
constitute inducement, but would be a small token of appreciation to the participant
for their contribution, consistemn with I

Payments and Incentives in Research (2014).

Researcherés Own Ont ol ogpitiona | and Epi st emi

In relation to methodology, and in particular within the social sciences, such
philosophical questions matter because they underpin what cowstssoreality,
and what we take to count as knowledge. Our position directly shapes the questions
available to ask, which in turn drives the selection of the appropriate methodology,
and finally, the kinds of knowledge produced. By engaging with thegesswe
can be more alert to the possibility and potential of our research choices playing a
part, potentially, in challenging prevailing discourses that may perpetuate inequities
against marginalised groups, or conversely objectifying others througtingdetineir
lived experience based on grenceived notions or stereotypes. To me, this seems
particularly prescient to mental health research where prevailing explanations about
ill ness and wellness have the mpotte:mta ad e ti
of diagnostic criteria or conversely, to facilitate alternative-ceffstructs that exist

more i ndepende-oohcepfionnf ot hersd pre

As a white, female, Trainee Clinical Psychologist, working within the NHS,
and whohasnotused secondary metal health servitesnsidered myersonal
stancan relation to the project, in particular my views on PS, and how they could

influence my approach to undertaking the resestattyalong itsdifferentstages. |
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was concerned thagapicipantsnaynotfeel secure enough with medasclose
negativeexperienceduring the interviews if | did not take sufficient care in

explaining my role as a researcher amgindependence from their respective

CMHTs. To mitigate for this) worked hard in my communications to make my role
as a researchefear and as onsithout a vested interest in outcome3efore

embarking on thistudy,my only prior experience of P8as while on a training
placement within an adult Community Mental Healtaiin (CMHT) While there]
hadinformally metwith a newlyrecruitedPSWwho hadexplained how difficult

they had found beintpe sole PSWvithin a team forwhonir e cover o was s
relatively newconcept It was evident that botiney and the team were very much

in a period of adjustmemnd what therole would be angotentiallyhow it may

impact on the team dynamitremember being struck at the time that this PSW
appeared to quite vulnerable within this team and | had had some concerns about
how supported or welcome she may or may not feel, and so had sostiertgidgn

my mind about what a PSW might need from a team to flourish in the role. Beyond
this however, | had no firm opinions on the usefulness or otherwise of the role, apart
from that it felt encouraging to see some increased patient choice aroaamfyp

support available.

In developingearly ideas for the studywas drawn to the opportunity to
developmy qualitative research skills asuch as | was open to the opportunity to
research in an area | had no previous experiencevedis however aware that in my
preliminary readings about PS and the recovery movement, that | was not entering a
politically neutral arend noticed my intention taise my owrrelative neutrality in
relation tothe subject mattdo approach thproject with an open minand therefore

in terms of shaping the project, it was
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most present in my approach and in my open and curious style during the interviews,
and during analysisPersonally, | held belfe about the importance of recognising

the strengths and resources of the people | have worked with during training, and
empowering them to make their own way through their difficultieshitheverway

that made sense fthiemin ways thawould ke sustanable beyondormal therapy

This openminded and relatively neutrpbsitionwassomething was both aware of

as a potential positive, but at the same timasawarethat | would need to use
supervisory discussion to talk through thpughts and feelings about BS the

study progressed

My clinical work as a Trainee Clinical Psychologist incorporates life

experiences, coping strategies and ways of makingeseto understandings of

i ndi vidual sé6 difficulties, and therefor

epi stemologically and ontologically as

a context to help understandectaymyr esearc

underlying philosophy or valugystem, and helps situate my preference for
qualitative, inductive approachedeanPaul Sartre (as cited in Schroeder, 2005, p.
232) argued that when we scrutinize others, objectifying them through the automatic
use of stereotyping as we attempt to make sense of them in relation to our self, we
create a social identity for that pemsbased on our own definitions and not theirs.
While this need not necessarily be pathologising, and can be therapeutic, an
awareness of our own pseippositions is clearly an issue to actively consider when

working in mental health.

From initial develpment of the research question through to analysis and

interpretation, my relationship to the study and to psychological research in general
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has felt porous as | have gone through clinical training. My emergent professional
identity has shaped my persoraggntity, and the two have fed into my growing
understanding of why | chose to embark on a qualitative research project within peer
support. This process also occurred within the context of all earlier experiences, and
it is only through this bringing toonsciousness through reflexive activity that | can
attempt to fAbracket 0 dlodate myself,sas ambor,er i al
epistemologically and ontologically within a critical realist/contextualist position,

and acknowledge that the reseangt inevitably have limitations based on the

relative success of the study in remaining true to the underlying, intended approach

of the work.

Analysis

The author, as a firdime IPA researcher, chose to manually analyse the

(1

transcriptsto allowfoc o mpl et e A1 mmer si onod in the dat

stages of analysis as described by Smith, Flowers & Larkin (2009) were followed to
facilitate the production of a sufficiently interpretative account. Individual accounts
were analysed using a mustiep approach where the verbatim transcript was
generated by listening multiple times to the recordings, supported by field notes
made at the time of interview and immediately afterwards. The researcher
transcribed and corrected over several versiomapaoing the written transcripts to
what was spoken to check for accuracy, and as useful adding notes aboethadin

communications, such as tone of voice, intonation, emphasis, breathing, pacing and

so on. In addition, notes were made throughoutasalysa b out t he r esear

experiences of the analytic process, something which enabled her to recognise the

challenges of the transcription process and the dynamic, almost organic process of
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moving from transcription to themes. The transcripts wer madtiple times and

initial notes made alongside, some of which were gradually transformed into

emergent themes, and relationships between themes were sought to enable clustering

of related concepts. At individual participant level, this clustering wa$ed out

and was also mapped visually by the researcher on to a large sheet of paper, cut out,

and physically rearranged into different

temporal aspects of the accounts. This type of creative approach to thianaly

phase is encouraged by Smith et al (2009) because they argue physically moving
away from the accounts can support the
higher order themes. The analysis then progressed in this vein and shifted back and
forth between stages, and between participants, until the final accounts were

completed.

The analytic process was immersive and complex in that there was both a
deep engagement with t he-makiagcombioadwithnt s 6
t he r e s emactvehsensadakingo Iwtime, supesrdinate and subrdinate
themes were identified that encompassed all participants. Finally, as the analysis
from these stages and cases was brought together, an interpretative account was
worked up situated withirhe relevant psychological theoretical frameworks.

Finally, an interpretativand phenomenological account was produced which
balanced the idiographic with the hermeneutic aspects of good IPA research (Smith,
Flowers & Larkin, 2009) contextualised to tharficular sociecultural context in

which the interviews were situated.

