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INTRODUCTION
People coming together with shared experiences to support and care for each other 

started around the eighteenth century. This need emerged from the urgency for an 

alternative to psychiatry to help those who were suffering. During the nineteenth 

century, different support groups became more and more common, as people continued 

meeting and the years passed, it became blatant that having lived through mental and/or 

social distress can represent a body of knowledge that challenges the one of those who 

have only got an academic degree. This kind of expertise started to be referred to as 

<lived experience= and <recovery=. As of now, especially in the global north many 

trainings have been developed, where individuals can enrol for personal development or 

to work as peer supporters in the future, it is becoming increasingly a common practice 

to train and employ people with this kind of background. In Italy these kinds of 

trainings and job opportunities have just been implemented, in 2021 the National 

Charter of Peer Supporters with lived experience was published, after that, in 2022, the 

first training course for peer supporters with lived experience was organized in 

Borgonuovo (Bologna). It was based on the Experience-Involvement curriculum (Ex-

in), which is already well developed and in use in Germany and Switzerland. After 

reading about the positive aspects of peer support, I found a few articles that pointed out 

several issues, that also had to do with the recovery model that is often at the core of 

these kinds of projects. I became sceptical about it, when I noticed how often a lot of its 

focus is posed on healing your suffering via personal strength, decision making, self-

care, responsibility and empowerment.  So, I started wondering about what influence 

this model could have on people who are recruited to be trained as peer supporters with 

lived experience, and what are the larger socio-economic implications at play connected 

to our capitalistic society. I also started asking myself who is welcomed and entitled to 

be part of the group of <recovered experts by experience and empowered people99, and 

who will always be left behind, while I noticed what an enormous body of research was 

based in and conducted by, the global north. In psychological literature about peer 

support among people with lived experience, not much is mentioned about structural 

 The global south has not been le昀琀 out by global capitalism; it is exploited by it. Persistent poverty is not 
the result of a primordial lack but is an e昀昀ect of the cheapening of Southern labour and resources by 
capital and of imperial rela琀椀ons of power. Hickel, J. (2022). Global inequality
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violence, privilege and social determinants in mental health. The main concern of this 

research is to understand how the selection of people with lived experience who want to 

become peer supporters takes place, I highlighted which are the common and different 

criteria between more and less privileged areas of the world. This aim was chosen due 

to the absence of a shared protocol for selection, even in the same country or state, 

criteria can vary a lot from one place to another and there is a not much data on this 

topic. Hopefully this research can add to the body of evidence that is slowly growing 

around the selection process for peer supporter9s trainings. I hope on one hand it can 

help demonstrate why selection is important in this context and what implications it has 

regarding people9s mental health, and on the other hand I wish to shed light on the 

discriminating aspects inherent to this process, that are often overlooked. I asked people 

questions, based on different factors that influence mental health, such as privilege, self-

care and self-awareness.  (8’Do you make a selection, or can anybody take part in the 

training?99 89 do you think there is a relationship between self-awareness and self-care?99 

89Do you think that being able to engage in self-care is a privilege?99). I interviewed the 

trainers of peer supporters, via the zoom platform, because they were from different 

areas of the world: Kampala (Uganda, Africa); Amsterdam (The Netherlands, Europe), 

Perth (Western Australia, Oceania), Chicago and Wilmington (Illinois and Delaware, 

North America). I analysed the interviews through a reflective thematic analysis. 

Some of the things that people said really hit meaningful points to me, so I decided to 

use some of them as incipits for paragraphs.

The first chapter is about the history of antipsychiatry, the survivor movement, mad 

studies and the activism from which peer support was born. I also wrote about the 

recovery model and its recent development, into being culturally responsive and 

intersectional. I strongly hope that it soon will be applied on a broader scale, in all 

recovery-based interventions and services. I described peer support as a collective 

sharing experience and its transition, as it became a job opportunity, especially in the 

global north, I also highlighted the issues that have arose in this process. 

The second chapter entails an international panoramic of peer support training 

programmes, I took particular interest in making a comparison between the global north 

and the global south. I analysed the differences among them; in the selection process, 

the training goals, length and aims and the job opportunities offered to the trained peers.
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In the third chapter I wrote about the framework I applied to conduct this research, and I 

explained why I chose to use a qualitative methodology. I described the contexts related 

to this research, the relevance of funding for training programmes and jobs, the 

participants that enabled me to write this thesis, the protocol of questions I used to 

conduct the semi-structured interviews and the specific aims I wanted to achieve. In the 

paragraph about context, I added some of the words from the participants because they 

highlighted their personal involvement with mental health challenges, which I find 

especially relevant, because I think we should normalize these kinds of experiences 

among mental health workers in general. Not only peer supporters have got lived 

experience, but we rarely speak about it.  

In the fourth chapter I presented the results of the thematic analysis I conducted on the 

interviews, followed by a discussion that connected the themes that emerged with the 

aims of this research and existing literature. 

In the conclusion I wrote a summary of the most important results that emerged, I 

highlighted a few limitations of this research and proposed future developments for the 

selection, training and sustainability of jobs for peer supporters with lived experience. 

This research aims to make us reflect on the positive and controverse aspects of 

selection methods that are applied to enrol people in the trainings for peer supporters 

with lived experience. With the discussion of the results that I elaborated, I wish to 

highlight how selection can help preserve peers9 mental health, but also produce 

discrimination based on a devastating inequal distribution of resources, within countries 

from the global north and global south of the world, and among people with different 

social determinants.  

 

 The Global South is used to refer to economically disadvantaged na琀椀ons, that have historically 
frequently faced coloniza琀椀on by Global North countries (especially by European countries) and are 
exploited to maintain the capitalist globaliza琀椀on enacted by the North. Hickel, J. (2022). Global inequality

https://worldpopulationreview.com/country-rankings/capitalist-countries
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CHAPETER 1: PEER SUPPORTERS IN MENTAL HEALTH 
SERVICES, PARTECIPATION AND INCLUSION ARE NOT 

ENOUGH

Peer participation is in some form still imagined. People are confined to be an add-on to 

scientific or academic knowledge, derived from experiences of mental health 

challenges, rather than an official body of expertise that overwrites psychologists or 

psychiatrists. J. Voronka (2015) wrote about when she was a PHD student and a 

professor at her university asked her if she had any experience in teaching, following to 

inquire if she would be willing to go into one of his lectures just to tell her inspirational 

recovery story. She thought she would have been offered to teach a course, but her skills 

were pinned and imitated to a specific experience with mental health. While those 

working within Disability and Mad Studies have written about the importance of having 

mad people teach courses about madness and their social movements (Church, 2013; 

Jones & Brown, 2013; Reville, 2013), this as a crucial 8best practice principle9 is often 

overlooked by those working within participatory practices. What the literature fails to 

do, is take up the larger questions of how participation itself is a form of governance , 

that allows marginalized subjects to commodify their experience in order to enter 

systems of power , which are often oppressive . Once in as people with lived 

experience, being and staying in cannot be the end goal: inclusion into systems of power 

is never enough. Rather, <the goal of any antisubordination strategy cannot be the 

pursuit of respectability.  Literatures on peer participation have failed to disentangle 

how peer participation models work to largely sustain systems of governance, and how 

The term governance denotes conceptual or theore琀椀cal ideas about governing ac琀椀vi琀椀es: such as 
arrangements in which public and private actors aim at solving societal problems or create societal 
opportuni琀椀es, aim at the care for the societal ins琀椀tu琀椀ons within which these governing ac琀椀vi琀椀es take 
place, and phrasing the principles according to which these ac琀椀vi琀椀es are carried out. Kooiman, J. (2003). 
Societal governance. 
 Power is mul琀椀faceted and takes various forms: power over, power to, and power from. Power over is 

the ability to compel or dominate others, control resources, and enforce commands. Power to is the 
ability of people to pursue personal and/or collec琀椀ve goals and to develop their own capaci琀椀es. Power 
from is the ability to resist coercion and unwanted commands/demands. (Kloos et al., 2012).
 Oppression is the unjust or cruel exercise of authority or power especially by the imposi琀椀on of 

burdens; the condi琀椀on of being weighed down; an act of pressing down; a sense of heaviness or 
obstruc琀椀on in the body or mind. Meerian Webster Dic琀椀onary, (2025).
 Respectability is a claim for membership in the dominant group: a琀琀aining it, even one aspect of it, 

requires the subordina琀椀on of others. Fellows & Razack (1998, p. 352).

https://press.rebus.community/introductiontocommunitypsychology/chapter/oppression-and-power/#term_744_1563
https://press.rebus.community/introductiontocommunitypsychology/chapter/oppression-and-power/#term_744_1564
https://press.rebus.community/introductiontocommunitypsychology/chapter/oppression-and-power/#term_744_1565
https://press.rebus.community/introductiontocommunitypsychology/chapter/oppression-and-power/#term_744_1565
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through peer participation, we become implicated in sustaining oppressive systems . As 

we work to privilege lived experience as a commodity, which can translate into 

inclusion within folds of power, we also must account for our own agency, complicity, 

and conflicts within such ventures. Participation reroutes power in innovative ways, but 

it fails to disrupt the large-scale socio-political, economic and medical investments of 

the psy disciplines, and invites peers to participate in practices which sustain and 

sanction biopower targeting the 8mentally ill9 as problems in need of management. 

8Studying down9 broadly means undertaking studies which focus attention on the 

problems within marginalized communities: the focus remains on the problems that 

need to be fixed within communities of difference to help solve such difference because 

of the problems it poses to normalcy. Conversely, 8studying up9 means focusing instead 

on systems and cultures of power, and how such regimes are implicated in the making 

of marginality. The knowledge that peer workers bring to mental health interventions is 

conceived, organized, and operationalized in ways that fit with the anthropological 

concept of 8studying down9. Peer knowledge is harnessed as useful when it is 8working 

down9: when their knowledge is used to target, inform, and help mental health 

<professionals= in the governance of the individuals with mental health challenges and 

better insight into conditions that generate suffering. Peer work is less effective when 

they make efforts at 8working up.9 That is, when they attempt to use their experiential 

knowledge in conceptual and analytic ways, which target not the 8mentally ill,9 but 

rather the regimes of truth and power that govern them, their work often meets a dead 

end. (ibidem) 

1.1 Service user’s social movements: a revolution in psychiatric care 

<I hope it changes, I feel hopeless some days, especially when we see what's going 

on around the world, it's becoming more and more and more right wing, sadly. But it 

doesn't stop us, we still try and fight, talking about oppression is just something I do 

every day. We need to highlight oppression; the biomedical model is oppressive=. 

(P10)

 Oppressive systems are built into the very fabric of our society, they are designed to hinder a group of 
individuals (usually a minority) from accessing the resources and privileges available to individuals who 
are not part of that minority (sexism, racism, classism, heteronorma琀椀vity, ableism, sanism) (Lys Hobson, 
Society, 2017)
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During the past centuries psychiatric power has controlled and impaired the lives of 

many individuals. More specifically, psychiatry has pathologized some groups of people 

(e.g., women, racialized peoples, people living in poverty) over others (Baker & Bell, 

1999; Caplan, 1995; Caplan & Cosgrove, 2004; Metzl, 2009; Van os, Kenis, & rutten, 

2010). Acts of resistance and solidarity have been emerging since the late 1960s, during 

this period there were many protests to gain rights, for women, the LGBTQIA+ and 

black communities. In Italy, Franco Basaglia had a great impact during this time, his 

movement got many asylums to shut down. Many other initiatives of activism and 

rebellion against medical authority took place around the world, in West Germany, 

France, North America, Brazil and Britain. This was also the period in which the term 

8survivors9 came into widespread currency, with Survivors Speak Out (SSO) formed in 

1986, in Leeds (UK). The survivor movement strived towards a non-medical 

understanding of emotional distress, informed by social justice and equality. In the 

1970s and 1980s they would not have said that its main concern was recovery per se, 

rather to put an end to coercive practices and the development of <patient-controlled 

alternatives.= From the late 1990s, activists under the banner of Mad Pride have 

increasingly embraced madness as an identity category, with its own distinctive culture 

and community, and which is deserving of political recognition. Taking inspiration from 

Gay Pride and the struggles of other marginalised groups, these activists have sought to 

reclaim the term 8mad9, rejecting the medicalisation of so-called psychological disorders 

and seeking to reverse the negative connotations associated with madness. This 

movement draws from sociology, anthropology, social work, feminist, queer and 

disability studies and history. It promotes a social understanding and interpretation of 

madness and distress. (C., & Wallis, J. 2022). Unfortunately, in this contemporary 

context the experiential, personal biography element of the survivor movement has been 

co-opted by mainstream politics and medicine, and the radical redistributive element has 

been marginalized and displaced. There is a need to return to the some of the key 

demands of the survivor movement and to consider how to maintain an explicitly 

transformative agenda in mental health research, policy and practice. (Harper D. & 

Speed E., 2014)

1.2 Social justice: the need for an intersectional model of recovery
<For the training, I just sort of hope that they have good support from somebody. When 

I used to work in the hospital at the recovery programme, we had more strict criteria, 
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we used to say you must have a GP, you must have a psychologist. You must have not 

been in hospital for some months.= (P9)

The recovery model began to emerge in the 1980s during a time of criticism and crisis, 

where large scale deinstitutionalization had not been matched with funding for 

community support. Now, it is used in mental health services in different countries 

around the world. It has been conceptualized in a myriad of ways but in general the 

literature and discussion of recovery falls into three camps: 

1) Recovery as a personal journey.

2) Rejection of the concept of recovery outright for its contribution to both sanism 

and the process of psychiatrization. 

3) The social and structural aspects of recovery.

The first camp has dominated the conceptualizations and practice of recovery in the 

mental health care system and risks to play purely biomedical understandings of mental 

illness (Morrow, 2012). Recovery may have originated as a criticism of traditional 

approaches to madness, but part of this movement has been absorbed by dominate 

mental health systems as a less costly way of encouraging people to self-govern. It has 

been called a <deeply personal, unique process of changing one9s attitudes, values, 

feelings, goals, skills and/or roles. It is a way of living a satisfying, hopeful and 

contributing life, even with limitations caused by the illness. Recovery involves the 

development of new meaning and purpose in one9s life= (Anthony, 1993). Based on this 

quote, the onus for recovery is on the individual, rather than effecting social change, 

people are required to change their personal outlook. Recovery is framed as the need for 

the service user to acknowledge the <inappropriateness= of their negative beliefs, values 

and behaviours and to rethink the latter and transform them, to live a life that is 

satisfying, hopeful and contributory. Emotional distress is framed as an explicit problem 

of individualized identity, rather than an effect of structural inequality.  Neoliberal  

policies invite people to see certain problems as the responsibility of the individual 

rather than, for example, the State. As a result, taking personal responsibility (through 

self-management) of the <mental illness experience=. Lemke (2001) argues <shifting the 

responsibility for social risks such as illness, unemployment, poverty, etc., and for life in 

 neoliberal governance transfers responsibility to individual agents through an 8appeal of freedom9 
mechanism, neoliberal 8responsibiliza琀椀on9 can work through threats to personal control, insecurity and 
governance by fear. Pyysiäinen, et al  (2017), Journal of Social Theory, 18(2), 215-235.



10

society into the domain for which the individual is responsible and transforming it into a 

problem of 8self-care9=, which he thinks is part of indirect techniques for leading and 

controlling individuals without at the same time being responsible for them. Smail 

(2006) reminds us that the extent to which people can make changes in their lives will 

depend on their access to powers and resources (e.g. educational, physical, social, 

political and suchlike). About the second camp, the focus on a <recovered= identity 

supports dominant norms and constructs an <unrecovered identity= as intrinsically 

negative (Fraser, 2000). There is the need for an explicit recognition of sanism as a form 

of oppression, that is, the valuing of rational thinking and socially acceptable forms of 

behaviour, and the subsequent ostracization and/or punishment of people who do not or 

cannot conform. Some argue that sanism must be seen as a form of oppression akin to 

that of sexism or racism (Ingram, 2011; LeFrancois, 2011). Sanism describes the 

systematic subjugation of people who have received 8mental health9 diagnoses or 

treatment and produces blatant discrimination (Kalinowski & Risser, 2005, p. 1). Sanist 

microaggressions will include low expectations and professional judgments that 

individuals with such diagnoses are <incompetent, not able to do things for themselves, 

constantly in need of supervision and assistance, unpredictable, violent and irrational= 

(Chamberlin, 1990, p. 2). Referring to the third camp, there is an emergent discussion of 

recovery in the context of rights, anti-oppressive practice and intersectionality, all of 

which have social justice as their goals. (Mental Health <recovery= Study working 

Group, 2009; Repper, 2011). Coleman (1999) explicitly advocates a political notion of 

recovery, contrasting it against a psychiatric conceptualization. Dillon (2011) also 

outlines a political and collective approach to recovery, contrasting it with a biomedical 

approach, arguing that <improving all of our personal experiences means that we must 

collectively address oppressive political structures. This for me is why the personal is 

political=. However, the focus on the individual biographical narratives of survivors 

going on a personal recovery journey seems genuinely helpful. The optimism about the 

possibility of healing, of engaging in a process of change in a person9s relationship to 

distress is to be welcomed. It is crucial that the conceptualization of individual 

experience is focused on, but it must be tied back to collective and structural 

experiences of distress, inequality and injustice. It is not that the personal should be 

secondary to the political, but there must be an awareness of the need for balance 

between the personal and political needs, by practitioners and service users (J. Voronka, 

2015).  There are social and structural barriers that shape, facilitate or impede recovery. 
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These oppressive structural aspects are tangled among each other and enacted through 

power, in everyday life and in the mental health care system, I9m talking about: 

biomedicalism, racialization, sanism, sexism, ageism, heterosexism etc. There is an 

urgency to turn towards an intersectional social justice analysis of recovery. (Burman, 

2004; Burman & Chantler, 2003; Rossiter & Morrow, 2011). Intersectionality is a 

powerful tool for exploring the various social, political and economic processes through 

which people experience oppression and privilege (Hankivsky, 2011). We need to value 

individual narratives but place them in a collective context, developing explanatory 

accounts that are not located intra-psychically but rather, which are attentive to the 

structural conditions which also acknowledge the impact of social inequalities on 

aetiology and the ability to change in relation to distress. (Ochocka, et al., 2005) Hagan 

and Smail (1997a, 1997b) for example, introduce the notion of power-mapping. This is 

a process of identifying with a service user what access they have to a whole range of 

resources (e.g. personal, bodily, interpersonal, social, financial etc.). Burton and 

Kagan9s (2008) societal case formulation provides another way of doing this. The aim in 

these kinds of approaches is a form of collective conscientization (Freire, 1974) where 

people come to understand the structural causes of their oppression. Frado notes that the 

inclusion imperative cannot rest on simply absorbing our bodies of experience into pre-

existing assemblages. Rather, inclusion needs to be premised on our analyses and 

histories of systemic advocacy and activism, and powers need to shift to allow us to 

hold the current mental health and social systems accountable (Frado, 2007, p. 2). 

However, recovery as a as an approach has been and will be useful to many people. It 

encourages to refuse traditional treatment and look for unique forms of healing, it helps 

build personal crisis plan and invites people to access information about meds and their 

side effects. It focuses on how individuals feel, their experiences, rather than on 

diagnosis, labelling and predictions about the course of the people9s life. The recovery 

approach asks mental health professionals to look within themselves and at their 

unhealthy ways of coping, it asks them to stop perpetuating the myth that there is a big 

difference between themselves and the people they work with (Mead, S., & Copeland, 

M. E., 2000). The emerging model of care, influenced by the recovery model, allows for 

a psychosocial approach to treatment, taking into account social determinants of health, 

 Intersec琀椀onality is a theory which can be used to examine the ways in which various social and cultural 
categories (such as race, sex, class, etc.) intertwine, as well as the rela琀椀onships between them (Knudsen, 
2006).
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and the locus of care expands from just biomedical intervention, it challenges, contends 

and competes with clinical and carceral models of care, it helps move towards 

professional and client collaboration in self-directed services that are focused on overall 

wellbeing (Firth, 2010). However, while looking through literature, I couldn9t help but 

notice that most services that incorporated recovery approaches successfully, sometimes 

also acknowledging social determinants and oppression, are often based in privileged 

and western areas, for instance: New Zealand, Australia, Italy, Germany, the UK, the 

United States, Switzerland, Canada, Norway etc. Recovery approaches should be 

expanded and become available especially for those that are most in need of decent 

mental health care but cannot afford it. It should not be available only for those in 

privileged circumstances. In order to achieve substantial improvements in public mental 

health, we must change deeply and drastically as a society, we should reject capitalism 

and we should implement all those factors that promote mental health: safe and 

supportive upbringing conditions; secure peace within and between countries; eradicate 

poverty and social inequalities; guarantee good education and employment; promote 

social cohesion and functional communities. These requirements are clear and 

unequivocal, no more research needed. The least I can do is stress for an urgent 

redistribution of resources, acknowledge my privilege, be active in social movements 

and protests, speak daily about social injustice, privilege and oppression. Based on this, 

the personal and neoliberal dynamics I mentioned in this paragraph, added to the aspects 

of sanism the recovery model risks to reiterate, I feel the need and the duty to not 

present it as a gold standard or as a huge revolution in mental health care, because 

compared to all the world9s mental health suffering, especially in the global south, it9s 

just a needle in a haystack.
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1.2.1 The culturally responsive model of recovery
The Culturally Responsive Model of Recovery 

(Jacobson & Farah, 2012; Jacobson, Farah, & the 

Toronto Recovery and Cultural Diversity Community of 

Practice, 2010), recognizes that individuals exist in a 

fluid web of relations, constituted by the family, 

community, and larger socio-political units9 and 

therefore 8places culture, systems of oppression and 

privilege, the social determinants of health, culture, and 

history in the foreground, positing that these factors are 

central to recovery. The9 mental health system4the 

bottom part of the model4is seen as potentially 

supportive of recovery, but not necessarily central to it. 