Quality
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In determining how to assess the quality of this work, careful consideration
was given to reflecting on the extent to which known ways of evaluating qualitative
research wereompatible with the aims of IPA. Assessing quality in qualitative
met hods is controversial, not | east becal
to more constructivist or contextualist assumptions. Related to this, attempts to
bring qualitativee s e ar c h | rbtacs efdedv ipd earcamakiogghaa nd pol i
arguably resulted in mixed methodological approaches that can lack internal validity
due to epistemological incoherence (Har p:
rat er r el iahdiyiitdelf as g quality assekssnenvtool (in qualitative
research) because it contradicts the very notion of subjectivity, and at best, Yardley
(2000) argues, would be an agreement about an interpretation. Similarly,
triangulation (Lincoln & Guba (1995cited in Braun & Clarke, 2013) is based on
using different methods to cressrify interpretations based on the assumption that
if two different approaches lead to the same outcome then there can be more
confidence in the validity of that outcome. Howewthis premise makes little sense
if we accept, within a contextualist empiricism, that multiple perspectives must by
definition produce varying types of knowledge and understandings, and that no one
knowl edge is the fr i ghntsiudyibwas animpbotane ov e r
part of the research aim to attempt to provide insider accounts within an
interpretative method; to add yet more layers to the interpretative phase risks moving
beyond therfmeédoehilt e co t o t he(2000) hepselfdhasor b e
argued similarly that the broad issue of subjectivity and its relation to validity
extends into methodological pluralism, where imposing hierarchies of interpretation
over varying approaches would privilege certain types of knowledgeydh it

certain voices over others (and most likely subjugatetimsid accounts).
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However, to resolve the underlying dilemma that of how to demonstrate
validity if we reject all forms of quality assessment (and wish for qualitative methods
to expandheir sphere of influence within wider poliegaking) Yardley argues for a
set of four flexible Asuggested criteria
commitment and rigour, transparency and coherence; and impact and importance;
and these have beepmied flexibly (as she advises) according to the particular
needs of the method used, andspechianbi ned wi
guidelines. For example, a reflexive diary was used particularly at interview stage
and during analysis to provideaay to demonstrate personal thoughbcesses at
these key points. The following excerpt provides an example of the active reflection
and reflexive selhwareness that the researcher attempted to engage with as a core

part of the research experience:

i Asupervisor recently reminded me that we can only work with what
information we are givenbycliens,nd | 6ve begun to think ab
(choose to) telif | were mentally unwieand meeting with a therapistWould | use
an element of perfanance to constru@n acceptable version of myself? Or would |
simply be trying to help someone else understand so that together we could try and
work out where to goWhat might this meafor my research studywill |
reproduce accounts that because theyadter the event, as it were, tmo self
aware to get close to tifer e axpevienceor is their own secondary sensgking
going to be just as, or even more, real than that which was experienced in the
momen? | suppose there is no easy answer, and therapeutically at least | have to
respect the story | am given to work with. Recognising these thoughts though helps
me to make sense of why | am drawn to qual#adpproaches, particularly IPA;

that struggle to fid meaning in experience is so central to what it is to be a person,
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and IPA allows me to feel a sense of internal consistency between my clinical

practice, my research and my personal p hi

Such preoccupations are a reality of research, and thed asdiary to note
these reflections was helpful because it brought to consciousness, much like
supervisory discussion, issues that if not voiced could influence the research in such
a way as to be outside of critical awarendssaddition, to maintain tansparent
connection from the earliest stages of the project to final write up, all versions of
documentation from draft proposal stage through to final write up were kept.
Therefore, for dAaudi t de gudyfronobegnaingtehdn e de v
was evidenced, and addanother element of quality contrdkurthermore, the
researcheattended an IPA training workshop, run by a leading IPA researcher (Dr
Michael Larkin, University of Birmingham) prior to beginning the active stage of the
reseach, to support her own understanding of IPA as an approach. The transparency
and coherence of the final report may also be judged by the degree of clarity with
which the research process is described, and drafts have been provided for
supervisory discugsn. Furthermore, the supervisory process itself adds another
important way to check the plausibility of the interpretative account, not agreement
between interpreters, but to ensure that the final account is based in the original data.
For example, thnaghout the analytic process, transcripts were brought to
supervision and as a group of researchers, we examirsslahd discussed initial
codingand emergent themes. This was patrticularly helpful where differences in
perspective brought about by diffatgrofessional orientations impacted on
collective sensenaking. For instance, a more sociological perspective might
consider issues of power or agency in relation to a social disability model of mental

health, compared to a focus on relationship araththents from a psychological
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perspective. While discussion did not necessarily change these interpretations, the
supervisory context enabled a collective awarengiseng which provided a useful

quality check for the plausibility of emerging themes.

Finally, the impact and importance of the research will be reflected by its
usefulness and be interesting to read, telling the reader something new and
illuminating about the subject matter (Smith, Flowers and Larkin, 2009, pg2)181
A discussion of the tative siccess of thaetudy is presented in tliziscussion and

Critical Evaluation.
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Discussion and Critical Evaluation

The aim of this discussion and critical evaluation is to place the findings of
the research study within the context of the relevigergkure, including thearrative
review presented alongside the current study. Wilisallow the thesis as a whole to
be located in terms of how it complements or contrasts current understandings of the

service user perspective in peer support (PS).

Next, wider clinical and service development implications, and suggestions
for futureresearch are presented. This is followed by a critical appraisal of the
strengths and limitations of the research, along with a reflexive consideration of the

methodological decisions made.

Finally, an account of tdpeseateditohor 6 s o0\
provide the reader with an appreciation of the subjective context of the study and

includes excerpts of the reflexive journal maintained during the study.

Findings and their Theoretical Implications

Firstly, thecentral importance of rel@in s hi p t o service user
experiences of PS was identified in the |
and in the present study. Service users felt safe, trusted their PSW and saw them as
credible due to their lived experience. A securati@hal foundation appeared to
function as a necessary basis from which the active work of recovery could take
place, and therefore preceded what Gilletrdl.(2015) referred to as later process
outcomes, which in turn preceded operationalised recovery outcomes, such as

increased social functioning.
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The present study confirmed these findings, with participants emphasising
both practical and experiential elent®nf the relationship. Practical help was
equally valued and appeared to facilitate early relational bonding because it provided

proof of commitment, a finding similao that of the Davidson et al. (2001).

The phenomenological focus of the present studught attention to the

experiential elements of service user experience in relation to the PS relationship.
Par t i ci pmakibgavas senetimescomplas they reflected on the

somatically experienceasioments which signified to them that their nention with

the PS was a positive experience, includi
feelings appeared to arise from an emerging awareness that this helping relationship
would perhaps be different to those they had previously encountered. Thedinding
also support the notion that the minutiae of social communication form an important
part of what makes successRf and therefore the importance of relationship

should not be overlooked as model$&are developed. In particular the

importance of epathy and a secure relational base, it is argued are necessary

components of successful PS.

Participants all spoke of the central
(PSW) lived experience as providing a foundation for the relationship. The impact
of lived experience began immediately upon having the role explained, and while
most wanted to hear their PSWb6s story, t|
result of disclosure (tacit or overt), participants reported a sense of trust and being at
ea® with their PSW. With reference to the wider literature consumers previously
reported in a qualitative study a sense of emotional connection with their PSW,

which they attributed to lived experience (Coatswéttispoky, Forchuk, & Ward
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Griffin, 2006). h the present study, disclosure was experienced as normalising, and
bringing a sense of fApermission to talk |
was described as a sense of relief. In the review, Gidugu(204b) also reported

that sharing ofived experience was associated with service user reports of

normalisation, and of improved sateem. None of the participants in the present
study reported negative experience of he:
found it transformative ni contrast to Wrobleski et a[2015) in the review, in which

some participants reported distress at h
present study did indicate however, that
desire to know detaifuggesting that for some just knowing the PSW has lived

experience may be sufficient, while others may appreciate similarigpefience

and wish to know motreThese findings support the inclusion of clinical supervision
structures within PS programmés,support the skilful interpersonal communication

needed for safe and therapeutically useful disclosure, and to support PSW to be

reflective and have awareness of how much or what they feel able to share.

Moreover, the accounts in the present study sugddbat disclosure also acted as

an Oinvitation to bedé with their PSW res:|
their experience. This brought a sense of hope that recovery might, after all, be

possible. This invitation to belong implies a sef social connection, and with it

the possibility of group membership. Indeed, participants spoke of their sense of
admiration and internal sense of change as their beliefs were challenged about what

may be possible for them in terms of their recovery.

There is little reported in theSliterature about the process of disclosure.
The present study adds to current understanding because it suggests that while

disclosure as a phenomenon will wan content, style and timinghere may be
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specific qualiative indicators linked with a positive experience. For instance a calm
and emotionally contained disclosure appeared to be experienced as useful by
service users because it maintained the shared focus on their needs. Relevance was

also valued, not in edgent but in terms of the emotional experience of having had

ment al health difficulties and of being
of Aworthlessnesso and Adespairao. Furt h
and truly understoodedboc ause t heir PSW had fAbeen in t|

palpable sense of relief at not having to explain what it felt like to have mental health
symptoms and this was contrasted with experiences epeenprofessional help

where disclosure was encouealgand yet was not uniformly experienced as helpful

when it felt burdensome, tiring and reinforcing of their sense of difference. This

suggests that while disclosure can act to equalise power imbalance, in certain

contexts it can serve to further reinferieelings of isolation and powerlessness, and

as a finding speaks to Marino, ChdddCampbelKr asi nki 6s (2006) de

di scl osure as a Acomplex process invest e

By focussing on the phenomenological aspect of the servicexerence
of peer support, the present study provides a novel insight into the earlier phases of
the peer support relationship and the potential impact of disclosure and lived
experience as a key factor in establishing relatiosshifhese earlgxperieres
suggest that nemerbal, social communicative moments in which empathy and a
sense of being understood and heard are also important building blocks of
relationship. The experiential focus of these findings indicate that the positive
emotional impact blived experience and disclosure may be experienced at a
profound level, but is often not necessarily easily verbalised. Noticing positive affect

and building on such feelings by bringing them into awareness, through shared talk,
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may be another way in we¢h PSW can help to build hope with service users and
effect therapeutic change, and such an interpretation situates these findings beyond

current peer support literature. For instariddgers (2000) discusses the

phenomenon of 1 nt unceawithinghe eontgxbof expereencésof e x p e |

being therapeutically heard, and distinguishes between intellectual, sympathetic

understandings and felt, empathic experi

knowing rather than a reflective, intellectual geges of sensmaking.

A further finding within this theme was the sense of relational safety within

thePSr el ati onship, and related to the revi

Participants poke of a sense of Ohel dapesaed and
in large part to be established through the sharing of lived experience, but

importantly maintained and developed through consistent boundary management.
PSWs were neither a friend nor were they like a mental health professional, instead
they intabited a space midway between. In making sense of this, participants related
their felt sense of safety with a trust in their P&kdthat certain lines would not be
crossed by for instance being invited out in between sessions. In addition peer

support vorkers demonstrated some flexibility in communication style, including

use of humour but not inappropriately,
offering help spontaneously which was experienced as thoughtful and added to
service us e ywede dseplynkaosvn andh umderstbod by their PSW. The
issue of boundaries in the peer support literature is longstanding, and sfutiees

PSW perspective suggest that confusion can exist in how best to maintain the right
balance between friendship andfessional accountability (Mowbray et al., 1998).

I n Repper and Car t RSlitérature tBed dudgest thaetivei e w o f

intermediate position of the PSW role between representative of the mental health
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team on one hand and supportive therdpédrénd on the other means that clear
guidelines for training programmes were needed, but acknowledged that until the
processes involved in disclosure, for instance, were better understood, this would

continue to present challenges.

Interestingly, inthe currennharrative synthesj€abral, Strother, Muhr,
Sefton, & Savageaf2014) suggest that issues of boundary confusion were more of a
concern to PSWs than to service users, who actively welcomed boundary flexibility
because they equated it with a sentrelational equality. Similarly, participants in
the present study spoke of a sense of equality arising out of the less formal style of
interaction and did not report boundary confusion. However, our findings did
suggest that rather like disclosubeundary management may be best understood as
a product of the negotiation that occurs both tacitly and explicitly in successful PS
relationships. This suggests that training programmes should include discussion of
the importance of individualising boundss within limits, the use of candour in
communication, and that both PSW and service user should be encouraged to

devel op awareness of their own fAsafe | i mi

Participants in our study valued the use of-nedicalised language because
of its communicatie power and its equalising effect on relationship dynamics. The
use of medical language with some fpmer professional interactions was reported
as a barrier to relationship, and participants described a sense that such encounters
often felt driven by a agenda of information gathering and assessment of symptoms
and risk. One outcome of this type of interaction that was cotlreespeutic was
t hat participantsd spoke of wanting to A

the interaction was ndtelpful. This and other reported experiences within the study
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suggested that service users, even when very unwell, are keenly aware of the stress

that some mental health practitioners are under. By contrast, participant accounts of
interaction with thei PSW were characterised by a sense of relaxation, and of being
listened to. These interactions were also experienced as collaborative, which for
participants meant a chance to talk about everyday subjects such as sharing of good

news as well as periods sxfistained shared focus on addressing difficult issues that

needed addressing. Collaborative conversations of the type described by the

participants tend to have a mutually agreed focus and are at a pace that allows for

both parties to pause and reflentlaas necessary, to recover emotional equilibrium.