The model also notes that the mental health system 

itself has a culture and history, and it puts the frontline 

provider into the model explicitly, thus acknowledging 

that role as critical to bridging the mental health system 

and the arenas in which recovery takes place. (Jacobson 

ADVANCES IN MENTALHEALTH 7 &Farah, 2012, p. 334). 

<Recovery thus refers not just to the processes of hope, healing, empowerment, and 

connection occurring at the individual level, but also to the need for these processes to 

work at other levels. Hope encompasses not only an individual9s belief that a better life 

is possible for himself, but a broader sense of opportunity for an entire cultural-

linguistic community. Healing means not just that an individual9s distress is lessened, 

but that his extended family is able to move toward better health and functioning. 

Empowerment speaks to parents9 wish to be able to act so as to create a better life for 

their children, and also to the need for communities to be active participants in making 

decisions about the government systems with which they interact. Connection links 

individuals, families, communities, and larger socio-political units, promoting a sense of 

belonging that serves as a corrective to the isolation and loneliness that immigrant 

groups often experience.= (Jacobson & Farah, 2012, p. 335)=

Culture, oppression and privilege, social determinants of health, and history structure 

both the problems that individuals, families, and communities are recovering from and 

Image 1: The culturally responsive model of recovery (Jacobson 
& Farah 2012)
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the solutions that can help to promote their hope, healing, empowerment, and 

connection. For example, in refugee communities and in communities of non-white 

people, the daily lives of individuals, families, and com munities are often affected by 

complicated legacies and current experiences of violence, deprivation, and 

discrimination. Recovery requires that there be a broader societal recognition of these 

legacies and experiences, with interventions directed at ameliorating the effects of past 

violations and preventing future violations. The fifth recovery process of human rights 

is set in motion when state-based entities are accountable for designing and 

implementing policies and services that reflect such rights-based responses. (ibidem)

1.2 Peer support among people with lived experience

<I think a lot of why this peer support movement is coming up, has to do with the fact 

the care was not there. It was a cold, distant way of caring, so that society wouldn9t 

have a problem, due to a certain person who was in a lot of pain. And that's not care in 

my eyes, care, it's that you stand next to someone, be there and listen, that is care.= (P3)

People coming together with shared experiences to support each other and to campaign 

for something better than, or different from, the existing psychiatric system dates back 

at least as far as the Alleged Lunatics9 Friends Society (184531863). The twentieth 

century saw campaigning groups such as the Mental Patients Union, followed by 

Survivors Speak Out in the 1980s and UK Advocacy Group in the 1990s. These early 

groups and networks were often rights based in their approach, but an element of peer or 

mutual support, often quite spontaneous and informal in nature, was also a part of their 

day-to-day existence. Some writers on the broader history of self-help and mutual aid 

highlight the role of self-help/peer support in the formation of experiential knowledge 

as a challenge to professional, scientific knowledge (Borkman 1990; Noorani 2013). 

This knowledge has the potential to develop its own 8experiential authority9 (Borkman 

1990; Noorani 2013) capable of questioning the adequacy and effective ness of 

professional knowledge or practices. For Noorani, this experiential authority is gained 

through the active process of 8living with and working through a mental distress9 (2013, 

61). Both Noorani (2013) and Borkman (1990) emphasise the importance of working on 

and through techniques and strategies over time, through a process of sharing stories. 

The individual story thus becomes the foundation stone of peer-developed and peer-

shared knowledge in 8experiential learning communities9 (Borkman 1990) or self-
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help/peer support groups and user groups. Peer support has flourished wherever service 

users come together: in inpatient wards, day centres and drop-in centres and in 

organised service user groups. Coming together in adverse circumstances, as in the case 

of inpatient wards, can create a sense of camaraderie and can be more supportive than 

the official treatment on offer (Walsh and Boyle 2009; Jackson 2010; Faulkner and 

Basset 2010). 

1.3.1 Peer support as a job: fitting a movement into a model

<Subjects qualified into peer roles are understood as 8experts by experience9 through 

individual experiences of mental health issues, and not required to have critical 

engagements with collective social movements= (Voronka J. 2015)

 During the last two decades, in mental health services, incorporating "people with lived 

experience" as workers within the systems has become a common practice, especially in 

Western countries (especially Canada, the United States, the UK, Australia, and New 

Zealand). People with lived experience of distress are recruited to do "peer work." 

(Voronka, J., 2017). Bradstreet (2006) distinguishes between three types of peer 

support: informal (naturally occurring) peer support, participation in consumer or peer-

run programmes, and the use of service users as paid providers of services and supports 

(or intentional peer support). Peer support enables people to develop what David Smail 

(2006) called 8outsight9: the 8taking account, both theoretically and practically, of the 

role of social factors in the generation of distress9 (2006, 19). As with feminism in the 

1970s and 1980s and civil rights movements, the lynchpin for activism is shared 

experience 3 not only in this case of mental health problems and services, but more 

broadly of oppression and discrimination. <As mental health service users we take each 

other9s stories seriously where often the professionals do not. Telling our stories and 

listening to each other9s stories is the cornerstone of peer support, empowerment and 

recovery. But it is also a political act and begins the process of creating and building our 

experiential knowledge.= (Borkman 1990; Morgan et al. 2016). Emerick (1996, 138) 

contends that 8self-help can be, and is, a meaningful progressive civil right and protest 

social movement9. At the same time, as has been pointed out by Campbell (2005), 

survivor activism has, over the last 20330 years, dissolved into 8user involvement9. As 

care models move toward the more "progressive" (and cost-efficient) practices of harm 

reduction, recovery, and resilience models, peer workers as "experts by experience" 
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provide such services and support. So, madness as an experience has become a 

commodity for exchange in neoliberal care and service markets. With the recovery 

movement, informal peer support as mutual aid emerged as a way to offer advocacy and 

support outside the remit of medical authority. However, the meaning and practice of 

recovery and peer support change when they move from "movements" into "models," 

and such models (informed by clinical logics and outcomes) are absorbed into dominant 

mental health practices, as a newer and less costly way to encourage service users to 

self-govern. Peer support work is a form of precarious labour, that invites people with 

usually denigrated experiences, to work within the preexisting tight boundaries of psy 

professional workplaces. Through their performance peers reach the goal of neoliberal 

biopolitical projects by embodying the tenets of normative citizenship: by managing 

themselves and others and by getting back to work. Peer workers sustain that their 

inclusion does not disrupt structural violence and does not transcend the social, legal, 

political, and economic regimes that organize, manage, administer, modify and 

intervene on madness. (Tijian Voronka 2017). We need to mark how 8people with lived 

experience9 risks reproducing and replicating systems of domination which privileges 

subjects and subjectivities that fit closely within the white heteropatriarchal matrix of 

ruling, which in turn risks reproducing representation that aligns with white, middle-

class, sanist, capitalist, and biomedical investments (Gorman, 2013).

1.3.2 Peer support workers: resourcefulness and inequity
Research in the last two decades has accumulated showing that peer providers have 

beneficial impact on recipients of their services (e.g. Campbell 2004; Clay 2005; 

Davidson et al. 2006; McCorkle et al. 2009;  Rivera et al. 2007; Solomon 2004). Some 

benefits from working as a peer provider are the following: recovery and growth 

outcomes were identified across five wellness domains including foundational (health & 

mental health), emotional, social, occupational and spiritual (Moran et al. 2012). 

Quantitative studies further demonstrate benefits such as reduced hospitalizations 

(Sherman and Porter 1991), increases in sense of hope, self-esteem and recovery 

(Ratzlaff et al. 2006). Ashford et al. (2021) found evidence that peer support workers 

with lived experience can improve recovery capital, the internal and external resources 

that an individual can draw upon to sustain long-term recovery. There is evidence that 

peer support work can improve their mental health through this kind of job (Firmin et 

al., 2015; Poremski et al., 2022). Employment as a peer support worker also increases 

https://link.springer.com/article/10.1007/s10597-012-9541-y#ref-CR3
https://link.springer.com/article/10.1007/s10597-012-9541-y#ref-CR8
https://link.springer.com/article/10.1007/s10597-012-9541-y#ref-CR14
https://link.springer.com/article/10.1007/s10597-012-9541-y#ref-CR28
https://link.springer.com/article/10.1007/s10597-012-9541-y#ref-CR41
https://link.springer.com/article/10.1007/s10597-012-9541-y#ref-CR48
https://link.springer.com/article/10.1007/s10597-012-9541-y#ref-CR32
https://link.springer.com/article/10.1007/s10597-012-9541-y#ref-CR46
https://link.springer.com/article/10.1007/s10597-012-9541-y#ref-CR39
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chances of further employment and continued recovery (Repper & Carter, 2011, p. 400). 

Emphasized here is the benefit to employment on an individual9s personal wellbeing, 

rather than employment as relief from poverty and other structural violence. (Voronka J. 

2015). Moran and others (2013), inform how peers complain about taxing and poor 

work conditions. Work overload resulted in stress and burnout, especially for those 

holding multiple responsibilities such as providing mental health services along with 

community organizing, research projects, advocacy and/or grant writing. One 

participant said: 88work becomes the entire thing, and that9s not healthy99, another 

mentioned working 88sixty, seventy, eighty hours a week99. A senior peer provider 

working in a peer-run organization said that at times she9d 88crash and burn99. Another 

said: 88I barely had time to do the work I9m really good at, which is working one-on-one 

with people and leading recovery groups99. Others noted lack of workspace to meet 

consumers, lack of a desk and computer for documentation and paperwork, and low pay. 

Other problems are emotional strain, (Mourra et al., 2014; Voronka, 2019) stigma and 

discrimination (Miler et al., 2020;). Many of the workplace stressors Peer support with 

lived experience face are similar to other low-wage care occupations, and bioethicists 

have recognized low-wage work as a health equity and social justice issue (Duffy, 

2022).
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CHAPTER 2: TRAINING PROGRAMMES AND JOBS FOR PEER 
SUPPORTERS WITH LIVED EXPERIENCE, INEQUALITIES 
BETWEEN THE GLOBAL NORTH AND THE GLOBAL SOUTH 

<Lived experience is about your personal story of how you went into a deep hole and 
came out of it eventually to triumph, blossom and maybe fly. There is no amount of 

money that can report to that kind of story, that is why it is voluntary. But there are costs 
and logistics that come in, that passion alone will not be able to address, we have not 
paid our rent for the last six months and that's thousands of dollars, we must turn on 

grants and donations= (P4)

The Global South is used to refer to economically disadvantaged nations, that have 

historically frequently faced colonization by Global North countries (especially by 

European countries) and are exploited to maintain the capitalist globalization enacted by 

the North. (Hickel, J.2022). Researchers have found that peer support brings many 

benefits to the service users: helping people to deal with psychosocial aspects of chronic 

disease, shared identity, empowerment, improved recovery, mental health wellbeing and 

reduced inpatient service use (Faulkner and Basset, 2012, Chinman et al. 2014; Medley 

A, et al. 2006). Peer supporters themselves report increased perceptions of a sense of 

purpose, self‐esteem and self‐determination, the positive impact of peer support is 

multidirectional. But often there is a lack of relevant training and supervision and their 

role, is left to be ambiguous (Barker, S. L. et al 2018) (Rebeiro Gruhl et al 2016). 

Trainings have been reported to be incongruent with peer support values, all this leads 

to emotional distress, dissatisfaction, exhaustion and frustration. It is crucial to cover 

these topics properly and give importance to looking after oneself as a peer supporter, 

especially due to peer supporters' heightened vulnerabilities in relation to their own 

mental health. (Kane 2023) (Asad&Chreim 2015) (Chinman et al. 2008). Getting and 

sustaining a job has been proven to be an important goal of recovery from the 

perspective of people in recovery (Bond and Campbel, 2003). There is a privileged 

debate in western countries, about whether peer support trainings should be structured 

to lead to employment or if people could have the possibility to engage in these 

educational systems soley to enhance their self-care skills and recovery. (Anna Hegedüs 

s. et al 2021). On one side I think it is a positive sign, meaning that getting back into the 

working neoliberal matrix should not be taken for granted to be the ultimate goal for 

well-being, however there is a huge amount of privilege in these kinds of discourses. 

Especially if people are in difficult financial situations, it is near to impossible to invest 

https://worldpopulationreview.com/country-rankings/capitalist-countries
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a lot of time towards any kind of training that will not lead to a future income. There are 

many issues in this realm: after training, often peer supporters are required to work with 

no remuneration nor reimbursement, especially in countries of the Global South, and 

obviously it is extremely hard for people to sustain such emotional labour without 

getting paid (Kamrun Nahar Koly et al, 2024, Najia Atif, 2017). Peer support is seen as 

resourceful alternative, because people receive a five-day training and are sent to work, 

they are paid less than <professionals= or asked to work for free. Often forms of 

structural  and economic violence  are perpetuated on people living in lands which 

are oppressed and violated by western countries in many ways, such structures are based 

on exploitation, land displacement and financial exclusion. In Bangladesh people have 

many health issues (tuberculosis, HIV, starvation etc.), mental health is given less 

priority and there is a severe a lack of funding for training and services. In the Global 

North there are still issues with peer support as a job, due to stressful working 

conditions, low hourly wage, lack or overburden in work (Moran et al 2013, Anna 

Hegedüs s et al, 2021). It is crucial to invest more in the completeness of training, 

considering peer supporters well-being, including supervision and decent job 

opportunities for people with lived experience. 

2.1 Imperialism in economy: from developmentalism to capitalism 
I must make an historical introduction, based on economic anthropology, to guarantee a 

background which can explain why there are such big differences between the peer 

support trainings courses I compare throughout this chapter. The economic rise of 

Western Europe, and the Industrial Revolution itself, depended on the vast natural 

resources and labour appropriated from the Global South during the colonial period. 

This included mass enslavement and indenture, as well as the dispossession and 

impoverishment of colonised communities, to create and maintain a supply of cheap 

labour to finance for European industrial growth and to finance the expansion and 

development their colonies, including Canada, Australia, New Zealand and the United 

States (Beckert 2015; Bhambra 2017; Davis 2001; Galeano 1973; Moore 2015). The 

 Dimensions of structural violence don9t operate in isola琀椀on. They form an interconnected web where each 
dimension reinforces and legi琀椀mizes the others. Cultural violence provides the ideological jus琀椀昀椀ca琀椀on for economic 
exploita琀椀on. Economic inequality creates condi琀椀ons for poli琀椀cal manipula琀椀on. Poli琀椀cal violence maintains social 
hierarchies that enable further cultural violence.

 Economic violence emerges from unjust economic structures that systema琀椀cally deprive individuals and 
communi琀椀es of resources necessary for digni昀椀ed living. Unlike direct violence, economic violence operates through 
ins琀椀tu琀椀onal mechanisms that create and perpetuate poverty, exploita琀椀on, and inequality. (structural dimensions of 
economic violence: wage exploita琀椀on, land displacement, 昀椀nancial exclusion). (PolSci Ins琀椀tute, 2024)



21

poverty that devasted the colonies during this process was not symptomatic of the 

absence of capitalist modernisation; it was a product of it (see Allen 2020; Davis 2002). 

During the 1950s, 1960s and 1970s, many newly independent countries elected 

governments that sought to overturn the economic arrangements of the colonial era in 

order to pursue sovereign national development, with the goal of meeting domestic 

needs and competing effectively in the world economy. They adopted policies such as 

tariffs and subsidies to protect and support domestic industries, agrarian reform to shift 

land and other resources back to dispossessed communities, capital controls and 

regulations on multinational companies and foreign investors, nationalisation of key 

resources and industries, social spending on public healthcare and education, and better 

wages and labour standards for workers. This era takes the name of developmentalism, 

in most cases it delivered impressive results (Chang 2003). The Global South enjoyed 

high rates of per-capita income growth during the 1960s and 1970s. And Southern 

governments were building alliances with each other. The Non-Aligned Movement was 

formed in 1961 and became a powerful force for anti-imperialism, national sovereignty 

and global economic justice. Western powers were not pleased with this turn of events. 

Developmentalist policies constrained their access to the cheap labour, raw materials 

and captive markets that they had relied on during the colonial period. In response, they 

intervened across the South to depose progressive leaders and replace them with 

regimes that would be more amenable to Western interests, generally Right-wing 

dictatorships, Mohammed Mosaddegh in Iran (1953), Milton Obote in Uganda (1971), 

Salvadore Allende in Chile (1973) and many others (see Bevins 2020; Prashad 2022). 

Things got worse in the 1980, with the Volcker Shock, when the US Federal Reserve 

under Paul Volcker raised interest rates to as high as 20 per cent, this made southern 

debt skyrocket, and many countries were devasted economically. The US used the 

International Monetary Fund (IMF) , which to this day openly adopts policies that 

resemble colonialism and apartheid, to promise to reschedule the debts of Global South 

countries, on the condition that they would adopt structural-adjustment programmes. 

They required governments to cut social spending, privatise public assets, slash tariff 

barriers, abolish capital controls, cut subsidies, reduce public employment, curb wages 

and labour regulations and curtail environmental protections. Structural adjustment 

reversed the developmentalist policies and restored Western access to cheap labour, 

 In the IMF, a Bri琀椀sh person9s vote today is worth 41 琀椀mes more than a Bangladeshi9s vote, and 23 琀椀mes more than 
a Nigerian9s vote (both are Bri琀椀sh colonies). (Jackson Hickel, Al Jazeera, 2020).

https://www.aljazeera.com/
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resources and markets in the Global South. There were exceptions, of course: China and 

the Asian Tigers were never subjected to these measures, they retained a commitment to 

state-led industrial policy, and as a result achieved significantly better development 

outcomes than the rest of the South. Over the period 199032015, the resources 

appropriated from the south added up to $242 trillion (in 2010 dollars). To this day both 

the World Bank  and the IMF continue to have a negative impact on health outcomes, 

including infant and maternal mortality, while they promote themselves as cooperatives 

that strive to secure financial stability and reduce poverty. A fairer global economy will 

be possible only through the decolonisation of the institutions of economic governance. 

Northern lead firms use monopsony and monopoly power to depress Southern suppliers9 

prices while setting final prices artificially high (Suwandi 2019). People from the 

Global South manufacture the tech gadgets and clothes that are sold on the high streets 

of global cities, they grow and harvest food that people consume each day, and theirs is 

the land from which the majority of the world9s coltan, lithium and countless other 

material and resources are extracted. The people of the South contribute the vast 

majority of the labour and resources on which the global economy depends, and yet 

their income often does not exceed $1.90 per day. Countries in the Global South remain 

poor not because they have a deficit of resources, but because their resources are 

appropriated to service Northern capitalistic consumption and accumulation rather than 

used to meet local needs. (Hickel, J., 2022).

2.1. Selection process in trainings: an international panoramic
All of the articles I read included selection criteria for who could take part in the 

projects. The only common criterion was lived experience, which had to be similar to 

who was going to receive the support from peers. However, there are big differences in 

what is required in the Global North countries compared to countries of the Global 

South (China is an exception, how I explained in the last paragraph, no structural 

adjustment were imposed and they were helped to enhance their economy by the North, 

today China is an economic super power together with the US). For instance, stable 

mental health (ie are no longer greatly affected by their mental health issues in everyday 

life, can deal with the issues and questions of others), is asked for in Germany, 

 The leaders of the World Bank and the IMF are nominated and have only ever been from the US and Europe. The 
US has de facto veto power over all signi昀椀cant decisions. These ins琀椀tu琀椀ons were founded in 1944. Countries that 
were colonies at the 琀椀me (like India) were integrated into the system on unequal terms, subordinated to their 
colonisers, and this have stayed the same since. (Jackson Hickel, Al Jazeera, 2020).

https://www.aljazeera.com/
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Switzerland and Hong Kong, but not in Pakistan, India or Bangladesh. According to 

Kevin Kei Nang Yama, (2015) one of the requirements was <having had successful 

working experiences during recovery=, which is not surprising due to Honk Kong9s 

financial status. Obviously like all countries, there are extremely poor people in 

disadvantaged situations who have been excluded from the training due to this 

requirement. In countries of the global south, peer support, as a voluntary commitment, 

requires a secondary school education in Bangladesh and 7 and 10 years of education 

respectively in Pakistan and India. Another selection criteria, in India and Pakistan, is 

about being able to move far from the site of residence (Najia Atif, 2017), this kind of 

criteria is not asked for in China or in the global north, where it could be taken from 

granted that individuals have this opportunity, due the functional public transport that 

exits on the rich side the world. Other requirements are about self-reflection, 

willingness to share and interpersonal and relational skills (Anna Hegedüs s et al, 2021) 

(Kevin Kei Nang Yama, 2015) (Najia Atif, 2017). In general, those who are excluded 

from participation are often people who have been <relying a long time on services,= 

and hold <less skills and experience= (Beresford & Bransfield, 2012, p. 43). In essence, 

those who are understood as 8too mad,9 8too marginalized,9 or who communicate 

differently are often excluded from involvement. For example, according to Anna 

Hegedüs s. et al (2021) to participate in the EX-IN programme people should not be 

relying on acute mental health treatment. On one hand this could make sense due to the 

fact that training has got the potential to reactivate people9s suffering and could risk 

having a negative impact on mental health especially if people are already in a difficult 

spot (Kane et al. 2023). On the other hand, it is not clear what <acute mental health 

treatment= means specifically and begs the question if non-acute treatment is usually 

private and a privilege to access. Furthermore, people who suffer the most, and 

therefore, need these <acute mental health services= are usually in disadvantaged 

positions. For example, Singh, A. et al (2019) report how a large body of historic and 

current evidence has established that inadequate housing is associated with worse 

mental and physical health outcomes. Allen and colleagues (2014) found that poor and 

disadvantaged populations are most affected by mental disorders, and that cumulative 

stress and physical health serve as mechanisms through which the impacts of social 

determinants multiply across the lifespan. This dynamic ties back in with issues of 

participatory representation: those understood as 8too difficult9 to work with are 

excluded by both professionals and peers alike from participatory privileges. It also then 
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works to dismiss those who are participating as not being 8representative9 or 8authentic 

enough9 to truly represent the views of those marginalized who they have been brought 

in to represent. (Voronka J. 2015). 

2.2 The trainings length and content: the impact of funding 
What I noticed immediately as a huge difference was the length of the trainings: 5 days 

of class training in Bangladesh, India and Pakistan (Kamrun Nahar Koly et al, 2024) 

(Najia Atif, 2017). Compared to one year and a half of training in Germany and 

Switzerland and 11 months in Hong Kong (Anna Hegedüs s et al, 2021) (Kevin Kei 

Nang Yama, 2015). All training programmes, mentioned where they got funding from, 

expect for Honk Kong: Leonardo da Vinci program (Anna Hegedüs s et al, 2021), CBM 

Global Disability Inclusion (Bandladesh), National Institutes of Health, United states 

(Pakistan and India). Obviously, it is much cheaper to train people for a shorter amount 

of time, but this can be an issue and challenge for the peer supporters well-being, as 

participants reported in Kamrun Nahar Koly et al (2015). The themes included in the 

trainings differed significantly from one place to another.  In Hong Kong, part of it was 

specifically dedicated to working, and named as <Job supported training=: supported 

employment, work related social skills, conflict resolution, job coaching skills, prospect 

of getting a paid job as a peer supporter. Furthermore, the name of the peer support 

programme was <Job buddies= (Kevin Kei Nang Yama, 2015). However, there were 

some contents that overlapped: In Germany, Switzerland and in Hong Kong, recovery 

was a common theme in training. As well as Self-care in Bangladesh, Hong Kong 

(Wrap), in India and Pakistan, and Crisis in Bangladesh, Germany and Switzerland. The 

benefits peer supporters perceived were similar from a country to another, all studies 

except in India and Pakistan reported a decrease stigma towards mental health 

challenges and positive effects on recovery and overall well-being. The issues were 

described in Bangladesh as to the training being short, inadequate and not socio-

culturally customised. In Hong Kong, problems were related to the role of peer 

supporters not being well defined in internship and consequently a difficulty peers 

encountered in maintaining boundaries.

Author and country Selection of partecipants The content of training 

Kamrun Nahar Koly et 

al, 2024

(Bangladesh)

30 people 

Selection criteria: 

-Having a physical disability

Funding: CBM Global Disability 

Inclusion 

Length: 5 days 
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-Having a secondary 

education

Contents: 

-basic mental health info

- community based MH support: 

peer support, techniques of 

psycho-social support, stigma, 

self-care 

- MH from different perspectives:  

disability, gender-based violence, 

crisis 

Benefits for peers: 

-increase in self-confidence, pride, 

and overall well-being, positively 

impacting mental health 

Issues: 

-inadequate/short training

- training was not socio-culturally 

customised 

Anna Hegedüs s et al, 

2021 

(Germany/Swizterland)

103 people 

Selection criteria:

-stable mental health

-no acute mental health 

treatment

-able to reflect on 

experiences

-have social support

Funding: European commission 

(Leonardo Da Vinci programme) 

Length: 1 year and 6 months 

Contents: 

-promoting health and well-being

-trialogue 

-empowerment

-perspectives and experiences of 

recovery 

-self-exploration

- recovery based assessments and 

plans for crisis 

-peer support

-practical field training 
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Benefits for peers:  positive effects 

on stigma resistance, recovery and 

introspection 

Issues: not mentioned 

Kevin Kei Nang Yama 

et al, 2015

(Honk Kong)

6 people 

Selection criteria:

-mental illness diagnose

-stable mental health

-18 or above

-willing to share 

-follow ups at the 

psychiatric hospital where 

the programme is delivered 

- paragraph about personal 

recovery

- having had successful 

working experiences during 

recovery 

Funding: not mentioned

Length: 11 months

Contents: 

-General training: Peer Support 

services and recovery, WRAP 

(Taiwan v.), resilience, hope and 

goal setting, self-image and 

strength, positive thinking and 

resilience, stigma, advocacy, roles 

and ethics, support, 

skills, disclosing about recovery 

story

-Job supported training: Supported 

employment, work related social 

skills, conflict resolution, Job 

coaching skills, prospect of getting 

a paid job as a peer supporter

-Mentorship: story telling 

workshops + 50 hours practicum 

Benefits for peers:

-recovery progress

-decreased stigma

- increased self-esteem

- self-help skills

Issues: 

-role not well defined in internship

-difficult maintain boundaries 

Najia Atif et al, 2017 

(India and Pakistan)

17 people

Selection criteria:

Funding: National Institutes of 

Health, United states 



27

-10 years school education 

in Pakistan, 7 in India

- Similar socio-demographic 

background and life 

experiences, 

 to target population

- emotional maturity

- interpersonal skills, 

relational skills, non-

judgemental, empathetic, 

compassionate, enthusiastic

- understanding of maternal 

and child issues

- Ability to move also far 

from residence 

Length: 5 days of class + field 

training

Contents: 

-behavioural activation, 

counselling, empathetic 

relationships, problem solving, 

self-care, child-care, depressed 

mood

Benefits: 

-increased knowledge, skills and 

work preparation 

Issues: not mentioned 

2.3 The trainings goals
The goals associated with the trainings that were conducted, varied significantly 

between the Global North, Global South and China. In Germany and Switzerland, the 

aims of the research were to increase the involvement of peers in the mental health 

system, improve employability and promote recovery and collective support among 

others with lived experiences (Anna Hegedüs s et al, 2021). In Hong Kong they aimed 

to enhance the development of a peer support workers training and gain benefits from 

peer support for service users and PSWs (Kevin Kei Nang Yama et al, 2015). Where as 

in Bangladesh, based on the premises that no community-level mental health service is 

available, 31% of the population faces mental health challenges and 18 million people 

have physical disabilities (estimate, due to lack of research), the training was crucial to 

develop accessible mental health services for people with disabilities, build a workforce 

to screen for mental health conditions, and provide appropriate referrals (Kamrun Nahar 

Koly et al, 2024). In Pakistan and India there is a high pre- and post-natal depression 

rate and very few mental health interventions, there is a lack of resources that are 

concentrated towards sever health issues (tuberculosis, polio, dengue). Implementing 

this kind of training represents an attempt to narrow the treatment gap between intense 
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suffering and very few mental health interventions (Najia Atif et al, 2017). Due to these 

premises it would make sense that if an imbalance regarding development of peer 

support trainings must exist, especially when money does not come from a charity 

nonprofit organization, as CBM Global Disability Inclusion (UK), but from a wealthy 

billion dollar company as the National Institutes of Health (United states), more funds 

and consequently months of training should be dedicated to countries who are facing 

harder challenges, economically and mental health wise, however, as I mentioned in the 

previous paragraph about the length and funding for training, based off these articles, 

things seem to be the other way round. This dynamic is not coherent with social justice 

and equality which are the roots of the activism from which peer support was born. 

Instead, it follows the capitalistic and colonial economy that the World Bank and the 

IMF maintain to this day, making the US, China, Europe and its colonies strive, by 

exploiting the rest of the world. 

2.4 Job opportunities after training 
The availability of Job opportunities after training vary significantly among the articles 

I read. In Bangladesh, people were sent to work as peer supporters, engaged in phone 

support and home visitations, without having done field training and without any kind 

of remuneration apart from reimbursement for transport and phone bills. Peers were 

required to walk long distances with their crutches because getting on buses was 

impossible for some people. One of the officials of CBM recognized these issues and 

stated <PRT programme was a time-sensitive programme. We acknowledged that they 

faced financial challenges in carrying out training activities. In the long run, we must 

ensure some financial mechanism to sustain the services provided by the peer 

responders.= The benefits connected to the peers work were: reduction in stigma 

towards mental health, support for people living in rural areas and for those with 

physical disabilities, enhanced well-being for the service users. In Germany and 

Switzerland (Anna Hegedüs s et al, 2021) there was an increased employment rate after 

training, however people faced issues due to low hourly wages and limited number of 

hours for which they were asked to work for. In Hong Kong (Kevin Kei Nang Yama, et 

al 2015) a couple of people were employed after training at the hospital as peer support 

workers in a recovery team, the research did not explore work related issues. In India 

and Pakistan no jobs were offered to the peer supporters, one of the participants 

reported the hope that the experience could enhance her chances of employment in the 
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future, after further training. During the field training: In India, peers were paid a fixed 

amount for every session they successfully delivered. In Pakistan they were paid only 

the sustenance allowance for travel to trainings and supervision. The article by Najia 

Atif, et al 2017, elaborated also a rationale for this difference among countries, that 

supports structural and cultural violence towards oppressed populations, as following 

<In Pakistan, the rural context was conducive to volunteerism. In India people were paid 

in order to ensure peers9 continuous motivation and engagement with the programme.= 

And again <In Pakistan, peers were happy to work on a voluntary basis, however, in 

Goa, India, the peers expressed the need for some kind of incentive structure for this 

programme to be successful and to hold their interest.= There are no direct sentences 

reported by people though, proving their <happiness= to work for free. Not to say for 

certain people did not say so, but if they did, it all has to do with how structural violence 

works, according to Freire (1970), the first steps for social change have got to do with 

enabling people to acknowledge the oppressive state they live in. Cultural violence is 

the aspects of culture that can be used to justify or legitimize direct or structural 

violence (rural context= volunteerism). It operates through symbols, religion, ideology, 

language, art, and science 3 essentially the cultural sphere of our existence. What makes 

cultural violence particularly insidious is its ability to make other forms of violence 

seem normal, natural, or even necessary. Cultural violence works by making the 

abnormal appear normal. It creates what scholars call <false consciousness= – a 

situation where people accept their oppression as natural (people in Pakistan were 

happy not to be paid). 

Author The trainings goals Peer support as a job

Kamrun Nahar Koly et al, 

2024

(Bangladesh)

No community-level 

mental health service is 

available.

31% population faces 

mental health 

challenges.

Tasks: home visits and 

phone support

Benefits: 

-MH stigma reduced

- MH support in rural areas 

and for people with 

disabilities

 Cultural violence provides the ideological jus琀椀昀椀ca琀椀on for economic exploita琀椀on. Economic inequality 
creates condi琀椀ons for poli琀椀cal manipula琀椀on. Poli琀椀cal violence maintains social hierarchies that enable 
further cultural violence. (PolSci Ins琀椀tute, 2024) 
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18 million people have 

physical disabilities 

(estimate, due to lack of 

research).

-Ensure accessible 

mental health services 

for people with 

disabilities, build a 

workforce to screen for 

mental health 

conditions, and provide 

appropriate referrals.

- well-being improvement 

for service users 

Issues: 

- absence of 

remuneration/reimbursement

- lack and issues in transport 

Anna Hegedüs s et al, 2021 

(Germany/Switzerland)

-Increase involvement 

of peers in mental health 

system 

-Improve employability 

-Promote recovery and 

collective support 

among others with lived 

experiences

Benefits: 

-Increased employment rate 

Issues: 

-low hourly wages

-limited number of hours 

Kevin Kei Nang Yama, et 

al 2015

(Hong Kong)

- development of a peer 

support workers training

- gain benefits from peer 

support for service users 

and PSWs

Benefits: 2/6 people were 

employed at the hospital as 

peer support workers in a 

recovery team

The researchers did not 

investigate work related 

issues. 

Najia Atif, et al 2017

(India and Pakistan)

-high pre- and post-natal 

depression rates, trying 

to narrow the treatment 

gap due to very few 

mental health 

interventions 

Benefits: no jobs but hope to 

enhance chances of 

employment in the future, 

after further training. 
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- lack of resources that 

are concentrated 

towards sever health 

issues (tuberculosis, 

polio, dengue) 

CHAPTER 3: INTRODUCTION TO THE RESEARCH
3.1 The theorical framework: critical, post-structural, interpretative 
interactionism
For this research I used a critical, post-structural, interpretative interactionist approach 

(Sundin & Fahy (2008). Interactionism was inspired by Mead (1863-1930), who studied 

the development of the human mind, self and identity. He thought society emerged out 

of interaction and shapes of the self and that the self shapes interaction, playing back on 

society. He conceived the self as initially formed based on others9 responses to the 

person; he had an active agent view of the human being; and gave importance to social 

behaviour in people9s definitions and interpretations. However, Burbank (2010) 

informed how his image of society was unsatisfactory from a contemporary point of 

view. It is crucial to consider depression in economy; world and local wars; brutal 

dictatorships; genocides; class, racial, and ethnic conflicts, etc. Mead visualizes the self 

as singular, internally relatively undifferentiated and (ideally) coherent. This humanistic 

sense of self makes it difficult to theorize effectively about many issues, e.g., the 

evident impact of social structural and situational variables on social behaviours and 

when and how apparently disparate roles result in intrapersonal conflict. On the other 

hand, his emphasis on meanings as critically important to social interaction and social 

behaviour is solidly reinforced by research in both social psychology and the cognitive 

social psychology of the past half century. He makes humans something other than 

automatons bending to intractable social forces, while recognizing the potential of social 

forces to overwhelm them.

According to Blumer (1969) and Scott&Marshall (2005), symbolic interactionism posits 

that: 

1) Human beings manipulate symbols and thus create and reproduce culture. 
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2) They give meanings to their bodies, their feelings, their situations, their lives and 

to the broader social context in which they live; 

3) The meaning of things is derived from or arises out of social interaction that one 

has with others.

4) These meanings are handled in and modified through an interpretative process 

used by the person in dealing with the things one encounters. 

5) People respond to situations and interactions based on the meanings that they 

make, so they can have different responses if they make different meanings

The problem is that in this framework the human subject is placed at the centre of 

meaning-making. Post structural theorists argue that it is important to take a wider look 

at things. For instance, Derrida and Lacan, share the belief that what can be said, or 

even thought, is already 8written9 in cultural systems (Grosz 1990). In this view, what 

the subject can think or say is directed by and limited to the culturally scripted 

discourses that are made available to different 8subject positions9 (Butler 1993). 

Foucault (1984) sees the subject as socially constructed 3 the result of the power 

relations that have shaped who we may and may not be. The subject of post-

structuralism is embodied and emotional as well as rational (Grosz 1989). Subjects 

frequently act based on how they are 8feeling9, not on what is rationally sensible. 

Symbolic interactionism has been criticised because society has been considered only to 

understand and explain behaviour and the creation of meaning and the self through 

interaction, but there often is a lack in addressing issues of power imbalances and the 

need for social change (Striker 1980). The necessary modifications in Mead9s view led 

to a consideration of structural symbolic interactionism, where there is a greater 

significance placed on the impact of social structures on social interaction. Structures 

(employment, education, gender, ethnicity, religion etc.) are conceived as social 

boundaries that make it more or less probable that people with differing backgrounds 

and resources will enter particular social relationships. Denzin himself (1992,1997) 

called for an emancipatory critical interpretive interactionism, adopting insights from 

post structural philosophy, cultural and feminist studies, resulting in attention to 

language and behaviour that considered social determinants. The term 8critical 

interactionism9 was suggested by Sandstrom & Fine (2003) to describe this convergence 

of symbolic interactionism and critical perspective. They discussed Hall9s (1972, 1987, 

1997) work in developing a framework for critical interactionist9s analysis of power, 
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politics, and policy formation. Having a critical perspective, can help see links between 

the healthcare system and the broader political, economic and social systems of society 

(Waitzkin, 1983). Critical theoretical perspective represents sociological thought based 

on the work of Marx (1975) and Gramsci, that wrote about the capitalist class and types 

of sociopolitical control. One is direct domination or physical coercion such as military, 

police, courts, and prisons. The second is through ideological hegemony, referring to the 

way in which relationships of domination and exploitation are embedded in the 

dominant ideas and meanings shared in society. Medical ideology, similar to the 

dominant ideology discussed by Gramsci, helps to maintain and reproduce class 

structure and social domination within health care. According to Navarro (1976), the 

healthcare system mirrors the class structure of the broader society. The corporate class 

includes the major owners and controllers of wealth. The concepts of reference groups 

and looking glass self within symbolic interactionism and ideological hegemony, within 

critical perspective, can be seen as complementary. The goal in critical perspective is 

balancing power inequities through emancipation. One of the premises of definition of 

the situation in symbolic interactionism indicates that situations may be redefined 

through interaction with others. It is possible that a group of people with little power 

may organize, redefining the situation for themselves and others in power, and thus 

increase their own power base within the social structure. This can be observed with the 

survivor9s movement, that then gave birth to peer support, however how I wrote in the 

first chapter, this kind of went downhill in some contexts with people ending up 

incorporated and oppressed by systems of power. Peer supporters are paid less than 

doctors or psychologists and are overworked, questioned about their mental health and 

discriminated against while working. Sundin & Fahy (2008) arrived at a new 

methodology called critical, post-structural, interpretive interactionism. They identify 

areas of divergence between symbolic interactionism and critical perspective and then 

modify the symbolic interactionist premises to include critical perspective. 

Tabel 1: Modifications for critical interpretative interactionism (Sundin&Fahy 2008)

Symbolic interactionist 
premise

Modification for Critical 
Interpretive Interactionism

Application in study

Human beings are animals 

who cognitively manipulate 

Modify to recognise and 

incorporate the emotional 

Looked for participants9 

reflections on emotions/ 
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symbols and thus create and 

reproduce culture (Blumer 

1969)

element of human behaviour in 

data collection and analysis 

(Fahy 1997)

feelings during data 

collections.

Emic perspective only in 

analysis: thus, analyses 

reflect the views of the 

individuals being studied 

(Denzin 1989). The 

implication is that issues of 

power may not specifically 

be addressed (Stryker 1980)

Modify to retain the Emic 

perspective but include Etic 

perspective. This allows issues 

of power to be specifically 

addressed (Taylor 2002)

Analysis of the participants9 

narratives included 

examination of social issues 

and forces in the healthcare 

system which affected 

decision-making experiences

Focus on common patterns 

of interaction or common 

social processes that make 

explicit the underlying 

patterns of social life: 

8locked into first-order, 

primary, lived concepts of 

everyday life9 (Denzin 1989)

Modify to acknowledge the 

impact of the macro social 

world upon the 8micro-

situations9 that are the focus of 

the person9s suffering 

(Habermas 1987b, Agger 1998, 

Taylor 2002)

This study examined 

participants9 narratives for 

the wider influences on their 

behaviours as well as the 

inter and intra-personal 3 

namely structural, 

procedural and policy 

supports or constraints

The table above shows some examples of how Sundin&Fahy (2008), merged symbolic 

interactionism with a critical component. I followed their steps while conducting this 

research, exploring in depth the meanings and feelings participants shared with me 

(selection process, well-being maintenance, self-care, self-awareness, recovery). It was 

clear that interactions with others shaped their beliefs, emotions, ideas and their mental 

health care experience. But it was also blatant to me that there was a larger picture. I am 

referring to how a certain ideas and meanings were carved by contextual factors as 

social determinants, neoliberal politics, oppressive systems of power which entail 

privilege and exclusion, all this and more was involved while participants expressed 

their feelings, thoughts, meanings and experiences while answering my questions. 

3.2 The methodology: qualitative research 
Qualitative research is an approach used to examine people9s experiences in detail via a 

specific set of research methods such as in-depth interviews, focus group discussions, 
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observation, content analysis, visual methods, and life histories or biographies. It aims 

to identify how people9s experiences and behaviour are shaped by the context of their 

lives, such as the social, economic, cultural or physical context in which they live. This 

kind of research is often used to give voice to the issues of a certain study population. 