This kind of intersubjective 6éddanced is
secure relational bonds (Trevarthen & Aitken, 2001). The quality of interactions

described in the present stuslypports a theoretical model of PS with quality of

relationship, and the contributing elements of disclosure and flexibility of boundary

as possible oO6critical ingredientsd of PS.
literature, it is accepted thatlults will seek out soalled attachment relationships

during times of vulnerability and iliness, or relationships in which they can receive

nurture and care (Bowlby, 1988). Further, effective therapeutic interactions have

been suggested as basedwithh e f el t response of fAbeing
(Slade, 1999). Thesval | ed fisecure baseo (Bowl by, 1
patientds ability to explore beyond thei.
that they may have not felt abledo on their own. The successful examples of PS
relationships within the present study suggest that security of attachment is indeed

important in this context.

Secondly, participants in the current study, spoke of the benefit of having a

O0r epr e swhmdowddtliaise with the mental health team, accompany them to
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appointments and ensure that tasks were actioned. Gidugu et al. (2015) and Gillard et
al. (2015) in the review also found that service users appreciated their PSW acting as
an advocate to thmental health team. This was particularly helpful where service
users anticipated poor interactions with health professionals based on previous
experiences or expectations of stigmatised attitudes. While our findings did not
suggest that the mental héaleams in this study held these attitudes, the

participants did admit to being more likely to attend appointments with new
professionals than if they had been alone explaining that their symptoms sometimes
made engagement difficult. However, they alsokepof mental health teams not
returning their phone calls, cancelling appointments without explanation, and high
turnover which together had undermined the formation or maintenance of effective
professionakervice user relationships. This finding sugges understanding of

60 e ngage me avaydproeess, ratherttharosomething service users alone are
responsible for. In circumstances where relationships were yet to establish, or where
service users anticipated negative interactions based on prexjgersence, the

PSW was able to act as a fAbridged and su|
Over time, participants spoke of how their relationship with their mental health team
had improved and made sense of this as due to being less unwekiatieithP SW

had maintained the relationship with the team for them until they were more able to
do so themselves. This finding is consistent with Gillard et al. (2015) that the trust
built between PSW and service users extends in time to the menthlteaait The
finding is also consistent with the wider literature on patpntessional relations in
which client characteristics (e.g., a loss of autonomy and identity as a result of
mental illness) interact with service factors (long waiting lists)rafational factors

(poor therapeutic alliance and not feeling listened to) to generate poor engagement
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(Priebe et al. 2005). This suggests that services could benefit from an increased
awareness of the likelihood of such factors impacting negativelygagement and
proactively referring some service users to PSWs to help mitigate such difficulties.
This finding supports the notion that training for PSWight incorporate some of

this advocacy role but with a view to modelling and scaffolding the seuvge r 6 s

development of the ability to sedfdvocate where this is a difficulty.

Thirdly, the practical support offered by PSW in their advocacy role, was
mirrored by a focus on practical change during sessions with the participants. Of
particular value wa a sustained focus on agreed goals across multiple sessions and a
determination held by the PSW riotallow difficult issues to be avoided. In
addition, talk during sessions tended to be reflective and PSWs helped the
participants to notice change, batiough their talk but also by encouraging the
recording of achievement, which kept a generally positive tone to sessions and
provided motivation to tackle difficult issues. Conversely, participants also spoke of
the sensitivity of their PSWSs in recogimig genuinely difficult times and knowing
when not to pursue godirected activity; a finding which relates to the Vygotskyan
concept of the zone of proximal developmentdited inKilgore, 1999), in which
the 6teacherdé is sensitive to what the 0
they can make use of that help in that moment. Judicially backing off from goal
directed activity at these times helped to maintain trustllabowative sense, and the
service userds sense of agency whil st at
ambivalence might be more likely to benefit from being gently challenged. The
difficulties that the participants spoke of in deciding if theydble to engage with
goatdirected work that for them brought with it some element of psychological

threat (e.g., exposure work for anxiety), were typical of the ambivalence often
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experienced by clients when they simultaneously wish to approach andasksd
designed to help them overcome fears. Participants reported having progressed
further in this type of work with the support of their PSW than they had previously
done with other forms of help, such as cognitive behavioural therapists or

psychologiss.

This positive result appeared to stem from their secure attachment as
previously discussed, but also because sessions were often carried out at home where
problemsfrequentlyoccurred, and these could be tackled more directly and the work
could be doa together. In addition, PSWs appeared to be know when to push them
and when not to, and participants spoke
action through recognising their fear or ambivalence but reminding them that their
avoidance ran countés achieving their ultimate goal. Moreover, their accounts
suggested a sense of hope arising out of their relationship with their PSW and the

shared focus and commitment to change.

These findings suggest that the PSWs in this study were able to aghieve
greater level of change with the participants because their approach was patient
centred, they chose goals which were meaningful to the participants because they
could work on thenin situ, and were able to resolve ambivalence and hifthsic
motivation because they had a relationship with the participants tetiaged on

trust and a genuine sense of warmth and positive regard. The PSWs were able to

1

6roll with refusaldé on bad days but equal

pros and consfanaction in moments where their sense of connection with the
participant suggested that there was room for movement. This approach appeared to

provide an effective combination in achieving a better subjective sense of success for
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the participants comped to their previous therapeutic encounters. These findings
from the current study add to those presented in the review and suggest that in terms
of clinical and organisational understanding of peer support it should be understood
as inseparable from ifmrticular social context, and that because it can result in
increased seléfficacy it can be a staralone intervention in its own right or act as a

pretherapy for further therapeutic input.