Denzin and Lincoln (2008b) state that qualitative research 8involves an interpretive, 

naturalistic approach to the world. Qualitative research is guided by concepts from the 

interpretive paradigm, while quantitative research by assumptions inherent in the 

positivist paradigm. Positivism uses objective measurement which separates the 

researcher from the researched and fails to acknowledge the interactive and co-

constructive nature of data collection with human beings. Positivism, does not account 

for the contextual influences on people9s lives, focusing only on capturing facts. The 

purpose of quantitative research is to quantify a research problem, to measure and count 

issues and then to generalize these findings to a broader population. Instead, the 

interpretive paradigm, seeks to understand peoples lived experience from their own 

perspective. Qualitative researchers seek to 8understand subjective meaningful 

experiences9 and 8the meaning of social actions within the context in which people live9. 

The interpretive paradigm therefore emphasizes 8the importance of interpretation and 

observation in understanding the social world9, which is an integral component of 

qualitative research. Furthermore, the interpretive paradigm recognizes that reality is 

socially constructed as people9s experiences occur within social, cultural, historical or 

personal contexts. The aim of qualitative research is not simply to understand social 

phenomena, from the researcher9s frame of reference, but to go further and to achieve 

Verstehen. Verstehen means 8studying people9s lived experiences which occur in a 

specific historical and social context9 (Snape and Spencer, 2003). It refers to 

understanding the life of the people whom you study from their own perspective, in 

their own context and describing this using their own words and concepts. Also, 

reflexivity is very important in qualitative research, in different ways: personal 

reflexivity involves researchers reflecting on how their own backgrounds and 

assumptions may influence the research process and data created (Hesse-Biber and 

Leavy, 2006: 146). Green and Thorogood (2004) explain that reflexivity can also 

include an 8awareness of the wider social context9 to consider how both the social and 

political context might have shaped the research. Qualitative research can also go 

beyond understanding and Verstehen of a social phenomenon, it can contribute to social 

change, by using a participatory research design. Some participatory data collection 
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methods other than in-depth interviews are photo-voice, neighbourhood walks, 

community mapping (Loewensson et al., 2014). Researchers have been asking 

themselves: how ethical is it to collect research data for academic purposes only, and 

not contribute to enhancing the well-being of the people whom we study? This question 

is especially relevant when we conduct research among vulnerable populations (M. 

Hennink et al 2020). Freire9s theory 8provides a model for how to reconceptualize 

research projects to enact changes that can benefit communities and research 

participants. He argues 8to start with the people themselves9, we must get to know the 

world views of the oppressed with the 8ultimate goal of taking action to transform the 

world around them9 (Johnson, 2017). In this approach, consciousness, defined by Freire 

as 8being with the world9 (1970), is the basis for social transformation by people 

themselves, that 8a deepened consciousness of their situation leads people to apprehend 

that situation as an historical reality susceptible of transformation9 (Freire, 1970). Koch 

and Kralik (2006: 13) describe it as critical awareness: 8to come to an awareness of self-

hood and begin to look critically at the social situation in which they find themselves9. 

3.2.1 The context and the relevance of funding 
The present research has the aim to understand which are the different selection criteria 

that are used to choose who can be eligible to be trained as a peer supporter with lived 

experience. The research has got an international take, it involves trainers from Peer 

nation (Kampala, Uganda, Africa); IGPB - Institute for Participation and User Policy 

(Amsterdam, The Netherlands, Europe), The mental health commission, TAFE, The 

Western Australian Association for Mental Health, Curtin University (Perth, Western 

Australia, Oceania), The Copeland Centre (Chicago and Wilmington, Illinois and 

Delaware, North America). Several trainers mentioned how funding was crucial to them 

to be able to set up the training course and the lack of it caused many logistic issues, for 

others the absence of funding made it impossible to work as peer supporters after the 

training was over. 

<The money came from the psychiatric organisations, who wanted to do something with 

to implement expert by experience in their teams. In 2008 our organisation failed, there 

was not enough money anymore, so my job just stopped.= (P2)

<We're very, very lucky here. In Western Australia that the Mental Health Commission, 

who are brilliant, they are giving funding for more peer courses= (P7)
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<Most of the time peer support is voluntarily, because there is no funding for it. So as 

pioneers of peer support, we struggle a lot because there is no funding and most of the 

distances we have to travel to go and see our peers are very long, we can't manage. If 

there was funding, we could go and see our peers in the communities.  At the end of the 

day, you realise that there is little resources for peer support. I'm grateful for Butabika 

hospital because now peer support workers who are employed, you can go and access 

medicine wherever you want and the even the monthly pay comes, even if It's small, but 

there is an initiative to show that they want to pay for peer support workers.= (P5)

<For Western Australian intake into the TAFE which I teach, their actual qualification 

lasts 12 months and is scholarship based. Meaning that the government actually pays 

the students. 20- 23 scholarship positions each year that are paid for by the 

government, that's also why we have that sort of selection criteria or that process.= (P8)

<People want to be employed for ever, but no matter what happens if there is not 

funding, no activity going on. It is a bit hard for the people that have been trained, when 

an activity is going on, their transport and airtime can be compensated, so people 

would think that maybe it is kind of like a job, it is hard when the jobs are not there, if 

there is funding, people enjoy it. They are told it would have been a job, but in reality, 

it's not sustainable. So, it would be better if a system were put in place that can be 

sustained. And I don't know how that can be built. (P6)

<Our programme was funded back in those days by the Mental health Commission. 

Then we got some money to write a programme manual, for the training and the 

conferences. That money came from the Butterfly Foundation, it's an association and 

you have membership and people pay to join. It9s a charity that's been created for a 

cause.= (P9)

<We would love to be able to have another course to be funded to have another course 

to bring other people in. Right now, we only have the funding for people with the 

literacy skills.= (P10)

<The Copeland centre has a mix of both, so we have our doors to well- being that does 

a mostly webinar series, it is funded, and people can jump on for free and get their 

education hours that way.= (P11) 
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<We got a grant from the UK (250.000 pounds), to do peer work in Uganda, Peer 

Nation was funded in March 2019. Also, Open Society Foundation of South Africa, liked 

it so they gave us an amount of money, 250.000 pounds. We also got some funding from 

the UK Department of Health and social Care and Open trading initiatives, the Minister 

of Africa, he gave us another $25,000 for institutional spring training and we did that, 

we bought laptops, equipment and software. We write grants to get funding and when 

we are funded, we can have a stipend together for logistics like transport or to buy a 

snack because if you're going to engage with someone and talk, you need to go and 

maybe eat something, be healthy. Sometimes it could be that you would take something 

because to the person you are visiting, so you can gain rapport. During The last two 

years, In Uganda, we used go fund me, fundraising, funding=. (P4) 

3.2.2 Aims:
The general aim that guided me through this research, was to explore the complexity of 

the selection process entailed in letting people enter trainings in peer support among 

individuals with lived experience. This aim was chosen due to the absence of a shared 

protocol for selection, even in the same country or state, criteria can vary a lot from one 

place to another, there is a not much research on this topic. While reading through 

literature, interviewing the trainers and acknowledging the first themes that emerged 

from the reflective thematic analysis (Braun & Clarke, 2006), the specific aims of the 

research were defined as follows: 

1) Understanding what selection criteria the trainers rely on and why 

2) Exploring the subjective meanings trainers assign to the criteria, paying 

attention to the possible consequences of the selection process

3.2.3 The participants: trainers9 education and lived experience 
I conducted the interviews via the zoom platform, with 12 trainers, they had different 

cultural backgrounds and work experiences: Amsterdam, (The Netherlands, Europe), 

The mental health commission, TAFE, The Western Australian Association for Mental 

Health, Curtin University (Perth, Western Australia, Oceania), The Copeland Centre 

(Chicago and Wilmington, Illinois and Delaware, North America). Before starting the 

interviews, I presented every participant the research project, its procedures, I asked the 

permission for recording and transcribing the interviews. I had previously sent all of 

them the informed consent forms for the collection and processing of personal data, 

following the laws D. Lgs 196/2003 and UE GDPR 679/2016, so that the participants 
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could be aware of the confidential processing of their data, which respected their 

privacy and their right to withdraw from the research in any given moment. Before 

starting the interviews, I had received the forms back via email, signed by the 

participants.  Something that I found interesting is that out of the 12 interviewees, 10 

people disclosed about their lived experience, telling me it was an important reason that 

got them interested in this kind of job.

<Maybe the most important thing is to say that I am an expert by experience also, I had 

a diagnosis, I almost never use, as manic depression and bipolar and I always said: It 

was difficult to have too much energy, I had periods where I had very little energy, I 

suffered most from depression. I couldn9t work or study.= (P2)

<The first step I made was an article that I did with two professionals of psychiatry, as a 

patient, they helped me to get through it, that was the first time that I thought I have to 

bring what I have experienced, and the experience I9ve had with my family=. (P3)

<I have lived experience, with mental challenges, which stretches 7 years back, I have 

had this experience both in Uganda and in the UK=. (P4)

<Yeah, after I was peer supported. Someone called me I was given an interview. 

Whether I am fit for the job.= (P5) 

<I9ve been a trainer from more than a year, so that was after being trained as a peer 

support worker, the interest came after the support I received I myself=. (P6)

<My first job as a mental health professional was 30 years ago in England, and I knew I 

was different, I had a diagnosis of bipolar disorder, I had to keep it a secret. I knew I 

would have got fired= (P7)

<Obviously it's a lived experience role so, my transition into the peer space came from 

the fact I used to be an ambulance paramedic. I couldn't go back to that job from the 

PTSD from that role. I was diagnosed with anxiety and depression when I was a 

teenager, I was on my antidepressant for 18 years, when I grew up, I was told that this 

was it for my life. But I'm not, I don't have depressive thoughts. I don't meet the criteria 

for PTSD anymore, I just stopped and had a little wobbly moment, but I've not gone 

back= (P8) 

<They were advertising for lived experience, So I thought 89I can do that, I've got that 

lived experience99. (P9)
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<I got interested because of my own experience; I had my own experiences since very 

young. I had been an outpatient and managed to escape using services for many, many 

years. But then in my 40's, the whole pile of things came together that ended up with me 

being hospitalised a couple of times and being really struck by the lack of 

understanding of psychosis by the staff. Even though I was in in an extreme state, I still 

had the thought that 89Wow, I wonder if in some way shape or form it would be possible 

for me to train the staff or to help the staff understand you know the experience from the 

person's perspective=. (P10)

<Yes I did, First I had to go through peer training myself and I worked a peer 

supporter=. (P12)

Regarding their training, for some there was none set in place specifically to work as a 

trainer for peer supporters with lived experience, but they had gone through other kinds 

of educations. 

<No, I'm a psychologist, but as in trainers, at the beginning we had to learn it ourselves 

because we were the first ones=. (P1) 

<I worked in in psychiatry as a staff and I ended as a manager with expert by 

experience manager together with another manager.= (P2)

<There was no training, you know, us old school, there wasn't any=. (P7)

<I didn't not back then, I don't think there was anything in Australia, then? Or Perth? I 

mean, I've been doing this work for 20 years, so I was involved in creating the trainings 

that exist now. Back then, we just kind of learnt on the job to be honest and also in my 

case I had some very supportive, psychologists, social workers, they gave us mentoring. 

They were good, they used to give us free supervision=. (P9)

<Not especially, because I had already been doing different training in my own business 

before that and more spiritual types of training and running workshops. And things like 

that, inner child workshop.= (P10)

Other people, from younger generations, went through specific trainings. 

<Yes, I think what clearly was in my benefit is that I'm a teacher, so the teaching part 

was already in me, and I followed several trainings, and I started to think, you need to 

have that education, but the main thing is that you recovered yourself correctly= (P3)
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<We were trained, first of all we started doing peer support sporadically, then 

eventually we did a training, aside the peer support workers, the trainers were from UK 

at the time, we were trained to lead the support work and become trainers= (P4)

<I did a training for 2 weeks. Then I joined the Peer Support movement= (P5)

<I had to go and do my what's certification three and four in training and development, 

in the learning environment which I teach from, I had to complete that, but I had no 

idea that this is where I would end up, so I was guided.= (P8)

<Say I first got introduced to peer work in general about 10/11 years ago, and I got 

involved in training when I was 21 or 22 when I started any type or training, let9s say 6 

years ago when I did my first specific peer specialist training.= (P11)

<When the position came open, I applied. I went through the transition of being a peer 

worker also being a supervisor of peer workers and then developing a peer programme 

that was a drop-in centre and then I was able to move onto a training position.= (P12) 

3.3 The process of data gathering: semi-structured interviews 
In semi-structured interviews the interviews rely on guide that entails some questions 

and topics, but there is the possibility to degrees based on interactions during the 

interview. They are very useful for understanding social movements. They provide great 

depth of information, discover people9s interpretations of reality, their ideas, thoughts 

and memories. The cost is a reduction in the ability to make systematic comparisons 

between interview responses. This kind of interview allows scrutiny of meaning, based 

on how people understand their social world (Blee, K. M., & Taylor, V. , 2002). These 

interviews made it possible to reconstruct psychological processes of change of 

committed people on the basis of subjective narratives (Whiting, 2008). The semi-

structured interview is a method of research commonly used in social sciences. Magaldi 

and Berler (2020) define it as exploratory; it is generally based on a guide and that it is 

typically focused on the main topic that provides a general pattern. In the semi-

structured interview, an interviewer generally has a framework of themes to be 

explored. Viewpoints of interviewees are more likely to be expressed in a reasonably 

openly designed situation rather than in a standardised type of conversation, as in 

questionnaires (Flick, 2002). While the structured interview has a formalized, limited 

set of questions, the semi structured interview is flexible, allowing new questions to be 

brought forward during the interview as a consequence of what the interviewees have 

https://www.frontiersin.org/journals/psychology/articles/10.3389/fpsyg.2021.695365/full#ref25
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said. Mason (2002) suggests that all such interviews have the following key features: 

First, the interview is a type of internal dialogue exchange. This means that qualitative 

interviews must involve one-to-one interactions, second, the semi-structured interview 

is relatively informal, third, qualitative interviews are mostly designed to have a fluid 

and flexible structure. Finally, qualitative interview tends to involve the construction or 

reconstruction of knowledge instead of just its excavation. 

3.3.1 The interview protocol
The interview protocol was developed based on what I found in literature: there are still 

various concerns about the organisation and implementation of peer support (Collins R, 

Firth L, Shakespeare T (2016). Training programmes and organisational policies vary a 

lot from one country to another, as well as the different requirements that a person must 

meet to be selected as a peer supporter trainee with lived experience. There is no 

systematic review in literature that investigates the differences in the selection processes 

that take place around the word and there is no national or international shared protocol 

for selecting people to be trained as peer supporters, although there are a few 

overlapping requirements. Stable mental health seems to be asked for often, as well as 

self-awareness and self-reflection. (Hegedüs et al 2021) (Mclean et al 2009). In 

Australia the TAFE certification requires to have self-care strategies set in place (Mental 

health commission 2023). In the United States, it changes from one state to another, 

some requirements are about having a high school diploma, work experience, not 

having a criminal record, being clean from substances and having a certified stable 

recovery (Peer specialist database, Copeland Center 2025). Those who are excluded 

from participation are often those who have been <relying a long time on services,= and 

hold <less skills and experience= (Beresford & Bransfield, 2012, p. 43). Those who are 

understood as 8too mad,9 8too marginalized,9 or who communicate differently are often 

excluded from involvement. (Voronka, J., 2015). I thought it was important to ask about 

crises as well, because it has been demonstrated that training programmes intended to 

benefit peer supporters can inadvertently harm their mental health, disrupting their 

recovery. (Kane L. et al 2024).  As peer services expanded, challenges arose, related to 

needs around support, education, training, and supervision as well as more job 

opportunities and payment (Campbell and Leaver 2003; Cleary et al. 2006; Davidson et 

al. 2006; Hebert et al. 2008; Salzer et al. 2009). Peer supporters reported stress, burnout 

and (rarely) psychiatric symptoms in, and as a result of their work. (Moran et al 2002). 
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The questions about diagnoses emerged to understand what relationship peer trainers 

have with diagnostic labels and language. 

TOPICS QUESTIONS

Context 

-Trainer9s education

Selection criteria

-What theories guide 

the trainers while 

selecting potential peer 

supporters?

-Nature vs nurture 

-Practical implications

-Is selection a flexible 

process?

- From how long have you been a peer trainer and how did you get 

interested in this job?

- What kind of training did you follow to be qualified as a peer trainer?

- How do you select the candidates that can participate to the training to 

become a peer supporter? 

- How do you define lived experience? 

- Do you have any selection criteria for people who can take part in the 

training to become peer supporters? 

- While selecting what importance do you give to experience compared to 

personal attributes? (what kind/description of both) 

- Why do you exclude candidates? (nature/nurture)

- How do you structure the weekends of training and selection? (solo per 

ex in)

 

- Have you ever realized at the end of the training that some people could 

not be fit (good) to work as peer supporters? 

- Have you been in doubt about someone9s fitness for the role of peer 

supporter but still decided to give them a chance and evaluate later on? 
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Training and ongoing 
training 

-Is training 

conceptualized as a 

process or an 

achievement?

-What role is assigned 

to supervision during 

the training? 

-Dealing with absences 

-Challenges arising 

from the informal 

nature of peer support 

- Do you offer updating courses as ongoing training?

- Which were the most difficult goals/themes for people to achieve during 

training? 

- How do you tell someone is ready for working as a peer supporter? 

- Do you as trainers follow a supervision program while teaching the 

course?

- Do you offer supervision to the peer trainees?  

- How do you deal with people being absent during one or more modules 

from the training? Are there some steps in training which are mandatory 

to complete the course? 

- What impact has a person being absent had? (on an individual level and 

for the rest of the group)

- Do people manage to maintain boundaries between life and work?

- What are the duties and task a peer supporter should take on while 

working? 

Crisis 

-Theories underlining 

the view of having a 

crisis while being a peer 

supporter trainee 

-How the theories 

reflect themselves in 

- How would you define a crisis?  (Or relapse?)

- Do you think recovery includes the process of going through and 

overcoming crises or should one be 89well enough99 to not be triggered? 

- Which dynamics can exclude a person from being a peer trainee after a 

crisis rather than being enriched by recovering from it? 

- Do you have a standard plan you follow if people go through crises? 

Could you describe one or more episodes and how you dealt with them? 
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dealing with peers in 

crise 

-Contact with the social 

network 

-is there a relationship 

between working as a 

peer supporter, recovery 

and crises?

- How did the crisis affect the other members of the group? 

- What kind of contact do you have with the social network of the peer 

support trainees? 

- What kind of role have you witnessed the social network have during 

peers crises?

 

- Do people go through relapses more often during the training, on the 

internship or on the job?

- Is there a relationship between being trained as or working as a peer 

supporter and crises?   

Self-awareness

-What theories are used 

to define/assess 

awareness and its 

importance in this 

context?

-Practical implications

- How do you define self-awareness? 

- What are the purposes of developing self-awareness as a peer supporter?

- Could you describe the impression you get by someone who has not 

developed self-awareness compared to someone who has? 

- Do you think people are aware of the risk of having a relapse during 

their recovery, or how emotionally intense it can be to work with other 

people9s suffering and crises? 

- What activities have had most success in enhancing self-awareness in 

people?
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Self-management and 
self-care

What are the theories 

that define the view and 

definition of self-care

 

-Is self-care used as a 

protection factor to 

prevent or ease crises? 

-Level of awareness of 

social determinants in 

mental health

- How would you define self- management and care? 

- Have you got a module in training dedicated to self- management/care? 

- Do you think there is a relationship between self-awareness and self-

care?

- Does self-care have a role during crises or relapses? 

- Is self-care a privilege? 

Diagnosis

-What theories guide 

trainers in dealing with 

diagnoses and 

consequent practical 

implications 

-Exploring the impact 

of diagnoses on peer 

trainees 

- Do you focus on teaching the concept and dynamics of diagnoses while 

training peer supporters? 

- What kind of education have you received as a trainer about diagnosis, 

its impact and importance? 

- Do you feel the peoples diagnoses guide you in some way? 

- Have you had the impression people considered diagnosis impactful on 

their lives, if so in what ways? 

- Have you had the impression people feel like their identity as peer 

supporters is strongly related to their diagnosis? Has the training course 

influenced this feeling is someway?  
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- Do you find people are keen to work with users that have a similar 

diagnosis to them? Or does it go the opposite way? 

3.4 The data analysis method: reflexive thematic analysis 
For this research I used a thematic analysis method by Braun & Clarke, it fit well to 

analyse the data that emerged from the interviews, it enabled me to analyse the 

meanings and intentions trainers associated to selection criteria. Thematic Analysis 

gives a detailed comprehension of data; it helps to identify and patterns (codes and 

themes) among data (Braun & Clarke 2006). The authors I just mentioned, originally 

conceptualised RTA as a para dogmatically flexible analytical method, suitable for use 

within a wide range of ontological and epistemological considerations. In recent 

publications, they have moved away from this view, defining RTA as a purely 

qualitative approach. This pushes the use RTA into exclusivity under appropriate 

qualitative paradigms (Braun and Clarke 2019, 2020). The reflexive approach to TA 

highlights the researcher9s active role in knowledge production. Codes represent the 

researcher9s interpretations of patterns of meaning across the dataset. RTA is considered 

a reflection of the researcher9s interpretive analysis of the data conducted at the 

intersection of: (1) the dataset; (2) the theoretical assumptions of the analysis, and (3) 

the analytical skills/resources of the researcher (Braun and Clarke 2019). Through the 

reflexive approach, themes are not predefined in order to 8find9 codes, they are produced 

by organising codes around a 8central organising concept9, that the researcher interprets 

from the data (ibid). I adopted a critical perspective, to examine the mechanisms that 

inform the construction of systems of meaning and therefore offer interpretations of 

meaning further to those explicitly communicated by participants. This enabled me to 

reflect on how the wider social context may facilitate or impugn these systems of 

meaning (Braun and Clarke 2012). Braun and Clarke (2020) have proposed a six-phase 

process, which can facilitate the analysis and help the researcher identify and attend to 

the important aspects of a thematic analysis. While these phases are organised in a 

logical sequential order, the researcher should be cognisant that the analysis is not a 

linear process of moving forward through the phases. Rather, it is recursive and 

iterative, requiring the researcher to move back and forth through the phases as 

necessary (ibid).
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1) Familiarisation with the data: it means reading and re-reading of the entire 

dataset in order to become intimately familiar with the data. This is necessary to 

be able to identify appropriate information that may be relevant to the research 

question. I transcribed the interviews, and after reading them a few times, I 

highlighted the elements that seemed particularly interesting and in line with the 

research aims (paragraph 3.2.2).  I kept a file on word and a jotter where I noted 

thoughts and reflections that came up from reading through the interviews. 

2) Coding: Codes are the fundamental building blocks of what will later become 

themes. The process of coding is undertaken to produce short descriptive or 

interpretive labels for pieces of information that may be of relevance to the 

research question. They should offer enough detail to be able to stand alone and 

inform of the underlying commonality among constituent data items in relation 

to the subject of the research (Braun and Clarke 2012; Braun et al. 2016). I used 

the comment function on Word to get into this process, writing next to each 

paragraph a short label, trying to capture the main content that I saw emerge. I 

went through and revised the codes multiple times to be sure this phase of the 

thematic analysis was completed correctly. Following, some examples of the 

codes that eventually became one of the main themes: no well-fare= no 

permanent care, private psychologist= helps get better, money= crucial to 

recover, recovered enough= self-care and self-awareness, well-being milage= 

self-care and self-awareness. 

3) Generating themes: This phase begins when all relevant data items have been 

coded. The focus is on the interpretation of aggregated meaning and 

meaningfulness across the dataset. The coded data is reviewed and analysed as 

to how different codes may be combined according to shared meanings, so that 

they may form themes or sub-themes. One specific code may turn out to be 

representative of an over-arching narrative within the data and be promoted as a 

sub-theme or even a theme (Braun and Clarke 2012). When I went through the 

codes, I identified various themes, one of which entailed two sub-themes, which 

entailed four sub-sub themes each, one of which they had in common. During 

this process I used files on word, I created conceptual maps and I used different 

colours of highlighters to distinguish the different sub-themes and sub-sub-
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themes and the relationships among them. To mention an example of this 

process, based on the codes, some of which I mentioned in the previous 

paragraph, I came up with the theme: <well-being maintenance in recovery: self-

awareness, self-care and social determinants=

4) Reviewing potential themes: during this phase I analysed the nature and potential 

of the themes that emerged from the previous phase. Asking myself the 

questions Braun&Clarke (2012) suggest: Is this a theme (it could be just a 

code)? If it is a theme, what is the quality of this theme (does it tell me 

something useful about the data set and my research question)? What are the 

boundaries of this theme (what does it include and exclude)? Are there enough 

(meaningful) data to support this theme (is the theme thin or thick)? Are the data 

too diverse and wide ranging (does the theme lack coherence)? I had to change a 

few things, reading again through the interviews and the codes, to verify which 

themes were really important, I found some of them to be redundant. 

5) Defining and naming themes: At this point the themes came together creating a 

narrative that was consistent with the content of the interviews and informative 

in relation to the research question. I also went through a last revision of the 

names of the themes. I identified which data items to use as extracts when 

writing up the results of the analysis, so that I felt the themes could be described 

in detail. I presented the data extracts analytically, interrogating what has been 

interpreted to be important about what participants said and contextualising this 

interpretation in relation to the available literature (Braun&Clarke, 2013).

6) Producing the report: The write-up of qualitative research is very much 

interwoven into the entire process of the analysis (Braun and Clarke 2012). As 

before, this required me to use a recursive approach to report writing. As codes 

and themes changed and evolved over the course of the analysis, so did the 

write-up. At this point I also established the order in which I wanted to report the 

themes, so that they could connect in a logical and meaningful manner.

I will describe the findings that emerged from this phase in chapter 4, where I present 

the results of the thematic analysis. 
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CHAPTER 4: THE FINDINGS OF THE RESEARCH 
4.1 EE’s selection: presenting the results of the thematic analysis 
I conducted a thematic analysis on 12 interviews, during which I spoke to trainers that 

teach peer support courses in different locations: Uganda, The Netherlands, Western 

Australia, Illinois and Delaware. I chose the extracts that seemed relevant for exploring 

the selection process of people with lived experience as peer supporters. I then coded 

them, and six thematic areas emerged, one of them comprehended two subthemes which 

both entailed four sub-sub-themes each, one of which, they have in common. 

1) Passion for helping others

2) Having an intellectual level and literacy skills 

3) Having volunteering experience in peer support 

4) Being able to listen to others 

5) No selection criteria 

6) Well-being maintenance in recovery: self-care, self-awareness and social 
determinants

5.1 Self-care: to cope and feel connected with life 

5.1.1 It Is tough when you are not well

5.1.2 WRAP helps but focuses on personal responsibility

5.1.3 It is a privilege: time, money, mental health care, self-worth

5.1.4 The role of self-care in maintaining well-being

5.2 Self-awareness: the relationship with ourselves and others

5.2.1 Art can help it develop: sharing feelings and experiences 

5.2.2 It Is taking responsibility about your life

5.2.3 The lack of it can help or hinder mental health

5.2.4 The role of self-awareness in maintaining well-being

Themes, sub themes and sub-sub themes are represented through the diagram in the first 

image below
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 WELL-BEING MAINTENANCE in 
recovery: self-care, self-awareness 

and social determinants 

SELECTION PROCESS IN EXPERTS BY 
EXPERIENCE’S TRAINING

Passion for helping 
others

Having an 
intellectual level 
and literacy skills

Having volunteering 
experience in peer 

support

SELF-CARE: to cope 
and feel connected 

with life 

SELF-AWARENESS: the 
rela琀椀onship with 

ourselves and others

It is a privilege: 
琀椀me, money, 
mental health 

care, self-worth

WRAP helps 
but focuses 
on personal 

responsibility

It is tough 
when you 

are not well 
Art can help it 

develop, 
sharing 

feelings and 
experiences

It is taking 
responsibility 

about your life

Being able to 
listen to others 

The lack 
of it can 
help or 
hinder 
mental 
health

Image 1: Diagram of the themes 

To maintain well-
being: knowing how 
and when you need 

support

No selec琀椀on 
criteria 
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4.1.1 Passion, education, work experience, listening to others as selection criteria and 
no selection 
For this paragraph I collected what came up when I asked the trainers if they selected 

among people who manifested interest in becoming peer supporters. 

Work experience 

<We always think it is important, they already did some volunteer work in this field, in 

the user organisations, at least for half a year, so being active, having done some work 

in the recovery movement nowadays is really important. Knowing the field=. (P1)

<For our training people must have also one day of voluntary work, after a couple of 

years we ask for that, this a very important condition=. (P2)

Passion

<You may have passion, but there's a limit to which passion can go, there are costs that 

come in, that passion alone will not be able to address, you need to have some logistics 

and budget that can facilitate things=. (P3)

<We check the passion of that person. If the person has passion to do peer support. 

Because there are excited in 1 min and the other minute they are not interested.= (P4)

<The dedication and the commitment, it9s important to have time to dedicate to this 

work, and to feel passion for it.= (P5) 

<We want you to be passionate about using your lived experience to make a positive 

change=. (P7)

Education

<One point is that our education system only has a checklist or if you have an 

intellectual level, you have to prove that by other trainings and education you had 

before.= (P3)

<The course is pitched at about a second-year level, people need to not just have 

literacy, but they need to have a little bit higher literacy= (P10)
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Listening to others

<Being reflective also means that you are able to listen to others. If you are too involved 

with yourself and don9t have the space in your mind to listen to others and to accept the 

feedback with others about you, it is difficult, these things are important.= (P1) 

<Especially being able to listen to others and not taking stories of other people home, 

that was always important.= (P2)

<They need to want to make change, articulate their ideas, be listeners=. (P7)

No selection

<We don't specifically select people. Oftentimes it's just whoever makes the list first, 

first comes first serve. However, people just come to me and be like, mentally and 

physically, I'm not well enough to finish this course=. (P11)

4.1.1. Self-awareness as a selection criterion 
For this sub-theme I put together the extracts in which participants told me about the 

importance of self-awareness as a selection criterion for potential candidates interested 

in the training to become peer supporters with lived experience. 

<Just to mention the most important things, we always try to find out whether people 

can reflect on themselves. I think you call that self-awareness; it is important that 

people can reflect on themselves. Think about themselves, who they are, what they do, 

they have to learn about themselves, studying themselves, that9s what we try to find out 

in users.= (P1)

<I don't use that word, self-awareness. I use, self-reflection: To be able to reflect on 

your own history, that9s very important, so I always had a couple of questions about 

that.= (P2) 

<We always say, when you want to work with other people, it9s very important to be 

aware of your own experiences, to reflect and look at them from different points of 

views, what is important, what9s not important. Because when you meet someone who 

has the same experiences and you haven9t reflected on yours, then it will be a problem.= 

(P3)

<What we look for is that the individual has had enough supports for processing their 

trauma or understanding their challenges, to have that self-awareness.= (P7)
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<If you're very much still in that trauma space, it9s probably not the best qualification to 

study. Each year when I start the training. I say, this is really about self-awareness, it's 

about learning and letting go of the idea, it's about you, it's about somebody else now, 

it's putting your own stuff aside.= (P8)

<If I promote a course, I just put things like please make sure you have enough time to 

reflect, this will require you to reflect on your personal experiences.= (P9)

<For the university course, they need to have an interest in self-awareness and self-

reflection work.= (P10)

Many trainers think that being self-aware or having an interest in developing oneself in 

this way, is important. It is a central theme during the training and while working as 

peer supporters, in the next pages I tried to explain what the trainers meant when they 

told me about self-awareness as a selection criterion. 

4.1.1.1 Self-awareness: the relationship with ourselves and others 

For this sub-sub theme, I collected the extracts in which people spoke about self-

awareness. According to literature, it is about awareness of one9s attitudes, beliefs, 

internal states, emotions, motives and meaningful life patterns; recalling past internal 

states and thinking about who we will be in the future (Wilson2009) (Rasheed et al. 

2019) (Klimoski&Hu2021). Self-awareness is also about understanding how others see 

us, and how we fit into the world around us (Eurich 2017, 2018).

The trainers defined self-awareness as a determining aspect in the way we think, make 

sense of events/emotions, suffer, act and feel. Some of them focused on the 

intrapersonal aspects of this trait, speaking about the relationship we have with 

ourselves. 

<Self-awareness, is an awareness about your behaviour, your thoughts, your emotions, 

your aura and your history= (P1)

<Self- awareness is a process where you begin to understand yourself and your 

triggers=. (P5)

<It is very important, for people to develop that self-awareness. To realize what works 

for them, very well. Because you might try to borrow what works for another person, 

but it does not work for you, so people need to know themselves=. (P6)
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<I think it's about knowing your strengths, and your worth is a big one=. (P7)

<I don't use that word, self-awareness. I think I use, self-reflection, meaning that you 

are able to reflect from different point of views, on yourself and your experiences, we 

say that it's very important, that you have all your experience in your fingers.= (P2)

<Self-awareness is the ability to stop and reflect in the moment on what you're thinking, 

feeling and doing and where the roots of those things are coming from. Even if you can't 

necessarily identify where the root of them is coming from, it9s knowing that something's 

off and that you need to take some kind of action.= (P12)

Other trainers highlighted the relevance and influence self-awareness has on an 

interpersonal level, in interactions with other people in general and specifically while 

working as peer supporters. 

<If you can be aware of what you're trying to say, it's not passive aggressive or 

aggressive, you just recognise why you're saying it. It's an art and it's a professional 

professionalism, I think is not just in the peer space, I think it's needs to be everywhere, 

it shows integrity across all spaces. It's about, knowing how to communicate effectively, 

as well to get your needs, maybe met or understood rather than attacking or being 

emotionally driven?= (P8)

<I think sometimes it's knowing how I'm feeling, but also knowing how I'm showing up 

in the world and how I am interacting with other people, because I can know exactly 

how I'm feeling, but if I'm not being kind with my words to somebody else, then maybe 

I'm not totally in acknowledgement of how I'm showing up, so I'd say it's a multitude of 

those factors. I think self-awareness can impact like how you build that relationship 

with the person that you're working with.= (P11)

<We talk about self-awareness as the willingness, in my words, to drop the water line 

and be willing to look at what might be beneath my awareness? As in Assumptions, 

expectations, needs, beliefs, thoughts. It9s about lots and lots of learning about myself, 

so that led to some self-understanding. I've got to catch my assumptions, in order to be 

able to have connection with people and bring people along.= (P10)

So according to these participants self-awareness has got an impact in the way we 

communicate, connect with people and build relationships, it helps us to be kind and not 

attack others, as we realize what we are feeling instead of being overwhelmed by it. If 
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we are not aware or in touch with our feelings, they will still drive our interactions, but 

this could happen in way that might not be pleasant for those who are involved. 

Some of the trainers spoke about the bond between being self-aware and dealing with 

suffering, on a personal level: meaning living with, acknowledging and relating to their 

own pain and shadows. 

<People who are self-aware, have built a relationship with the pain, so they're not 

sitting in it, on the chair closed up. They built a relationship with the pain, that9s a 

really good way of describing what this is about, that is what we want people to do=. 

(P3)

<Self-awareness is the most important thing in the world. It's the key to everything, the 

way that I define it is that self-awareness is that you know yourself well enough, that 

you're accurate about how other people see you. So you must be honest with yourself. 

Like the good bits the bad bits. You have to have a friendship with yourself. I think 

having self-awareness is the key to being happy, because when we judge or criticise 

ourselves, we are not so happy. Self-awareness helps to actually demonstrate you can 

love yourself, you can accept yourself, you can have faults and mistakes, it's OK99. (P9)

<Also knowing what I would call 89your shadow self99, we've all got a shadow self, all of 

us, and knowing what that is for you and how you can manage that, not making it 

disappear, but knowing when that might come into your practise. So just knowing 

yourself, accepting both, accepting your shadow self. Self-awareness is also making 

connections about experiences=. (P7)

All of these people spoke about pain, it9s important because often it9s something that in 

the traditional conception of healing is thought as something to get out of the way. The 

point is not the pain or the shadows per sè, the strength of people with lived experience 

is not just that, it is what came with it, what relationship they built with it and how that 

changes deeply everyday life. Some people speak about acceptance which is a key 

aspect of mental health, and the shadow self, which to me talks to Jungs theory, 

according to which the darkest part of our minds makes up some of the most important 

parts of our identities, but we suppress them. The harder one fights against the nature of 

their shadow and the deeper they hide it, they will have an unstable relationship with it. 

Not building a relationship with our shadows allows it to control us and our actions 

(Aion, Jung, 1951)
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<The level of awareness is when they speak about some of their experiences, and it 

doesn't come across as a projection of their pain. You can kind of pick up where their 

driving force is, because it looks like it9s coming from a wounded space. It looks like a 

wounded response and it's not to say that it's not OK, or that you can't be wounded or 

affected by your past by any means, but it's the self-awareness, the projections from 

that, it's being aware that you're doing it=. (P8)

89When you meet someone who has the same experiences and you haven't reflected on 

yours, then it will be a problem. It's so important to know what your history is and what 

your experience is and, why did you have this experience so that when you meet people 

who have the same experiences, you won't be disturbed because you know what your 

own story is, that is the purpose of it, of what you call self-awareness=. (P2)

<If you're not aware of the impact of your own story on your life, how you developed 

yourself, you cannot give that to the other person. If somebody is not able to tell their 

own story, you know that the pain is too is still very much there. At the beginning of 

recovery, you really are overwhelmed, and you don't have any grip.= (P3)

Self-awareness helps being able to listen and support service users while they share 

their experiences. They explained how also this has got to do with the relationship 

people have with their pain, if some life experiences and sufferings have not been 

digested or looked at, people might tell their story just as a projection of pain and they 

might not realize they are doing it, this is why self-awareness is important. The 

suffering must have been there, but it is important people really have had a good look at 

it, feel a sort of acquaintance with your own story helps to help others without feeling 

overwhelmed. 

4.1.1.2 Self-awareness9s development in training: the expression of feelings through art 

and shared experiences 

When I asked the trainers about what kind of activities they had set in place to help 

people develop self-awareness, they told me that sharing thoughts, feelings and 

experiences with others was very helpful. Art can help this sharing process; the people I 

interviewed spoke about this mentioning some of its different mediums: creative 

writing, painting, modelling clay, acting role plays, playing instruments and listening to 

music. 
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<We asked people to write the portfolio about their life, that is like what artists do when 

they make a book about things they make. We ask people to write especially around the 

important life changing events. We also created what we call quality games, for example 

you mention qualities of yourself, for instance that you're very good at listening. They 

are exercises from the transactional analysis: you look at yourself, say something about 

yourself and ask questions about what you are saying about yourself=. (P1)

<In the portfolio group, there were a lot of questions, you need some surroundings 

where you are invited to think about yourself. I think it's the most important thing: that 

you live in an environment where you are invited to exchange experiences and peer 

groups are very important.=. (P2)

<We had a woman who had a diagnosis as borderline, so that means it's difficult to cope 

with emotions. She found it very hard to talk about some things. In day treatment, she 

was working with her hands, with clay or drawing things, anything like that. Clay was 

very important for her to become aware of her emotions; it helped her experience what 

happened to her in the past. She couldn't express it in words. Working with your hands 

and clay isn't at all planned as normal treatment of somebody with a borderline 

diagnose. It's very important. We have focused too little in our trainings on all these 

arts. I think it's very important because a lot of people, haven't learned to talk about 

their problems or it's too threatening to talk about the problems. It's very important to 

have these art things, looking for different ways to express themselves. Music is also 

very important for a lot of people, listening to music, also playing music, are very 

important things=. (P2)

<Sometimes people pause while talking, then you know they9re starting to think, and 

thinking is not the same thing as feeling. Sometimes it's difficult to give words to their 

own thoughts. Some people are not talkers; it is normal that words don't help them. If 

we have 10 people, I would say that two or three are going for a different medium than 

words. I myself think, if you can paint your own story or make music about your own 

story that9s the same thing. That's just a tool, and it9s something I would really want to 

talk with you about. I'm a painter, I prefer the paint. I do want some kind of ending 

shape out of the training, it could be a painting or something else, but I do want 

something out of it because then it really it stands. It's important to rewrite what you 

thought and how needs form. The words are important because that's the way we 
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communicate. But I won't shoot someone and say you cannot do this because you have 

difficulties in speaking.= (P3)

<Often art helps to get to words. But you do need to help them about, by simple things, 

did the colour WRAP means something to you? Or I see a painting with a suitcase, and 

I ask what is the meaning of the suitcase? And you also have the group, and the group 

asks a lot of questions still. it's powerful to tell your own story to a group of people who 

already all have a story. It's one of the main things that really helps and the awareness 

of what your pain did to you comes also by listening to other people who have these 

types of stories. So I think the training should be especially doing that. In the WRAP, 

they have a lot of attention on 89put it in your own words99. (P3)

<We9ve got the tree of life, we all draw it, it9s one of the highlights of the training. It9s 

very important for someone to become aware of himself, get to know the strong points 

about oneself, to know how to manage yourself and go forward. It is a metaphor that 

starts from the roots (that go in to the ground), goes on to the trunk, goes on to 

branches, on to the leaves, on to the fruits, to the whole tree and then a forest. The idea 

behind it is that we are nothing without our roots, so it is important to trust our roots, 

where we come from, what we do and how this supports the trunk, how the trunk 

supports the branches, how the branches support the fruits and the leaves=.  (P4)

<oooh, when we are in the training, we have songs, we have role plays. In the training 

there are many things that are done that help you to discover your self-awareness, to 

know how you can cope in case you have a crisis=. (P5)

<yeah activities are there, for instance, we have buddies, to help us check between us, 

then there is another tool that Is used, a plan that is used, the recovery action plan that 

is used for people to stay on track, so it helps them to know their triggers, to know what 

it takes to be well=.  (P6)

<They hate role plays, but they have to do role plays. Self-awareness is almost our 

entire thing in training, all of the subjects are about what's your knowledge? What are 

your experiences about? What has this brought up for you? What part of your lived 

experience can you connect with this? You know, I've had assignments. They've had to 

rap it. I've had somebody do a rap and I've rapped it. I've had them do graffiti. I let 

them do different mediums, that is expressed, whatever gets them over the line. We'll do 
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any reasonable adjustment, so what does it look like for you that's gonna make this 

OK?=. (P7)

<We do a lot of class reflection. I am very clever as to some of the journeys that I might 

take the students through that embeds a lot of self-reflective practise. They loved it 

because of the fact that it made them sit in the mud with themselves. There's very much 

self-reflection throughout the course, especially after the role plays, the sort of 

enactment things, there'll be a lot of self-reflection through a lot of the assessments, they 

have to think about their own recovery and then reflect in that space as well=. (P8)

 <I don't know how you teach self-awareness. Except bring people together, get them to 

share and listen. I just think over time sharing and listening, but in a deep way. So 

sometimes asking very strong, challenging questions, that make people think and really 

feel things, make people feel things. One of the things that I've learned is try to stop 

people from talking too much about their story, until they've felt their story. I don't know 

how to explain it really, but…come out of the head and into the body, that's what it is, 

it9s somehow coming into the body, feeling it. I think writing is a really good way, I think 

craft is a really good way, anything where you can like put pictures, art. I love anything 

to do with breath work, music and movement. Vulnerability is also important, people 

need to share something that makes them feel vulnerable, then the self-awareness starts 

to come. (P9)

<In training we do what's called a process reflection that's borrowed from social work. 