In the present study, as participants reflected on theirgssgthey spoke of
an increased sense of psychological distance from their symptoms, which co
occurred with their increased desire tecamnect socially. This process itself
appeared to have arisen out of the socialisation experienced within the gest sup
relationship which offered a space within which they could contemplate and practice
identities courh¢akhpat oenhhat oPaodmentphnts
having travelled a distance in time from how they were when unwell and lieaithe
up to mental illness, and while recognising the extreme difficulty of what they had
experienced they also recognised that they had found something positive out of it,
namely a new identity and a sense of connection both emotionally and physically
with others, and that they, like their PSWs, could use their lived experience of illness
and ongoing recovery, as a force for good. This sense of intrapersonal growth out of
what had been a traumatic experience was a way for them to make sense of these
difficult experiences, and suggested that the phenomenon of empathy had in effect
accompanied them throughout their peer support journey, changing from something
offered by another, to something experienced internally and finally to something that
they were themble to offer back out to others as their social connectedness and

wellness increased.
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Recent qualitative studies of peer support, described in the accompanying
review, identified role modelling as an important contributory factor underlying
participant§ | mpr oved mental wel | b.g3000) . For
suggested that service users engage in internal imaginative processes in which they
contemplate positive futures as a result of the-mabelelling and normalisation
experienced within thBSrelationship. Similarly, Gillard et al. (2015) also reported
improvements in individual mental wellbeing and linked these outcomes with role
modelling, normalisation and dégigmatisation in their model S The third
theme of the present study was gatible with this model, but also provides an
indication of the possible internal change that may precede more observable
outcomes associated with mental wellbeing and recovery, such as improved social
connectedness. For example, participants spoke eianging understanding of
symptoms as transient and less functionally incapacitating, and were able to recruit
self-help strategies learned with their PSW, or ask for help where previously they

would have kept their experience secret. This resulted iimcegased sense of being

able to 0do despitebo. These changes app

combination of effects of theSrelationship, including role modelling, how to self
manage, and the promotion of a sense of belonging, positive idatndifiand a

sense of optimism.

This change in perspective mirrored
internalised stigma as was evidenced by their increased ability to talk about their
experiences with others. This appeared to come about, ahlgast, because they
identified positively with their PSW, who by being competent and professional
demonstrated that mental iliness could be an asset rather than an impediment to a

positive selfidentity. Then, over time as their confidence grew theybeg seek
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out similar others through the social network provided by their connection with their
PSW. This suggests that the positive identification that begins with their PSW
extends to include others and supports the development of an expanding social

network, thus reducing isolation.

Such an interpretation locates these findings within the broader social
psychological literature of social identity and group membership (e.g., Tajfel &
Turner, 1979, cited in Austin & Worchel, 198)d social comparisdifrestinger,
1954)because the sharing of experiences previously hidden due to stigma and shame
offers social connection and membership of a group, turning a stigmatised
experience into an asset. Being with others who may be further along in their
recovery and so can share their knowledge as well as their experiences, has been
previously suggested as one way in which PS may engender a sense of hope (Repper

& Carter, 2011).

Alongside the above changes, participants in the present study spoke of an
increagd sense of understanding, empathy and compassion towards others
experiencing similar difficulties. This change also appeared to arise out of the social
connection offered in theSrelationship and manifested itself in a desire to
contribute and use thegxperiences as a way to take up occupational roles or family
roles that they had lost or only partly been able to maintain. Within this, there was
an articulated movement away from a sense of self dominated by being a patient, and
bei ng 0d o dsea riches, nore vareavsense of self, in which multiple roles
or behaviours were now possible (parent, employed person, friend), including a
sense of being more in control over oneo:

with the broader literaturenathe impact of illness identity on mental health
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recovery, in which identity in this cont
own understanding of illness (i.e. &6survi
understandings of for instance, whatians to have mental illness (Yanos, Roe &

Lysaker, 2010). In the context of the current study, such an interpretation suggests

that by working with a PSW, internalised negative stereotypes which contribute to
self-concept may be challenged and replacét more positive and empowered
understandings. The impact of how a person makes sense of mental illness and

recovery may therefore be an important contributing part of models of PS if it can

support recovery by moving a person fromsgitflerstandings doinated by a sense

of helplessness or incompetence (Yanos et al., 2010) towards empowered identities

associated with a sense of Ahope, contr ol

Clinical and Service Implications

PS has the potential to bridge theide between service users and mental
health teams where there is a history of
self-confidence and/or limited opportunities for social contact makes successful
engagement unlikely. These findings alone sugipesP Sservices should continue
to be integrated within mental health services: Providing increased choice of
intervention to service users, includiR@ may make a genuine difference and

improvement to service user experience and outcomes.

However,PS has some unique qualities that could come under threat if
services do not understand what these qualities are, why they help and how to protect
them from being diluted by the misapprehension that difference may represent a
threat or undermine other mdraditional interventions. For example, flexibility of

boundary gave rise to positive emotional benefits of istdjective warmth,
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empathy and understanding. This flexibility took the form of use of everyday
language, a highly collaborative approaalsustained practical focus, and by skilful
interpersonal connection that was experienced as genuine, accepting and generous.
There was no evidence of unethical practice such as participants reporting a sense of
boundary violation; indeed as service ugbey valued the professionalism of their
PSW, but simultaneously experienced a sel
which had characterised some of their encounters witkpeen professionals.

Moreover, this study suggests that PS is valued by tivb® use it, and that they
appreciate it for its difference and ability to complement existingpsam support.
Therefore, from a service perspective, the inclusion of PS as an available

intervention is consistent with current mental health policy,hiciwvservice user

choice and involvement in designing and running services is seen as a core part of

the move towards recovebased services (Department of Health, 2012).

Pressure to evaluafS however, is an inevitable consequence of services
that ae measured on specific service criteria. This need not be a probl&a for
programmes, but this study emphasises that evaluation methods used should include
elements of subjective, intggersonal change as well as later, operationalised
Adownstresamupromeso (Gillard et al., 201
study, examples of some potentially useful targets of evaluation could include
measuresof sef st eem, f or e x a mipstean ScaR¢Rosenbbrg,r g 6 s ¢
1965) and measures of setigmatising attitudes such as the Internalised Stigma of
Mental lllness Scale, (Corrigan et al., 2012), since the processes of normalisation and
role modelling that occur durifgSmay impact on these constructs. Clearly further
research is needed to extiethese findings and to test to what extent such measures

would provide a meaningful fit with emerging models of PS.
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Finally, staff awareness of both recovery &%&is important not least
because the intermediary function of PSW may mean that thethénaselves on
occasion in situations of disagreement with-peer colleagues. If PSW support
structures are inadequate, they may experience burnout if their mental health
symptoms reoccur. Negative attitudes to PSWs may reflect underlying beliefs about
the potential of seriously unwell individuals to recover, and scepticism about the
value of consumeled initiatives. Education sessions and information posters could
be a simple way to ensure a good level of mutual support between PSWs and mental
healthteams, and could encourage widerstigmatisation of mental iliness through
supporting health professionals to consider the impact of their own mental wellbeing

on service delivery.