In the one that we're doing currently, we've used the model head, heart and hands, that 

comes from social work as well: it's like, what do I notice that I've been thinking about 

some of the ideas that were talked about in class? How did I feel about class today 

about these concepts that we're learning?=. (P10)

<I think a lot of the things in the training have like an undertone of learning about your 

self-awareness, without really saying it, because if you're exploring things like, for 

instance, your triggers, that's still level of trying to figure out like what is causing me 

discomfort. And so sometimes what happens is people go through the process, and they 

don't even realise they're becoming more self-aware. I mean even talking about morals 

and ethics as a peer supporter can give people self-awareness, so I think there's a lot of 

ways=. (P11)
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<In training we do a combination of activities of group discussion, because our classes 

is not lecture style. It's definitely meant to be experiential. So it's like helping people 

posing the questions that help people to discover things on their own or doing activities 

that help people to come to their own conclusions=. (P12)

The trainers explained that peers help each other develop self-awareness, through deep 

conversations about feelings connected to life experiences. However, during verbal 

exchanges, people might not be able to access their feelings and stay stuck in their 

heads. Furthermore, words do not work for everyone, therefore, different art mediums 

can help add to the cognitive component of self-awareness, providing a contact with 

emotions and feelings, this could then ease the process of sharing them with others.

4.1.1.3 Self-awareness as taking responsibility 

While the trainers explained their take on self-awareness, they mentioned that it has to 

do with accountability and taking personal responsibility. I feel there could be a 

component of a neoliberal mindset that might have led people to speak a lot about these 

topics. They often refer to individuals who perceive themselves solely as victims, as if 

people live in a state of pity from which they should pick themselves up from. People 

are victims, they are, in many ways, and for different reasons, which are determining 

both on a personal and structural level. However, in privileged situations, being able to 

acknowledge how one acts during intense suffering, what triggered you and in what 

way, is a crucial component in developing self-awareness and it changes how we build 

relationships and interact with others. This connects to the fact that self-awareness can 

help one get out of a split mindset, in which all the faults, mistakes, and issues are 

projected towards other people. It helps create more of a grey outtake on reality and 

acknowledge that we all make mistakes and trigger anger in other people or make them 

go through some kind of suffering. In the next paragraph I will go into more detail about 

the last two topics I just mentioned. 

<There are people who sees themself only as a victim of family or psychiatric system or 

anything like that. It overcomes me as not being able to take account of your own 

responsibilities in things. You can say, I do not agree with this treatment or with this 

sustain from family or from parents or from brothers or sisters or anything like that. I 

take the responsibility to do other things, I make my own path, that is very important. 
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People who are only a victim and can't reflects on what circumstances mean for them or 

what people mean to them, what people did, and how it was for them=. (P2)

Some trainers spoke about making decisions, to change life situations. Often, this is not 

at all an option, and it nourishes the lie of meritocracy . People may not be able to 

choose anything, due to social determinants of health, structural violence and 

oppression or unhealthy and violent relationships.

<How to define self-awareness? I think it has to do with ownership of your own story, 

ownership has to do with the fact that you're ready to see what your position was, that 

you are ready to see what hurt you, how it changed you. How you grew out of it. 

Someone can really change very rapidly, but it does need an openness to address 

yourself on what is your part of the story. I don9t mean being on top of it, not being the 

boss of it, but being able to live with it. People who are not self-aware they kind of stick 

onto being a victim. When you are only a victim, you cannot say what made you in life. 

Some of it will be of course painful, and that's alright. Pain is not something that we get 

out of the way, but if you cannot say what, empowered you, then you probably are not 

aware of your own story=. (P3)

<In self-awareness there's a higher level of integrity and accountability for your own 

actions, your words and what you say. To be able to be aware and have the awareness of 

89you are in control of you and your responses99, and you're viewed as how you respond 

as well, so what's your 50% of how you've gotten to the situation to where you are?= 

(P8)

Both of these trainers told me that people can detain a part of responsibility in 

maintaining certain situations that generate suffering, self-awareness has got to do with 

recognizing if this happened, in what way and why. 

However, P3, told me about this ability to be able to look at <your part in the story= as 

some sort of openness with ourselves, they specify it should not mean being <the boss 

of it but being able to live with it=, to me this version is closer to reality and it includes 

empathy and kindness with yourself. It differs significantly from P89s definition, who 

 According to meritocracy people can rise, they can <compete= for jobs and social roles based on their 
own merits, this mind set ignores social determinants that are at the base of people9s lives, mental and 
physical health and employment. Meritocracy is a lie and the primary jus琀椀昀椀ca琀椀on to inequality. Sandel, 
M. J. (2021). American Journal of Law and Equality, 1, 4-14.



64

speaks about accountability for how you act and what you say, highlighting that self-

awareness means that you are in control of yourself. I feel there is less self-compassion 

and understanding associated with their words connected to the conception of being in 

control of yourself. 

<Self-awareness is the willingness, in my words, to drop the water line and look at what 

might be beneath my awareness? As in Assumptions, expectations, needs, beliefs, 

thoughts. You can start to see the other person's point of view and then we have a 

different language. So rather than you, 89you made me angry99 It's like 89ohh I noticed 

that when you said such and such I notice I felt angry, I wonder what that's about=, it9s 

being more curious, you know, it9s about saying, <I see the anger is surfacing= rather 

than, 89you put it in here99. (P10)

<When I was less self-aware, everything was, things I was ashamed of and things I was 

blaming people for, pretty much everything my life was in those categories=. (P12)

These other participants spoke about a specific realm of emotions which have got to do 

with anger, and feelings associated with blaming others. Based on the level of self-

awareness we are at, we will have different relationships with this emotion, which will 

influence the way we interact with others. Anger on a social level is often conceived as 

a <bad/disruptive emotion=, people often find it difficult to realize they are feeling it, let 

alone admit that it surfaced from within them, some end up blaming it on others, which 

might leave them not aware of some parts of themselves. Obviously, the societal 

influence is just one variable that came to my mind that could drive this kind of 

behaviour, the motivations can be infinite such as dynamics within the family and/or 

with important partners, it can all change based on people life9s stories, but the results in 

dealing with the feeling of anger might be similar. They highlighted, how through self-

awareness they managed to stop blaming others, this can apply both on an emotional 

level but also to many realms of life where something goes wrong, individuals who are 

not self-aware will tend to find an explanation that has got nothing to do with them, or 

at least, in a small degree, the determining <fault= is always projected towards 

somebody else or an external event. 

<I remember reading a lot about recovery, reading some books a long time ago, 

learning about human patterns, you know of control and rescue, things like that. I 

bought 2 copies, for two friends of mine, who I thought had control issues. Then I 
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realized, 9Oh my God. I've got control issues. Yeah, I did not have a clue that that was in 

me, you know, so lots and lots of learning about myself, so that led to some self-

understanding=. (P10)

<I also see people that are ready, and they just absorb everything. They're just willing to 

change their minds over things. They're willing to go 89oh, I don't know about that, tell 

me about that99 or 89look I'm realising actually I didn't get that right at all.= Self-

awareness is everything, because if you bring in your bias or your unprocessed trauma, 

your practise will be through those lenses. So, we want to make sure that we know what 

belongs to us and what belongs to others=. (P7)

Also, self-awareness has got to do with the ability of admitting our mistakes, which 

leads to changing our minds over things. They are interconnected, again it has got to do 

with the relationship we have with others. It9s as if enhancing self-awareness on an 

intrapersonal level influence directly the interpersonal part of our lives. Still, I think it is 

hard to keep these two realms separate, the influence could happen also the other way 

around, for sure we are strongly influenced and supported by others in the process of 

gaining more self-awareness. It has got to do with a process of individuation, according 

to Jung9s theory, this process requires integrating conscious and unconscious aspects of 

the self which can allow for a 8third9, unexpected way of operating to emerge. Jung 

outlines particular phases of the individuation journey and stresses that the process is 

8not linear9, but instead, 8consists of progress and regress, flux and stagnation in 

alternating sequence9. Individuation is never achieved in isolation; rather than an inner 

journey to 8find one9s true self9; individuation requires engagement with others and a 

commitment to acting in a way which serves the common good (Ladkin et al, 2018). 

4.2.1.4 The lack of self-awareness: adaptive implications and splitting 

Resuming what I wrote previously; while referring to self-awareness, trainers told to me 

about people having a black and white mindset and that this often can lead to difficult 

interactions with others, not being self-aware can enhance some attitudes, for instance: 

feeling a lot of anger, being argumentative, competitive or irresponsible. 

<We don't see that there's a changing of views and opinions, they're not open to 

learning, absorbing and listening. They're often very black and white thinkers. 

Someone's good or bad, something's right or wrong, that someone's fault=. (P7)
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<I've seen some things that were quite upsetting of how the people had spoken to one 

another at times, they're not having the awareness that of what was going on was 

surprising. They may have reflected later, but in the moment, they didn't have that level 

of awareness. Having less self-awareness, means being trauma orientated black or 

white kind of brain, there's so much grey that they haven't seen yet.= (P8)

<Awareness was what all my therapy was about. Now I feel like, obviously I still maybe 

have some blind spots, but not many. Not being self-aware: perfectionistic, competitive, 

defensive. Maybe argumentative. Scared. Narrow thinking, like black and white thinking 

(P9)

<I have had a lot of anger in my life previously, and I thought I had a very black and 

white outlook on the world, you know, right and wrong, good and bad. The more self-

awareness I had, the less anger I had and the more shades of grey I could see, and the 

more other people's points of view I could see, the more connection I could see=. (P10)

These people speak about not being self-aware nearly only in a way which created 

suffering or distance from themselves or others, or that had to be dealt with In therapy, 

which is valid and understandable due to the difficult implications this has both on a 

intrapersonal and interpersonal level. However, according to one participant, also a 

temporary lack of awareness can help people survive and get through traumatic events. 

And I totally agree, sometimes not being aware in general is a defence mechanism that 

saves us. 

<Awareness is also to be interested in the things which are not here. It is not a complete 

clearness; it is more about interest and doubts those are the most crucial things. You 

can't be completely self-aware. Maybe there are situations where you can't be self-

aware because the situation is too overwhelming, it is causing too much stress, things 

like that. When you don't have enough space in your head, that happens, of course, in 

crisis or when you are under big pressure. People can flow away from their awareness. 

They flow out of their body; they flow away out of their minds. As trauma theory says 

they lock down. They are not there, self-awareness is completely gone and for them it is 

also a way to survive.= (P1)

<The point is being aware of this strategy, it's not a completely chosen strategy because 

it overcomes you, but being aware of this thing happening over you, and that it is 

important for your survival is also knowing about our self-awareness gets blocked for 
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your survival and afterwards you can again try to understand it. You can be aware that 

they were important to be not self-aware=. (P1)

4.2.2 Self-care as a selection criterion
For this sub-theme I put together the extracts in which people spoke about the 

importance of self-care as a selection criterion for potential candidates interested in the 

training to become peer supporters with lived experience. 

<In the WRAP, Wellness recovery action plan, there are a lot of exercises where you can 

improve yourself, your self-management and self-care. We ask a lot of people who come 

into our courses to do the WRAP first or 89recovering is your own struggle=, because 

we see that they are more successful in our courses, when they already did that= (P1)

In what this participant said I feel there is, to a certain extent, an individualistic view on 

things, or at least this kind of view is present in the context he teaches in, hence the 

name of the course <recovery is your own struggle=.

<I think experts by experience must be able to take care of themselves, otherwise you're 

not psychologically strong enough to sustain other people. I always ask in what way 

does your vulnerability affect your life? How easily can you cope with it? Or how do 

you cope with situations, with other people, with your vulnerability? Sometimes there 

were people who, after the first day said it's too heavy, it was too heavy for them to 

listen to stories of others, when they went home, they cried, it was too heavy, so they 

stopped the training= (P2)

<Self-care is about these tools, knowing what you need in a certain standpoint. During 

the selection, it takes a conversation, about where you are now, you talk about what 

happened, what is your description and what are your tools? With the WRAP, you 

basically learn to have tools. We ask what helps you, when you feel a bit disrupted to get 

out of there?= (P3)

While speaking about the importance of self-care as a selection criterion these two 

trainers referred to how it can really help in general to cope with life, especially when 

one is dealing with some kind of mental health challenge, furthermore it helps in 

specific situations that create more of an intense suffering. P2 also highlighted how it is 

crucial because not being able to help oneself means you cannot sustain others, which I 

think is true, but I also think that through helping others we can learn how to help 
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ourselves, it is all down to the degree of suffering both us and the other person involved 

in the sustaining relationship are feeling. 

<Self-care is the biggest important aspect of lived experience peer work. You must view 

it as an occupational thing you do, it's not optional. We do not ask for the absence of the 

challenge or the social determinant, but for people to be able to manage and know how 

to reach out for support= (P7)

This person stresses the importance of self-care, it gets to the point where they define it 

as an occupational activity, this connects to various dimensions and implications on a 

social level, about different kinds of privileges, such as having free time available and 

many other things I will speak more about in detail in the next chapters. 

Two people did not use the word self-care, but they referred to self-regulation and a 

series of action that have to do with being able to take care of oneself, their definitions 

coincide with what other people told me and what literature refers to when explaining 

the meaning of self-care. Again there is the mandatory component, where people <must= 

to self-care.

<The students have to put in a written application. I must have people who know how to 

self-regulate and to look after themselves. It is about understanding if there is a good 

support structure and a good ecosystem around that person= (P8)

<Sometimes people think that they're very strong and think they can access their 

emotions, but they become really upset. It's regular that maybe two people will not 

finish, many times they'll come back like a year later, and do it again. Starting the 

course made them think, so they went and got some therapy, did something, changed 

something, left a relationship or went to rehab or, you know, something that they 

needed= (P9)

In the statement P9 gave me, it gets to the extent where it seems that self-care could be 

viewed even as an indirect selection criterion, meaning that it could not be explicitly 

stated by the courses that candidates must engage in it, but even so, they might find 

them selves dropping out of the training because they need to dedicate their time and 

resources to caring for themselves. 
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4.2.2.1 Self-care: to cope and feel connected with life 

When I asked the participants how they would define self-care they answered in many 

ways, most people spoke about coping and self-management as an important part of 

self-care. According to literature:

<Coping is the process of attempting to manage the demands created by stressful events 

that are appraised as taxing or exceeding a person9s resources (Lazarus &Folkman 

1984). These efforts can be both action-oriented and intrapsychic; they seek to manage, 

master, tolerate, reduce, or minimize the demands of a stressful environment (Lazarus & 

Launier 1978).=

<Efficacious self-management encompasses ability to monitor one9s condition and to 

affect the cognitive, behavioural and emotional responses necessary to maintain a 

satisfactory quality of life. Thus, a dynamic and continuous process of self- regulation is 

established (Barlow, Wright, Sheasby, Turner, & Hainsworth, 2002, p.178)=

<Bloomquist et al. (2016) conceptualized and assessed self-care practices across 

physical (e.g., healthy eating, exercise, sleeping, and recreation), professional (e.g., 

chatting with colleagues, setting limits, taking breaks, protecting time, and gaining 

support), emotional (e.g., laugh, spend time with people they enjoy, play with children, 

affirm self, allow to cry, take social action, read, and watch movies), psychological (e.g., 

mindfulness, self-reflection, set limits, self-care plan, write in journal, and engage in 

personal therapy), and spiritual (e.g., meditate, pray, sing, spend time in nature, read 

inspirational books, spend time in spiritual community, and yoga)=.

Coping and self-management 

<When you can't manage yourself, you can't take care of yourself, they are the same 

skill= (P2)

<Self-care… that is when you are in control of your condition, you manage yourself. We 

encourage people to go for periodical reviews at the mental health clinic, at the 

national hospital, and also to share with their colleagues= (P4)

<Self-care means not being dependent on people or medicine. In the WRAP (Wellness 

recovery action plan), there are a lot of exercises, where you can improve yourself and 

yourself management.= (P1)
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<Doing little bits of self-care regularly, every day, is a language you're speaking to your 

brain, cause you're telling your brain: <I9ve got this=. It's actually telling your brain: 

I'm in charge, I look after me. You don't need to start getting anxious or you know, you 

don't need to take over in some maladaptive way, you don't need to do any of that to 

cope.= (P7)

In these three extracts people speak about self-care as associated with control and being 

in charge, it is explained as if it was a healthy way to cope with stressful situations. In 

these kinds of discourses I feel there is a large component of personal responsibility 

associated with self-care practices. 

<Self-management and self-care can look like all kinds of different things for people. It 

can be medical, like in terms of, their doctors and psychs and things like that, in terms 

of that kind of management for mental health. It could be smart groups or alcohols 

anonymous for others, for AD for example. We do a lot of exercises around naming the 

things that we like to do to fill our carbon to do self-care. When we hit soft points or we 

hit points of conversations and class content and things that really hit home for those 

people that they're like 89ohh, OK, I'm going to need to do that thing now, that thing 

that9s called self-care99. (P8)

<I bring self-care up every week, but from a maybe a different angle. So, we look at, 

what are you gonna do if you find you have difficult emotions. That's more like a safety 

plan. I mean like, who would you call? What would you? What do you love doing? The 

huge ones are nature, animals, friends, there's usually art, some sort of creativity and 

exercise. That kind of thing, I always teach a lot of self-regulation, the grounding 

techniques.= (P9)

The previous two extracts encompass different ways people engage in self-care, 

obviously its shape and forms vary a lot among individuals, they mention just a few 

activities, the possibilities are infinite, the point that they express is that engaging in 

something we enjoy helps us feel some sort of relief when we are stressed or going 

through suffering. I think an important part of recovery is discovering what these 

activities are on a personal level and being able to nurture them. Although, being aware 

and in touch with them, is not a guarantee one will always manage to engage in them, it 

is more of a complex and nonlinear process.
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<A crisis plan made before you're into crisis like that is an ultimate act of self-care 

because you've already decided it's what you need and what's going to be best for you 

during that time. But obviously not everybody has that.= (P11)

<Self-care is very tricky. But when you are recovering slowly by slowly you get to know, 

this is how I care about myself, this is how I look after my body. This is how I check my 

medication, because medication is also very important in our way to recovery.= (P5) 

<Self-care is a lot of more than that because you have to think about what are the things 

that you are doing to care for yourself and so sometimes self-care is like: I got to go to 

the doctor even though I hate doctors or like, you know, I really need to go outside 

today and get some movement even though I really just want to lay in my bed today=. 

(P11)

<Self-care means you get back in yourself, you repair what was difficult, that9s why I 

paint. It9s a nice process, so it's really important that peer supporters know that.= (P3)

<Yeah, activities are there, for instance, we have buddies, to help us check between us, 

then there is the WRAP is a plan developed for people to do self-care: an activity would 

be that people point out their different triggers, like signs that would show that 

somebody is unwell.  Then having a routine, I think that is very important as well.= (P6)

<Self-care, to me, are the things that we do that help us feel renewed and refreshed, for 

me, self-care also includes self-compassion because when we are compassionate to 

ourselves, then we can give ourselves the space to think it's OK to mess up, I mean, I 

don't have to completely fall apart because I messed up. I could take a step back and 

ask myself: how do I recover from this situation?= (P12)

Some people did not expressly use the words coping or self-management while talking 

about self-care, but they spoke about it as different possible ways to deal with suffering, 

they mentioned a few things: taking medication, going to the doctor, painting, sharing 

with others, having a routine and being self-compassionate.