Strengths and Limitations

The study has demonstrated the value of ugiggalitative, idiographic
approach to the exploration of a relatively unsgierdied phenomenon, and in doing
so has provided a means through which the ampees of those receiving R&n
contribute to our understanding of the mechanisi®fThe use binterpretative
Phenomenological Analysis (IPA, Smith, Flowers and Osborne, 2009) has enabled a
depth of analysis with a small sample that would not have been possible with a less
idiographic or quantitative approach. In addition, IPA actively seeks tegond
description to pl ac anakingwithipaaframeivartkiop ant 6s 0\
psychological theory that they would not have accessed directly in their accounts.
However, | PA does present a challenge f ol
(Smith, 2011) has to balance the intellectual demands of sexded interpretation

with the commitment to the idiographic and the phenomenological. However, the
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committed use of active research supervision during this study has supported the
quality of thisstudy and its findings, through the use of active reflection and
checking for the plausibility of findings and their transparent connection back to the
original data. The sensraking of the participand®wn interpretations is also not
neutral and is iformed by earlier experiences of research, knowledge of psychology,
and of life more broadly. Nonetheless, the findings of this study do reflect a
considered and rigorous approach and all interpretations are grounded solidly in the
parti ci parandhave beencheakedfosplausibility, interest and

theoretical contribution throughout.

The contextualist stance of IPA reflects my own positigvhile | have
attempted to Abr i ngundemstandigs (forenowladgen es s o my
experiencebias and values) through supervisory and peer supervision, and through
the use of a reflexive journal to note my thoughts, ideas and deaisikimg, these
are not intended to resultinthe produstioo f a f i nal , athetthisr ect 0
has produedan outcome amongst other possible outcomes, but one that reflects, |
hope some of the complexity and contradictions of individual experience. The
following excerpt gives a sense of the decigioaking process experienced in the
early stages of thiswady after having presented my early ideas for the study to my
fellow students and academic tutors. | have included it here to provide an insight into
how the use of a reflexive journal bring:
research process,anddmoi ng so stimulates a &ébringing

pre-understandings:

ASome of the comments following on frol

the cohort and tutors made me think mor
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am aware that it is not a neutral choice because it reflects something of me, as
someone who often feels slightly out of time with her cohort as an older student,
a career changer, and a parent. Choosing a qualitative project feels like a
statement of int& that | want to sit slightly outside and look in. | wonder if it

also feels like a good fit for me because it will allow me to focus on individual
accounts while making links with wider theory; | enjoy doing this and it reflects
my emerging practice igeneral in terms of my preference for thinking widely
around a personés difficulties. Fi nal
business my undergraduate attempts at qualitative research and IPA were so
enjoyable but felt very unfinished. UgilPA now, years later and in this

context, in mental health research, seems very appropriate given that mental
illness itself is, in my mind, also inseparable from context and from the struggle

to make sense of experience. 0

| was aware at this stage irettvorking up of the proposal for the study that | could

use an alternative analytical technique such as thematic analysis. However, | felt it
was important to maintain an idiographic focus and also to attend to the experiential;
something that | value in yrown clinical work as | support clients to make sense of
their own experience through a focus on process and collaborativensakisg to
facilitate them to find their own way through their difficulties. | was unconvinced
that if | were to choose then@atanalysis for my analytic method that | could

maintain a sense of epistemological coherence in relation to my own contextualist
position. Moreover, | was attracted to the existence of aegédblished framework

in IPA, which | believed would suppotté production of quality work, given my
relative inexperience. These issues are further detailed in the Extended Methodology

chapter, but in relation to the current discussion, the choice of IPA is, | believe, a
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strength of the current study and has fetiéd an output that has managed to attend
to ofterroverlooked individual experience while situating that within a wider

psychological framework, and in doing so contribute to wider PS research.

Nonethelesshie study has several limitations. Firstly, it could be argued that
it has suffered from unintentionally selective sampling resulting in an
overwhelmingly positive impression of PS. In retrospect, the decision to access
potential participants through théiSWsmay have inadvertently introduced bias,
although equally, there was a pragmatic need to design a workable recruitment
strategy that would also meet all ethical standards. There was also an attempt to
generate a sample that was homogenous in lifreguidelines for IPA (Smith et al.,
2009), and the inclusion criteria helped to support this. However, given the time
constraints of this project an element of opportunity sampling arose and two
participants had recently begun a PSW training course efustipporting the
assertion of positive bias towards peer support within the sample. If there had been a
longer period of time available for recruitment, it is possible that a larger number of
potential participants might have been identified atebs @portunisticrecruitment
could have taken place. On the other hand, | was acutely aware of the generosity of
the individuals who offered their time to participate, and recognised my own ethical
responsibility to the participants to facilitate their invaivent in the studyA
pragmatic solution to the problems of recruitment described above, could have been
to have used some additional data collection methods in addition to interview, such
as diaries used to record impressions of PS immediately afteigemts completed
sessions with their PSW, and/or anonymous surveys witidst@ptions, and it is
unfortunate that this opportunity was missed, especially given the identification of

positive bias in the research included in the systematic reviewhobllesuch as

149



these would be a simple way to improve PS research in the future but need to be

considered upfront during the design phase and included within agiptisations

A further limitation is thabecause the study was carried out in oea af
the UK, and within one NHS Trust, that experiences of PS may be different in
di verse contexts, and also because all
Britisho, service users from different
may hae different experiences. Despite these reservations, the findings of the study
can be argued to be representative of service user experience, in similar contexts,
whenPSworks well In addition, the study has, to my knowledge, provided novel
insights &out the importance of social communication, empathy, advocacy and

psychological change that occurs for service users recéiing

Further research

The study could be extended and improved by exploring the impact of PS on
individuals as they contempégtpractice and transition to wellness identities, and in
parallel how PSW and service user negotiate the end of their relationship. A mixed
methods approach could be used to further explore the changing narratives around
identity during peesupported reovery, and the possible associations between
different identified psychological constructs, such as internalised stigmatising
attitudes to mental health with changeselfesteem. These findingsiggest that
future research should not overlook the importance of such subjective, internal
outcomes, because they posit a modé®in which these may constitute early
indicators of change that could precede and contribute to later observable changes,
such as social or occupational functioning. If service evaluations focus only on the

latter in attempting to measure the effectivene$3they may fail to reflect the
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full process of change that service users go through and in doing so, may
inadvertettly assume that a lack of change at the social level reflects a lack of

internal change.

Conclusion

The present study provides a complementary perspective to the eRiSting
literature due to its phenomenological focus on the service user experienagy Tak
this perspective has provided evidence of how succegSislexperienced by
recipients, and that disclosure of lived experience is linked with experiential
moments described variously as warnathrjsing um a sense dfiopefulness
associated with the normalisation of mental illness that may impact positively on
subjective and objective elements of identity. Therefore, with referertbe to
Gillard et al. (2015) change model of peer support, the present findings appear to be
consistent with their conclusions, but also support the addition of internal,
experiential processes that may be associated with early change. The addition of the
psychobgical and emotional processes of successful peer suqmoidtbe included
in developing models because they represent key aspects of service user experience
and may precede outcomes possibly more amenable to measurement. In addition, it
has been suggest that hope and associated positive affect appeared to emerge
spontaneously out of the interpersonal exchang@sSahderpinned by disclosure of
lived experience that was personalised to each pair. Hope then appeared to be
maintained possibly through moorted socialisation, and shared learned behaviours
such as the sustained focus on positive change. These emotional and practical

elements together were particularly welcomed by the participants.
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Just as the process of disclosure was flexible and pdissshaso too was the
understanding of boundary. Our findings also suggested that the quality of
relationship was characterised by skills of empathy, warmth and acceptance; akin to
thesecal | ed ficore conditionso ofogessuccessf ul
1957) . I ndeed, in Repper and Perkinds (
for interventions that are based on quality relational contexts built on an awareness
of the importance of power, vulnerability, exposure, dignity and respect. The
positive experiences ¢1Sin the present study suggest that when it works Wélls

an intervention which fulfils such criteria.

Further research is needed to explore the subjective emotional and
psychological effects d?Sbecause, as has been suggedtedo so supports a
conceptualisation d?Sthat reflects the experiences of its recipients, rather than the
priorities of mental health NHS trusts. Recognising the subjective and the intra
subjective is important because by noticing them within tlee epport relationship
they can be brought to awareness, and may provide a basis from which further,
additive change occurs. Recovery is after all a subjective and personal phenomenon
that occurs within a social context, and modelB$heed to be abl® incorporate

all elements of this complexity.
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Appendix A. Quality appraisal of selected articles and CASP scores

CASP criteria

Cidugu et

al. (2015)

Gillard et

al. (2015)

Cabral et al
(2014

Wrahleski

et al. (2015)

Lawn et al.
(2008

Henderson
et al. {2008

Davidson et

al (2001

Salvers et al
(200

1. Clear stintement of aims? 2 2 2 2 2 2 2 2

2. Cualitative methodology 2 2 2 2 2 2 2 2
appropriate?

3. Appropriate research design? | 2 | 2 | 2 2 |

4. Appropriate recnontment | 2 2 | | | 2 1
Slratesy?

3, Appropriste data coll ectiom 2 2 1 2 1 1 2 1
miethod!

6, Researcher-participant 1 2 1 2 (] 2 1 i
relattonship considered!

7. Ethical wmsoues conswlersd ! 2 2 2 2 2 2 1 1

8, Figorows data analysis? 2 2 2 2 | | | i

o, Clear statement of fmdimgs? 2 2 2 2 2 2 2 |

10, Research value? 1 2 2 | | | 2 |

Total CASP scome | 16 il 17 18 13 3] 17 10
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(1/8).

Context Researcher Participant Type of Peer Research Aims Method Findings Limitations | Recomme
characteristics characteristics | Support ndations
United States. | Post-Doc with Service Users | Individual Peer- | To clanify role Coalitative, Practical, Comvenience | Future
. CXPErENCE 45 4 N=1% Support. ambignities of PSW, | instrumental support | sample research 1o
Large, not- peer-advocate, . o elucidate processes | Semi- highly valued | feuson
ETEE. | trainer and peer 12 female. 3.__}. formally of individual PS. ..m_.__ﬂ._._ah_ _ sE_E_a_E_ “gaining a
organmsation”, support specialist. 47 vrs old trained clarify what makes interviews, .1?4 _..:E prort reduces Ed.ﬁ_:a E hetter
o a _w_ EmployedPaid PS effective fiom analvsis _E_.E_c: through PS provided. | 1 destand
Mon-peer Senior - b ' ; Frign nf Al aocial contact not ) : :
point of view of method not ’ : Did not ing of the
Researcher, 47% whi oy otherwise available :
7% white, At least 10 recipient named but explore e
Mon-peer third 21% Afncan- | weeks of (Expectations of consistent PSWs are mle reci pient S_H_EEE_U
researcher AMETICAN support recipient. natureof | With Thematic | models, aspirational, | experiences/ ILOL posx
{consensus/ o 1pine e, | TECETEd = but analysis. and promote move perceptions | UPPOTLI0
. 25% Hispanic | yaried the suppon as : : ATy
oversight). : perceived by towards sel f- of fiom the
No reflexive 5% Native recipient; recipient advocacy differences perspective
s American perceptions of . S i .
consideration P “Core conditions rel ationship ofthe
evidenced. cliectiveness. wital = i an ty between PS service
restored via warmth, | o4 recipient.”
empathy, “elinical”
EENUNENESS, rel ationships

Relatedness mediated
by lived experience
normalising,
improvement to sel f-
gstesm

Role boundary issues
are of concem 1o
recipients

Service user guotes

Acknowledg
ed literature
hase has
mmoved on
aimnee study
camied out,

Mo contml
COM [ S00
with nomn-

peet support.

Appendix B: Data extractior-orm I: Summary Characteristics of Selected Article.

Gidugu et al., (2015).
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key Themes

Nustragve Quotes to Support Themes

(1/8).

[Engendering a sense of
self=-jRespect
- Emotional support
= Advocacy
- Tangible,
practical support
{show mie I can
irsi you [
- Social Support

- Reliability wins
st
- Role modelling

Links to sharng of LE

Sharing & Identilicaton
Links to mutuality via sense
of Corifort {Persoral
Conrneci ion )

Links to Hope via sharng
af LE

Mutuality

Respect
Mearly all ppts said they received emotional support; “just someone being there,™ B like | had a partner and a fendship! Like a partner |
can lean on.” “and a lot of people have treated me as et me down . and they disparaee me. . he gives me 3 sense of confidence. . wm 1t

minkes me feel supported,
Sense af security in relarionsiip conrasted with Cave Managers or other prafs — their workioad too feavy —5She dogsn 't work so hard
or mavhe it s becanse she has so many cases, . when [m owiath PS5t seems like U'm the only person in the world that matters”,

Reliability and the advocacy role improved inferaction s with Memtal Health Professiomals - their pereeived lack of rellabil ity
undermnined both self-respect and respect in the MHP: .| ot some backup, becanse this guy [Case Manager] wasn't doing nothing. .. she

helped me do that, fived it ™ Bridging rofe berween SU and Service,
Senwe of security in the relationship is helped be reliability: *She doesn’t work so hand or mavhe it's becanse she has so many
cases  when mowith PS5, it seems lke [mthe only person_in the wor d that matters”,

Social support - overcoming solation: 1 was at home all the time when | wasn 't working, so it was giving me a little ouling every

Craining confidence in social settings; . before, [ wouldn't” talk, [, | get tongue twisted, and | get nervous, But she’s helped me to where |
don't have to worry or be afrmid, anvimone,

Orpening up new possihilities: . pew possihilifies. . pew opporimities, new things to do, new places to po, and new fiends to meet.”