Feeling connected, enjoying life 

Some trainers spoke about how self-care can help enjoy life and feel a sort of 

connection and engagement with others and ourselves. 
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<Self-care is also important to know what helps you to still be in contact with the rest of 

your life= (P3)

<Self-care is what have you got available, that you can utilise for now that helps you 

breathe and just stop and let you enjoy life?= (P7)

<To care for themselves we make them learn skills like making jewellery, turning 

Africa cotton fabric into beads? They use waste plastic, build soft toy animals, mental 

health is about feeling engaged, using time to fulfil the community= (P4)

<For self-care, apart from medication. We share stories, we share our stories on how we 

have managed the effects of the drugs. You know, mentally, mental health drugs are full 

of side effects, so we share stories, and we share how someone has overcome that. And 

you learn from that so that you can be able to know and be helped on how to do to take 

your medication.= (P5)

<You know, self-care is self-love. I go on about self-care like you wouldn't believe=. (P7)

<Self-care, when I'm in my well-being is when I have creative thinking, energy to do 

what I want to do, I can focus, I can socialise, and I can relax. So, if I can get that 

package then I'm doing well=. (P9)

<Self-care can be also about how does one manage with the simple things; of how does 

one fill their own cups up? How does one feel connected back into community again, or 

giving self-worth, you know, some sort of element of connectedness I think, to others, it 

is probably the biggest thing, that's for me anyway=. (P8)

Setting boundaries 

Other participants told me that self-care, to them, meant also setting boundaries in 

relationships with other people: it9s about being in touch with your needs and being able 

to express them.

<self-care is also that sometimes you really need to say I'm sorry, I don't have the 

room= (P3)

<Self-care is also boundaries. I teach it in the professional boundaries, you know, self-

care is saying no sometimes. For instance, it can be about saying 89 I don't find that 

acceptable, can you please refer me by my preferred pronouns.= (P7)
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<Self-care can come in many shapes and forms, it is also recognising my boundaries 

and taking time to be on my own and to not feel like I am "needed". (P8)

<Self-care is that ability to set boundaries and accept support.= (P12)

4.2.2.2 Self-care as a privilege: time, money, mental health care and self-worth 

According to literature, people that engage in self-care practices are more likely to be 

healthy, work less, be white, and have higher socioeconomic professional status and 

privilege (e.g., Miller, Barnhart, et al., 2021 ; Miller, Donohue Dioh, et al., 2019 ) 

indicating current conceptualizations of self-care may not be accessible or contextually 

and culturally relevant to all people. 

Some of the trainers I interviewed, referred to the relationship between social 

determinants and the possibility to engage in self-care. The examples that came up were 

about the type of mental health care people accessed, many examples regarding public 

mental health services, it is blatant that a part form differences among people in the 

same country that lead to some individuals who cans seek private care, compared to 

others who do not have this option, for different reasons. There are larger implications 

at play, hence, the devastating differences in care offered among countries, specifically 

keeping in mind the inequality maintained by the global north through exploitation and 

control over the global south. 

Material privilege: social determinants 

<When my son was eight, he blew up emotionally, he was like a bomb. They just put him 

away; they locked him up. When he was in daycare, he was left by himself for most of 

the time. If you leave someone like that, I don't see that as care at all, so in this 

scenario, where comes your self-care? <(P3)

In pubblic mental health institutions often people are locked away and just given 

medicine, I feel this is what P3 is referring to. In her words I feel the pain and injustice 

of someone who has been let down from a system that is supposed to help and sustain 

people but often gets them feeling worse. 
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<Self-care is a privilege. It is a privilege because for some it fails, and they become 

Lonestar patients in the hospital. It fails and you're always in the hospital because you 

can't care about yourself in the community. In the hospital: remember, you are 

segregated from your family, number one. Number two, it is for a big population. There 

are so many people in there, sometimes you don't have anything to cover yourself with 

when you're sleeping at night, sometimes the food is little. The only place you have to go 

here, is the hospital, and at the end of the day you realise that you can't recover well, 

because you are always in the hospital and the more you stay there, the more you 

relapse because the environment is not good for you and you realise that you will stay in 

the hospital for the rest of your life, which is not supposed to be the case. We are 

supposed to be treated and go away, go home. When you make it back home sometimes 

you fail to recover because of the environment in the hospital. So, if you fail to care for 

yourself, that is what comes out of it.= (P5)

<At the hospital, they are meant to be given medication so they can be well enough, 

during the time of admission. After they come out, they are not well enough, they need to 

be taken care of, so that they don9t break down.= (P6)

P5 and P6 tell me about the mental health hospital in Uganda which evidently has 

severe difficulties in taking care of patients, due to lack of resources and absence of a 

welfare policy for mental health. 

<There are a lot of people in psychiatry who can't take care of themselves because they 

are hospitalised or living in sheltered living or anything like that.= (P2)

<People go to hospital because they need someone to help them take care of themselves, 

sometimes it9s ok there, but it can also be terrible= (P9) 

<I had a lot of privilege, so I was able to do therapy and was sufficiently sheltered from 

many social and structural determinants to do individual work. However, if I had been 

living under a bridge, as a wheel- chair user, non-voluntary sex worker, experiencing 

racism (intersectionality) I am not sure I could have done so.= (P10)

Some people that look for care in the public psychiatric system, do not find it, and are 

not provided alternative ways to take care for themselves, after being in the hospital. 

Obviously, the fact that some people can refer only to a hospital while suffering 

emotionally, has got colonial and structural implications. This connects to the next 
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section of answers I collected regarding self-care and privilege. Some participants told 

me that income and a decent employment situation are crucial in determining the 

possibility to engage in self-care. 

<I have things for the month, I pre planned different self-care things. So, whether it be 

massage or flu therapy or specific fun activities, I pay for those things up front at the 

beginning of the month, it is crucial to take care of my budget.= (P12)

<For self-care we also engage them into activities of income generation, cause mental 

illness in this part of the world is a challenge also because of poverty. You get a better 

quality of life, by getting an income.= (P4) 

<When you earn a living, it helps you to look after yourself and to make sure that you 

are OK, that you are well. Because you are able to take yourself to review, you're able to 

buy and take the medication you need. You can buy food to have a balanced diet.= (P5)

<To get funds we write proposals. We write proposals and we present them to the people 

who are interested and when we get the funding, then we can look after ourselves.= (P5)

<I think, with the social determinants of health, meaning people having a lack of 

resources or accesses to services, and who've got a lot of stresses going on due to this, it 

could be viewed as a privilege. It doesn't always cost money, if you can't access it, you 

can still do self-care. I know a friend that sits in her dark wardrobe, she closes the 

wardrobe when it's dark and she just sits in the enclosed space in the dark and just has 

that time in there and that9s her self-care.= (P7)

<If somebody has nowhere to live their self-care is pretty low. Hey, like, how can they? 

It's pretty difficult, the environmental factors and the social determinants are so 

important for our mental health and wellbeing. If you're really stressed about money, it's 

gonna be really hard, isn't it? I think you can still do self-care because self-care can be, 

Self-talk or I don't know… but it is definitely a privilege, we often talk about this.= (P9)

Other people focused on how important and difficult it can be to have time to ourselves, 

and dedicate it to self-care, which again is part of environmental factors and social 

determinants, such as type of employment, financial availability and the presence of a 

support system. 

 <It's actually the currency of time out to do them, while people have got a lot going on 

in their lives. We say self-care is a huge workload. It is the biggest important aspect of 
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lived experience peer work. You must view it as an occupational thing you do, it's not 

optional.= (P7)

<Self-care is not a privilege because it's a necessity. It can come in many shapes and 

forms; it doesn't have to cost money. It just depends on what the individual can create 

that allows you to be able to give back to yourself. For me self-care involves spending 

time with the people that I love, it's walking in the park and along the ocean, it's 

watching boring TV and it's also a lot of my spiritual practice. However, there's lots of 

things that can stand in the way of accessing health= (P8)

<Yeah, it is absolutely a privilege, because it is very hard to engage in self-care when 

you're in survival mode. I could say that as a person who was a single parent, my 

daughter was in college, I was trying to work multiple jobs and be a mom. Like when do 

you have time for self-care? You really don't. Especially if you don't have the proper 

support, for people that don't have that support system and are also in disadvantaged 

situation, self-care is a very difficult thing to get to.= (P12)

Psychological privilege: self-worth  

According to literature, experiencing adverse childhood experiences was a barrier to 

engage in self-care practices. Having positive and healthy events and activities, family 

and social support were self-care facilitators. Role overloads across personal and 

professional spheres were barriers to self-care practices. (Barks L. et al 2019). Some of 

the participants told me that being able to engage in self-care has got to do with self-

worth. The ability to engage in self-care depends on the kind of care you have received 

from others during your lifetime.

<You know, you expect some things because you know that they exist. It's such a mean 

thing in life. If you've been given good care, you expect good care and self-care is easy, 

but if you didn't get the care, then you must explore self-care by yourself, if you don9t 

have it, you need to develop it.= (P3)

<I would say self-care is a privilege. I'm saying that because I9ve seen people that don9t 

have it, I think it should be the normal standard that people have self-care. I see a lot of 

problems coming from the fact that people never got the care that they needed. They 

didn't get it from their parents; they didn't get it when they asked for help by 

professionals.= (P3)
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<A huge part of my work is getting them to realise that they are worth doing self-care, 

because their self-worth isn't there, if you do self-care, it's cause you care about yourself 

enough to do it. Some people think self-care is selfish, you know? Is it a privilege to be 

raised in a way that makes you feel you're worth something? Is it a privilege to be 

raised where someone says 89you matter and you're important99 and to have people that 

give you confidence to put yourself forward? Yes, that's a privilege, that our peers often 

don't have. It all comes down to self-worth, if you're raised to believe you're not worth 

anything, you don't go 89ohh I'm with looking after myself or doing some self-care99, 

because you've got a thought and a neurological pattern in your head that you don't 

matter.= (P7)

What emerges from what these participants are saying is that self-worth is something 

that depends strongly on the value other people make us feel we are worth. This 

resonates with several psychological theories which highlight the role others play in 

shaping our identity and self. For instance, Cooley9s explores this concept speaking 

about the looking glass-self (Cooley, C. H., 1902). To me it makes perfect sense that we 

care for ourselves based on the value we feel we have, it is hard to be kind and caring if 

we do not feel worth anything. I think the people I spoke might feel anger and 

resentment towards situations and mental health services which made them feel this 

way. 

<I think being able to do self-care is a privilege because some people, even after being 

fine can't be able to do self-care. More so even the so called 89normal99 people might fail 

to do self-care. However, in most cases if one is struggling with mental health 

challenges their self-care is compromised. Therefore, improving one's self-care in 

mental health is a sign of wellness= (P6) 

Some trainers told me about how both psychological factors and social determinants can 

have an important role in determining individuals9 possibilities to engage in self-care. 

<I say our self-care is an important part of the work, it's part of being able to look after 

yourself. It's a part of the job, but it takes you having esteem about yourself and 

believing that your matter to invest in it. It is to pay something, to go to a class or 

something else. It9s about finding out your strategies, that you have access to and doing 

them and knowing your worth doing them. It's a privilege to have the education about it. 
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It's a privilege to know you're worth it, because we gotta do it or we don't last, I mean 

it's a necessity.= (P7) 

<For people that don't have a support system and are also in a disadvantaged economic 

situation, self-care is a very difficult thing to get to.= (P12)

4.2.2.3 Self-care9s development in training: the Wellness Recovery Action Plan and 
responsibility 

When I asked if it was a standard procedure to have of a module dedicated to self-care 

in training, some participants told me about the Wellness Recovery Action Plan, it 

appears to have helped enhance self-care in many people. However, it focuses on 

personal responsibility, as highlighted in its five key concepts. 

The WRAP includes: (1) a daily maintenance plan, (2) strategies to identify and respond 

to triggers, (3) strategies to identify and respond to early warning signs, (4) strategies to 

recognize and respond when things are breaking down, (5) a crisis plan or advanced 

directive, and (6) a postcrisis plan= (Copeland, 2001). It emphasizes five key recovery 

concepts: hope, personal responsibility, education, self-advocacy, and support. With this 

plan participants recognize personal wellness resources and incorporate them in their 

everyday lives in addition to identifying and dealing with symptom triggers, 

exacerbations, and crises (Cook et al., 2012).

<Self-management, self-care. They are taking control over your own life, not being 

dependent on people or medicine. The Wrap: Wellness Recovery Action Plan, it gives 

you strategies for getting control over your life. Being aware that you are sometimes 

happy and sometimes not, if you want to be happy, you can try to create situations 

where you can be happy or understand when it is important to think about yourself.  In 

the WRAP there are a lot of exercises, where you can improve yourself and yourself 

management. We ask a lot of people who come into our courses to do the WRAP first or 

89recovering is your own struggle99, we see that they are more successful in our courses, 

when they already did that.= (P1)

<You must take care of yourself. Everybody must take care of themselves, they must feed 

themselves, put clothes on etc. The WRAP is a very Important tool for self-management 

of your vulnerability and your self-care. It helps to become aware of what you can do by 

yourself, what's important to recover, and how to take life into your own hands. With the 
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module in training <self-management=, I advise to do the WRAP, when it9s possible: in 

it, there are a lot of tools and themes to explore by yourself, but also to discuss with 

others and that is very important. We did it in groups but it's very rigid, they say you 

must do this, this, this, so I changed some subjects.99(P2) 

<In the wellness training we fill in the WRAP. To know, at what stage you are in 

recovery, then they try to improve you on who you are. So that you can be a better 

person, so that can help you be well and recover to a good extent= (P5)

<I bring self-care up every week. We use the Wrap, the Wellness recovery action plan, 

stuff like that, that helps people to think, well, what do I want in my life? And like, what 

are my goals? That sort of forward-thinking stuff, that's really empowered. (P9)

<In the training we use the recovery action plan, it is a plan developed for people to do 

self-care. It is used to help them stay on track, it helps them to know their triggers, like 

signs that would show that somebody is unwell and to know what it takes to be well. You 

write down activities that you do when you are well.= (P6)

<I have not done the WRAP course, but I understand that for many it has been very 

helpful. I do wonder a number of things though…In terms of individualistic 

understandings of 8recovery9 can it erase the social and structural determinants and 

make people 8personally responsible9, also does this only fit for the privileged. I also 

wonder about the term <wellness= it is a binary opposite of <illness= which when one 

invokes one side of a binary, we implicitly invoke the other and when this is contested. I 

am curious if it could work toward reinforcing existing dominant discourses and mental 

models such as the bio-medical model.= (P10)

The WRAP was deemed helpful for many people, but it points towards an 

individualistic understanding of recovery and focuses on personal responsibility, I 

perceived this tendence in the words of various people that spoke about this plan and 

self-care in general. Surely it works and it works well for some individuals, but it does 

not highlight, rather it ignores and sometimes try to cover up the structural, colonial and 

social determinants that influence people9s suffering. P10 and P11 pointed out 

specifically part of these things, which instead were subtle feelings I got from the words 

of the other participants, that did not address these issues out loud. 
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<In general, it is also important to be able to clean your own house or whatever and to 

take care of your own income, things like that. That's also part of self-care, we call that 

independency, being able to run your own life, but you can exaggerate that, sometimes 

in our society we exaggerate that individualism, it is also a little bit like neoliberalism. 

So, this is also a political strategy to make you responsible for everything, and I doubt 

about that.= (P1)

Even people who did not mention the WRAP tended to associate self-care with control, 

responsibility, accountability and the feeling that if a person starts feeling worse it9s 

their fault. 

<Self-care is when you have control on your condition, you manage yourself, without 

treatment. We have a recovery manual we use during the training... there are themes on 

recovery, and there are things on how to adjust yourself= (P4)

<Self-care means knowing how to care about yourself: this is how I look after my body, 

this is how I check my medication, because medication is also very important in our 

way to recovery. And you know, that 8when I take this medication this is what happens to 

me9, and 8if I don't take my medication I will relapse and go into depression or do 

something that is not good=. (P5)

<You need to put aside a certain amount of time for your self-care as homework, and 

they all underestimate that. We just try and put a lot of support around, pacing 

themselves. I build self-care into the course, and I do a lot of assessments. At the end of 

every class, I would go 89 So tonight's homework: one hour of self-care99. And they all 

have to tell me what they're gonna do. I say, 89If you don't do it, you're only cheating 

yourself because I'm gonna do my self-care, so don't rip yourself off. Cause when does 

that stop? When do you stop promising yourself things that you're not gonna do for 

yourself? You know, I say that's accountability. I don't chase them up about it because 

they're accountable. I Can tell if students aren't doing self-care, they're the ones that 

ask for extensions all the time.= (P7)

<Self-management for me is about taking personal responsibility is how I would 

describe that, ultimately like I can do what I need to do for my own happiness, right? 

Within reason... Like I can live the life that I want to live like I can take those steps. It's 

about taking the responsibility around things that I need to be doing for myself in order 

to feel like I'm balanced and just living out here in the world in, in a stable way.= (P11)
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Still, being able to care for oneself, is really important, while being a peer supporter, to 

deal with triggering moments, during training or while working.

<We do a lot of exercises during the training like, around naming the things that we like 

to do to fill our carbon to self-care. But it doesn't become, I think, really important to 

the students, until it does. It shows when we hit soft points or we hit points of 

conversations and class content and things that really hit home for those people that 

they're like 89ohh, OK, I'm gonna need to do that thing now99. You know that thing that's 

called self-care=. (P8)

<if someone is working as a peer worker, they should have tools and plans in place so 

that if they start to feel unwell, there are steps that they could do, and if they're getting 

to where they might enter a crisis, there's a plan in place, for instance: Notify your 

supervisor, make sure that your time table is going to be handled by somebody else, take 

time to do what you need to do to get well. In training we have a module for self-care, 

we'll have people explore what are the things that help to kind of fill their cup and then 

we give people time to reflect on individually, we give people time to have group 

discussions about it=. (P12)

<Yes, we have a module on it. I think it's an important part, self-care. It's important, 

especially when you're in a peer group situation. You get to know your tools first then 

you can go on learning how to use them. What limits do you encounter, and could you 

find a way of doing that anyway so that you stay stable?=. (P3)

<Usually during the training, we do like two or three days where we spend talking about 

a curriculum called taking action for whole health and well-being and so and we talk 

about self-care, we talk about self-compassion, self-esteem and self-awareness=. (P11)

So overall self-care is really important, however, it is a big issue when it is the only 

strategy people are offered to deal with their suffering. It becomes problematic when 

personal responsibility is exacerbated, and no attention is put towards structural 

determinants of suffering and well-being. This is not to say it is a bad thing to do 

personal work toward our own well-being, but it should be pointed out how self-care is 

inherently bonded with privilege and is not available to everybody, even in the Global 

North. If we do not even try to doubt and strive to dismantle the capitalistic society we 

live in, these discourses leave out most of the world9s suffering and certainly do not try 

to highlight and eradicate unjust colonial and exploiting assets. Hence the different 
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consequences in not being able to engage in self-care, for instance the trainers from 

Uganda told me that when you fail to care for yourself you end up in the Hospital and 

the care you get often is not decent. In the global north, there are other types of 

resources, but still, they all cost a fair amount of money, ending up in being viable 

options only for a small, privileged percentage of the population.

4.2.2.4 The lack of self-care in crisis: it is hard when you are not well, others can help

The participants told me that when someone is in crisis or not feeling well, it is 

especially important to engage in self-care.

<Self-care has absolutely got a role in crisis. Don9t you think? I think it's pretty 

obvious.= (P3)

<Self-care has a role in crisis. What do you need to do, to breathe? What do you need to 

do, to do the next thing? What9s a strategy for you? What does actually acknowledge 

that you've had an experience, and you matter, and that how you feel, and your 

experience is valid, that it matters, and that you need to take time to honour that.= (P7) 

<Self-care does have a role during a crisis. In training, depending on some of the 

tougher topics, I can recall that I might get people to sort of stand up, shake it out I'll do 

a lot of those sort of things, which is not I guess self-care so to speak, but it is 

management, you know like tight and fast environment or get people to sort of shake 

things out. Sort of like reset the nervous system. (P8)

<Yes, self-care helps during a crisis. If you are in a very difficult situation and you can't 

do self-care, the way out of that is still going to be self-care.= (P9)

<When you're in crisis, it's important to understand and know what things you can do to 

help support yourself get back to Wellness and self-care is a big part of that.= (P12)

However, a paradox emerged, because when you are suffering it is really hard to take 

care of yourself, so that is when self-care can lack.

<I think that a crisis costs a lot of energy, it can have to do with a psychosis, trauma, 

anxiety, depression. It is when people aren't able to take the responsibilities that they 

used to have in life. They experience reality in another way and can9t cope with it how 

they used to. So, self-care is very difficult to do.= (P2)
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<When we relapse, our health conditions go down, our hygiene goes down, because we 

don't care so much for ourselves= (P4)

<Self-care is very tricky, because, sometimes when you are in a crisis, you don't know 

how to care about yourself, it is very difficult to do it when you are unwell= (P5)

<There is a relationship between self-care and self-wellness, they are interrelated. 

Because if you're not well, you cannot do self-care, you cannot look after yourself well. 

It's important to be well. So that you can care about yourself, and care about the people 

around you. When you have wellness, you can have self-care. You care about yourself.= 

(P5)

<If somebody is not well enough, then also self-care is not very easy. I would define a 

crisis in the way that someone is not in the position to help themselves out. In case self-

care is missing it is a sign that someone is not so well= (P6)

<My mind goes back to this one person, they were actively very much in some of their 

past trauma, they were consuming alcohol, but their primary problem was mental 

health. I asked what's your self-care? How are you looking after yourself? Because up 

until a point, wine becomes ineffective, you know? They sort of said:99 Ohh my cat99 And 

I was like 89Your cat's not working for you99 that was literally all of what they were 

relying on, so I said you need to be reflective here that that's not supporting you= (P8)

<Self-care can be really difficult when you are in crisis, that's when it always falls 

away= (P9)

<The thing about crises is that you must plan that stuff ahead of time, because when 

you're in crisis, your ability to really plan and think logically, make those kinds of 

decisions harder. So that's why another part of the process that we do in training is like 

OK, we're going to develop a crisis plan.= (P12)

In this scenario it is crucial to have people around that can help in the process of taking 

care of ourselves.