Ppts found the opportunity for mentonng from someone with similar experiences to be the most helpful abow peer support,

e role model | mentor, because that's the wlt imate evample

Senseaf SU able o take on board PSW's advice — their LE has builf irist - carmied respect = arvd if she can de if 50 con 1.

Ppi whose PSW did nod share to begin with felf “distani” as a resuli [from the PSW - supporting relofonsbip berween disclosure and
claser relai omnship)

Sharing & Identificaton.
Sense of Comfore links to sense of conmection amd truse: “and shared o little ofher story with me. And, wm .. that was very com forable.
Lim... it made it a lot more comiortahle to share back. [t makes it more. . more personal. Mot so clinical

Mutuality: mutual support. Important to ppts because they felt they were “giving something back™ “We just talk, and just share our
support, Share our support, | like to think ['m giving some, too, back,

Appendix B: Data extraction Form Il: Table of Key Findings and Supporting Data

extracts.Gidugu et al., (2015).

“Underined” - Service Usar quotes; normal test - study Author's interpretations; talics - Reviewer' s paraphrase of study Author's intenr etations . Bodd italics ave ind tiol emenging synt hes/sing themes.
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(1/8, cont).

Hope Hope
Links to sharing of LE “And, scemng that she has done it.. s motivational. She did it if'she can do it, | can doit, vou know?  Ppts who had been in the mental

They "ve done it so maybe T | health services for a very long time, when paired with a PSW and hearing their story and seeing where they had got 10, 1 mean, it gives me
citH. .. hope”,

Hape links back to Mormilising — not alone, normal, belonged. “them just talking ghout their experiences was momn: of a help than | think a lot of . than they
Normalising? imagine”, O i i ’ 7 hefi i i W Y

that had. .. mental illness™,  *_..there are other people like, uh... either like me or going” through the same things”.

Boundaries - Boundaries (expectations, role confusion/ambiguity)

rilesexpec talonAoumdaries | 1 dido't reall v know what kind of program | was going into when [ got there, Y eal | had no idea what that was™
Links o expectations “becase | needed something to do. . instead of staving home all dav.”

“Show me” Mot kmowing that PS a service delivered by people with lived experience.

Expeciations of nstrwnenial support (paraphrase) - shopping, transportation, and to expand social activities,
Scepitcism, Needing additforal encouragement. Others knew what if was having recefved i elzewhere,
“Could wou e, Sl odv, pive me a jobh desenption of wha ;peer support peson can and ca

Perceptions of the scope of PS was confusing for some participarnts:
e, Being asked to mediate in a marital conflict. Time boundaries — calling after hours — used text messages after hours to manage
houndaries.

However, polng oniside of uswal role resulted in SUTs feeling emotionolly supporied as well as the tangible, praciical support ="' needed
the tangible, and | needed the personal and emotional support, also, And with her helping me with both of those situations. it took the stress
off me. where [ could focus on other things that were important.”

PEW"s providing assisiance oniside of mormal dunies— dniving 51U to places outside of schedul ed work time, picking up a cheque, spending

time looking for howsing, giving a ppt clothes, ;. what | really use him for is to try 1o get uh, business taken care of with my. . ul, with my
situation. Like, right, now, we're going through housing,”

Medication support: * .. seeing what kind of prescriptions [ needed and stuff, . And she alwavs made swre, like, | was taking, vou know,

med cations.”

Doing more than the “fob spec” seems 1o be beneficial bur managing s and finding the rght balace i a challenge.
“it made me feel like [ had a family. [ told her that, | told her, “vou're like my doctor, the sister. And [ don't feel alone.™

Appendix B: Data extraction Form IlTable of Key Findings and Supporting Data

extracts. Gidugu et al., (2015).

“Underlined” - Servica User quates; normal text - study Author's intenpretations; italics - Reviewer s paraphv ase of study Author's interpreta tions. Bold tallic ave Jnftigl emer ging synthesising themes.
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Appendix B: Data extraction Form I: Summary Characteristics of Selected Article

Gillard et al., 2015.

(2/8)

Context Hesearcher Participant Type of Peer | Research Method Findings Limitations Hecomm enda
characteristcs characteristic | Support Aims tinns
5
i ted First author - Service users | Mot specified. | To developan | Oualitative [dentifics: Broad range of | Argues for
kingdom. Health services N=1§ . empincally comparative Change mechanisms; services mvolved | development
) researcher . Multiple and case study of |- Building tristing | instudy may of models of
Voluntary foutofatotal | settings theoretically | 10 peer relationships mean that change
\toii-peer and | Cyher guthors Nof7l therefore gmounded worker - Role-modelling mechanisms
peer-led). Clinical health M__u”_”.. SU, :B..Ew_ model initiatives. indtvidual recovery | identified may be | Further
. . olleagues, varnation, ; : . _ i .
Partnership _.E_EE_E_ Menagers| Some articulating Grounded Bridgtng and more of less valid | research to
. ; {pevehologist); BRETS). change EHEAEINE - depending on explore
(Voluntary: consumer- : Theory . ; il
- mechanisms 4 Emphasises context.{author) relationships
Social — operated - {Stranss & : :
emetapge | Multiple Service- e underpiming - importance of between
services/NHS services and Corbin, 1998); - ;
or Peer- user resgarchers peer worker : : ' effective peer Modelling may be | upstieam
I role not explicit in SOme DONPEE | jnterventions, | Constant worker overly simplistic | processes,
led/MHS); and L led Comparison : : i i
article, implied : p relationship. given complexity | downstream
Statulory role in anal ysis Mix of prooess PrOCess oulcomes: of interpersonal PIDCESs
(NHS Mental | and data paid/non-paid? (reen & - Hope, relationship and | outcomes and
Health Trust) | collection . Thorogood, Empowerment, possible mngeof | eventual exit
setlings, 2004). Socidl functioning, | variables, (author) | outcomes,
Co-production Self-care, . ) .
appmoach engagement with Wide range of
aware of sevices, strength settings, variation
researcher o _u___ aocial _.ﬁ_}ﬁ}.m HH.EE E_.._ _.._.m:_
daractevistics/ WhsTeam mnpacts; is complexity
rellaxivity. - Recovery lost in unified
: - Wellbeing approach,
Inductive, - Semvice use {reviewer)
open-ended
interview,

Service user guotes

162



Appendix B: Data extraction Form Il: Tablef Key Findings and Supporting Data
extractsGillard et al., 2015. (2/8)

163