<If you are ill or handicapped in some way, and cannot take care of yourselves, it is 

important, that others take it over. If you are not able to take care of yourself, you are 

dependent on others. That latter is, I think, also a kind of a privilege=. (P1)
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<When I was not well, it was very difficult to take care of myself, but there were people 

who helped me, people who I lived with, they felt responsible to take care of me. When 

you9re depressed it9s important to have people say: 89ohh come out of your bed, we're 

going to do something together.99 And although it's no fun and you don't like it at all, you 

do it because it's important, you know it's important to come out of your bed and do 

something outside.= (P2)

<To me a crisis is about the feeling that you lost it, the feeling of losing control, of no 

longer having any grip on life. You feel like you could not make a change. Your thinking 

process is overtaken; your emotions are floating into each other. In crisis if you feel that 

the pain you are feeling is over your head, that's totally human, then you have to find 

someone who can help.= (P3)

<When people are not well enough to do self-care, I think they need people around to 

help them= (P6)

<Yes, self-care helps during a crisis, but we might sometimes need someone else to help 

us with that at that point. I think crisis is when someone feels alone, so if they have 

anyone that they can call or reach out to, they feel better.= (P9)

<Sometimes self-care it's just stepping back and taking a break and having supporters 

that you can hand stuff off to, because the ability to accept support is a part of self-

care.= (P12)

4.2.3 The relationship between self-awareness and self-care

When I asked the trainers if they thought there was a relationship between being self-

aware and engaging in self-care, they agreed, arguing that self-awareness helps people 

engage in self-care. 

4.2.3.1 Self-awareness is crucial to do self-care 

<I would say that there is a relationship. Self-care is very important, but if you know 

what is good for you, it doesn't mean that you can always manage it yourself.= (P1)

<I think without self-awareness self-care it's very difficult.= (P3)

<If one is aware of himself then he is likely to care for himself better, unlike someone 

who is not aware of his condition, like someone who is in denial will not be able to seek 



85

help. Self-care comes from insight, self-management, depends on the level of insight into 

your condition.= (P4)

<I think there is a relationship because, for you to care for yourself, you must be aware 

of what you are caring about. For you to care about yourself, you must be aware what is 

the problem? What is the challenge? You must note to yourself that now this is me. This 

is how I save my life, so you start to think about what helps you, what takes you into 

self-care. You begin to look after yourself, you begin to take care of yourself and you 

begin to realise what is dangerous for you and what is not, what is the proper for you 

and what is not, you find solutions to problems.= (P5)

<Someone in the training who was not self-aware, probably would not be able to finish 

the training, because that person would not be able to realize what it takes to keep them 

well. For those who have no insight, it's hard to engage in self-care. If people don't have 

insights in most cases self-care is compromised. Because they might not really be able 

to relate to what's happening around them.= (P6)

<Yeah, that's right, there is a relationship. Because you've got to know your limits. You 

can't trick your brain, it feels you not doing self-care.= (P7)

<Yeah, there is a relationship, I think in terms of like actually putting your hand up, and 

saying I do need help, or what's going on isn't enough or I'm treading water, you know, 

I'm trying to get a break, and I don't know how to get help?= (P8)

<Yeah there is, because if you're listening to yourself and you've got a relationship with 

yourself, then you know that you need to do things to look after yourself= (P9)

<I can9t say there is not a relationship. I guess in order for me to be aware that I am 

working too many hours or something, I would argue that I need to look at, say, an 

internal driver, I need to be aware of my drivers, that can be helpful, but that's a 

privileged position, there's a lot of privilege that goes into that: I have a safe roof over 

my head, I have hot water coming out of my tap, I have people that come and empty my 

rubbish bins. I have sufficient privilege to be able to do that.= (P10)

<Yeah, absolutely, they do link together: the more self-aware I am, the more self-care I 

do; the less self-aware I am, the less self-care I do. When I'm really self-aware, I'm 

taking more initiative around self-care and I'm putting more of it into my day and it's 

diverse.= (P11)
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<Absolutely, because if you are not self-aware, you don't even realise what you need to 

take that time away. When you are not self-aware, especially working in the field of peer 

support, usually what happens is you don't realise that you're at burnout until your body 

just starts to shut down, you either end up sick or whatever, and you don't know where 

the heck it came from. Well, it came from you not paying attention to yourself enough to 

know that you needed to take a break and now you must take a longer break. Your body 

is just like, no, we're not doing this anymore.= (P12)

4.2.3.2 Reciprocal influences between self-care and self-awareness 

While asking people about the relationship between these two variables, I found it hard 

to keep them separate, due to different influences people told me they have on each 

other. 

Doing self-care helps to develop self-awareness

<Yeah, you can't reflect on yourself when you don't take care of yourself.= (P2)

<Self-care and self-awareness follow each other up, when you start to care for yourself, 

you get more self-awareness, so it9s a cycle.= (P3)

Self-awareness is self-care. 

<I don't use that word, self-awareness. I use, self-reflection. I mean, did you learn what 

you said about what supported you to came out of your vulnerability? You must know 

how you got out of your problems and what was important, in family, in neighbourhood, 

in psychiatric therapists or anything like that.= (P2) 

<I would define self-awareness as the ability of somebody to take care of themselves, 

for instance somebody knows that if I do this and this and this, I9ll be well enough, and 

if I do this or that other thing, I9ll not be well at all. So simply it9s about knowing 

yourself… rather than, I would say rather than medication, like knowing what it takes to 

keep you well= (P6)

<Self-awareness means knowing what you need, what helps and what doesn't help is 

huge.= (P7)

Self-care has got to do with awareness, knowing ourselves. 

<Self-care is about these tools, knowing what you need in a certain standpoint.= (P3)
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<Self-care is being aware and able to control and manage yourself.= (P4)

4.2.4. Well-being maintenance in recovery as a selection criterion 

Some of the people I interviewed spoke about how during the selection process, they try 

to evaluate if candidates have got the ability to maintain their well-being, which often 

entailed: self-management, coping strategies and being self-aware. Social determinants 

were not mentioned explicitly while trainers spoke about selection, but obviously they 

are at play in all the things I just mentioned and for well-being maintenance in general. 

<it's difficult to describe, I must say. People must be a little bit well.= (P1)

<While selecting I ask for a statement that you've had a mental health disorder, what 

were the challenges you had and how you've recovered from them.  You must describe 

your pathway to recovery and wellness, providing additional information on how you 

achieve and maintain your recovery and wellness.= (P12) 

P12 speaks told me that, not only you must be well but also be able to describe your 

maintenance process, I feel there is a component of self-awareness in what they speak 

about. This is in line with the elements I found were associated with well-being 

maintenance in this research. This person also speaks about <mental health disorder=, it 

seems as if the suffering one went through also has to be have been classified in a 

certain way, for instance through a diagnosis or at least has to be intense enough for one 

to identify in having a mental health challenge.

<Before you look after other people, you have to be well yourself. If you're not well, you 

cannot support other peers. You cannot be a peer support worker, advising people to be 

well, yet you have not been well yourself.= (P5) 

<What we look for is, what we call, well-being mileage or recovery mileage. It means 

that the individual has had enough supports for processing their trauma or 

understanding their challenges, to have that self-awareness. So not absence of the 

challenge or the social determinant, but enough to be able to manage and know how to 

reach out for support=. (P7) 

<We must verify their Wellness metre. With lived experience if you're very much still in 

that trauma space, it's probably not the best qualification to study because it is really 

about self-awareness, it's about learning and putting your own stuff aside, it's about 

somebody else now.  I must have people who know how to self-regulate and to look after 
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themselves. So, we need to see a level of wellness: that the person has quite an 

established way of self-management regulation, if they still utilise medical or 

psychological support or alternative ways, you know, I used a healer for part of my 

journey. There must be a good support structure and a good ecosystem around that 

person.  (P8)

Other trainers did not use the words wellness or wellbeing, but they referred to how 

<well= individuals are recovered and that people must not be involved in psychiatric 

care anymore, so also in this case social determinants are at play but not mentioned 

explicitly. They entailed a description that coincided with the definitions other people 

gave for well-being: knowing what helps and having developed ways to deal with 

suffering. 

<The students we have in the training all have kind of the same level in how well they 

are recovered. At what point are you in recovery is an important question. To 

understand where people are at it takes a conversation, you talk about what happened, 

what is your description and what are your tools? The WRAP helps; you learn to have 

tools. We ask what helps you, when you feel a bit disrupted to get out of there? This 

disruption needs to have been there. It needs to have changed something in your life and 

brought you tools= (P3)

<You must not be in treatment anymore, I mean you must not still be a part of psychiatry 

health, that9s important. When I heard that people were in a psychiatric hospital a short 

time ago, then I had a lot of questions for how they were doing now and how they cope 

with their vulnerability. The emphasis is on how to cope with your vulnerability, so it's 

important that you know how to do it by yourself. If you are still in treatment, it's not a 

good time, because the distance to your vulnerability is too small, so people were too 

busy with their problems to be able to take a distance from that.= (P2)

Another couple of people referred to, being in a good time and feeling ok with being 

unsettled. Usually when people are not well: it is not a good time, neither they are 

feeling ok with being unsettled, so as above it kind of speaks to a certain degree of well-

being. 

<I do say: this will require you to reflect on your personal experiences. So please just 

check with yourself, if this is a good time and if you have enough support.= (P9) 
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<They need to have an interest in learning self-awareness and self-reflection work, and 

they must feel OK with being unsettled.= (P10)

Another trainer, does not mention explicitly <well-being=, but they told me there is 

certain level of suffering that is too intense, you mustn9t be in crisis to take part in the 

education to become a peer support. 

<Only people with lived experience can become peer supporters, but when someone is 

in crisis, we send them to the hospital. In a serious crisis, in hospital, you are still in a 

recovery of some form, it is just a different recovery from those who are in full blown 

remission. The main thing is that you are not dead, you know there is something 

better, the day after tomorrow and something today is better than yesterday. When they 

are out of crisis, after discharge, they can refer to peer nation. Because we do not have 

a kind of robust mental health care service. Most of the treatment for mental health is 

custodial in public mental health institutions= (P4) 

4.2.4.1 The role of self-care in well-being maintenance

<Self-care, or intentional actions people and organizations take to promote wellness and 

reduce stress is thought to buffer the incessant demands and under-resourced 

professions (Boomquist et. Al, 2016)=. Several trainers told me about the role self-care 

has in keeping people well and how it helps them to feel better when they are not well.

<Self-care and self-wellness are interrelated actually, because wellness plays an 

important role in self-care, though wellness is largely dependent on self-care. If 

somebody is not well enough, then also self-care is not very easy, if people are well, they 

can easily take care of themselves. Self-care comes from the other one, it comes from 

wellness of course. And in case self-care is missing it is a sign that someone is not so 

well= (P6) 

<What's the true cost of not doing self-care? I think people do not think about this, then 

they get really surprised why there's such high cancer rates, and diabetes and heart, 

heart attacks and high blood pressure and, you know, the body keeps score.= (P7) 

<When you9re not well, you're gonna have to climb out somehow. And even if it's the 

tightest, smallest self-care, it will make a positive impact. So I think no matter what, the 

recovery journey is learning how to look after ourselves and care about ourselves and 

not hate ourselves.= (P9)



90

<When you're in crisis, it's important to understand and know what things that you can 

do to help support yourself get back to wellness and self-care is a big part of that= 

(P12) 

Other people highlighted how self-care is crucial for people to be able to recover. 

<Care and self-care are of course very close, and in care, if there's no room for self-

care, then you cannot recover in my opinion. So it is so important, there must be room 

for this.= (P3)

<When you are recovering slowly by slowly you get to know, this is how I care about 

myself. This is how I I look after my body. This is how I check my medication, because 

medication is also very important in our way to recovery= (P5)

<Having a daily routine is a form of self-care, it helps you to go on for the next days. If 

you are not doing anything, you don't know what will come tomorrow. If you have plans 

for tomorrow, it helps you to plan ahead. And you know, tomorrow I have a session at 

the hospital, so it gives you time to prepare. You prepare yourself, and you end up going 

to the training, it's very important for self-care. It helps us to make sure that we go on 

with our journey, it helps us in our recovery.= (P5)

<If you fail to care for yourself, you're always in the hospital, but when you make it to 

back home sometimes you fail to recover because of the environment in the hospital. 

Because there, you are segregated from your family, number one. Number two, it is for a 

big population. There are so many people in there, sometimes you don't have anything 

to cover yourself with when you're sleeping at night and the food is little. At the end of 

the day, you realise that you can't recover well, because you are always in the hospital 

and the more you stay in the hospital, the more you relapse because the environment is 

not good for you. You realise that you will stay in the hospital for the rest of your life, 

which is not supposed to be the case. We are supposed to be treated and go away, go 

home. So, if you fail to care for yourself, that is what comes out of it.= (P5)

A couple of people referred to self-management and coping, but they spoke about the 

same things other trainers described when they told me about the role self-care has in 

feeling better and well. According to literature, self-care is a dimension of self-

management. (Curtin, Johnson, & Schatell, 2004) and coping is part of self-care (Bressi, 

S. K., & Vaden, E. R., 2017)
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<Self-management comes with the level of recovery that one is at, as you come out of 

crashes and gain insight into your condition, you get a sense of purpose, and you feel 

the need to have a good hygiene. You feel you have some kind of a reason; you have a 

routine that gets you to wake up in the morning.= (P4)

<Self-management, it's really about thinking about how all the aspects of your life, 

thinking you know your interpersonal relationships, your daily routines, the 

interpersonal relationships with others, all the things you have to do in your life and 

how they interact with each other and what are the things you need to do to stay well. 

What are the tools and processes and things for you that you have to do=. (P12)

<What I always ask is: can you listen to other people, and can you listen to the 

problems of other people? Because that's very important when you're an expert by 

experience, do the stories of others affect you? Sometimes there were people who, after 

the first day said it's too heavy, it was too heavy for them to listen to stories of others, 

when they went home, they cried, it was too heavy, so they stopped the training. How 

easily can you cope with it? Or how do you cope with situations, with other people, with 

your vulnerability?=. (P2)

4.2.4.2 The role of self-awareness in well-being maintenance 
The trainers told me about how being self-aware really helps in the process of 

maintaining well-being in recovery. 

<Someone in the training who was not self-aware, probably would not be able to finish 

the training, because that person would not be able to realize what it takes to keep them 

well.= (P6) 

<Self-awareness is everything, because if you bring in your bias or your unprocessed 

trauma, your practise will be through those lenses. We want to make sure that we know 

what belongs to us and what belongs to others. And what keeps us safe for the work, 

we've got to maintain our well-being in the work too.= (P7)

<Awareness was everything to me, that was what all my therapy was about, it was 

everything for me to get well.= (P9)

<Self- awareness is a process where you begin to understand yourself, you understand 

what helps you be well, what helps you recover=. (P5) 
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<I would say the purpose of developing self-awareness is that I feel it's really necessary 

for wellness and recovery because if you go through your life kind of obliviously 

stumbling through and reacting to whatever happens to you, whatever you feel, it's 

going to be very hard for you to take intentional action. So, I guess really the purpose of 

self-awareness is that it allows us to take intentional action towards our wellness of 

recovery, living the life that we want to live.= (P12)

<In training we teach how to you become more self-aware once you are aware of what 

are the steps that you need to take in order to maintain your wellness.= (P12)

<People may have challenges but fail to realise that they have challenges, it is a bit 

difficult when you have failed to understand, to realise and accept yourself and accept 

that you are now having a problem, you begin to work on it, you begin to find ways that 

work for you and you begin to work through your recovery.= (P5)

<We do an assessment to see at what level of recovery they are at; some may be at early 

stages, some may be in middle, some might be in late stages, others may be in 

remission. Others might be struggling with symptoms, others may be in denial, others 

may be having challenges of acceptance that they have a condition that they need care 

for, so we see what your level of insight their recovery is. It's a question of insight and 

self-awareness, which is determined by the level of recovery, you must be sufficient.== 

(P4) 

4.2.4.3 Well-being maintenance: the interaction between self-awareness and self-care

While speaking about the relationship between self-awareness and self-care, people 

mentioned that both these variables are important for people to know what keeps them 

well and able to engage in self-care and self-management.  

<Self-care and self-awareness are somehow interrelated. If people don't have insights in 

most cases self-care is compromised. The recovery action plan, it was developed for 

people to do self-care, it is used for people to stay on track, so it helps them to know 

their triggers, to know what it takes to be well.= (P6) 

<In the wellness and self-care training we write; we fill in the WRAP. The wellness, 

recovery, manual. When you fill it in, they get to know, at what stage you are in 

recovery, that can help you be well and recover and to a good extent <(P5) 
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<If I don't have self-awareness, I can't really speak to my own experience in terms of 

this is how I overcame or this is how I was able to find wellness through this experience, 

or this is how I was able to get out of a dark place. It definitely has got to do with self-

awareness for sure. And self-care is probably just sprinkled in all of that, but there has 

to be that level of self-awareness=. (P11)

<Usually during the training, we do like two or three days where we spend talking about 

a curriculum called taking action for whole health and well-being and so and we talk 

about self-care, we talk about self-compassion, self-esteem and self-awareness= (P11)

<Self-care and self-awareness do relate to each other, because if you are not self-aware, 

you don't even realise what you need to take that time away. Self-management means 

thinking what are the things you need to do to stay well. What are the tools and 

processes and things for you that you have to do.= (P12)

Some people spoke about being aware and knowing what your self-care is or how to 

deal with suffering as components that help individuals be well enough and maintain 

their recovery 

<Acknowledging and knowing what your self-care is that allows you to continue to be 

well enough to do the good work that we do, which doesn9t always need to come from 

formal supports=. (P8)

<You slowly become aware that you can get correct. You have to empower yourself to 

get through this pain. The main thing is that you recovered yourself correctly, that you 

really put some work in it, that you can reflect on what helps you, how, when and what. 

Did you understand your process? If you become aware of those ways of understanding 

how to deal with what your vulnerability is, then you get to the point that you can say: 

89I have these tools in me to understand what's helping me when I get disrupted=. (P3)

<I think building insight, into their condition, is hard. Because even if people train, they 

are still going to relapse, to manage their relapse it9s challenging because when we 

train the people think they are truly healed and recovered, but the condition can come 

back, again and again. So, by building insight, the chances of having a crisis are fewer, 

the chances are reduced If you have insight. Because you will know when you are going 

to go into a crisis and need help, you know the steps of seeking help=. (P5)
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<I think recovery is knowing when you're in a crisis and knowing what you need for 

support. It's not avoiding the crisis, you know. I come from a childhood trauma 

background and I'm 51 years old and sometimes something catches me, and I get in a 

bit of a crisis. It's OK, I know I'm in it and I know what I need to do. That's recovery, 

isn't it?=. (P7) 

4.2.4.4 The impact of social determinants on wellbeing maintenance 

Social determinants of health broadly defined as the conditions in which people are 

born, grow, live, work and age, and people9s access to power, money and resources 3 

have a powerful influence on health inequities. These are the unfair and avoidable 

differences in health status seen within and between countries. At all levels of income, 

health and illness follow a social gradient: the lower the socioeconomic position, the 

worse the health. People who have limited access to quality housing, education, social 

protection and job opportunities have a higher risk of illness and death. Research shows 

that these social determinants can outweigh genetic influences or healthcare access in 

terms of influencing health (World Health Organization 2025). Given these premises, 

social determinants are undeniably crucial in the way we can maintain well-being, as in 

physical and mental health, the financial/job opportunities an individual has available 

and the socio-economic-political situation of a country makes a huge difference in what 

kind of food people can eat, what care they can access and how their whole life 

develops. In other words, average life standards and rights are profoundly different from 

many points of view in countries that are oppressed and colonized, as the global south, 

compared to the standards in the nations that have colonized them and enriched 

themselves exploiting their lands and people, as in the global north. The trainers 

referred to how public psychiatric hospitals often do not help, but peer residencies and 

private psychologists do. Also, the training as peer supporters can enhance and support 

well-being, unfortunately often being selected is a privilege.

<He did have therapies and day treatments which didn't help a lot and at last he got 

with a private psychologist, which helped a lot, because he listened to his whole life 

story=. (P2)

<Here, community mental health care is not very visible and established or enhanced 

in this setting because the government can't manage to... It's not a world class state, 

where there is welfare to care for people with mental health challenges, in Uganda 
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there is not permanent care for you. Other challenges we are getting is that we are 

renting a whole office, as Peer Nation, we are supposed to have money every month to 

pay for rent. And if funding is not there, we may be thrown out.= (P4) 

<If someone has money all the problems can be solved, because if you have some 

money with you, it's a bit of recovery. All the problems that some people with mental 

illness have, are also because they don't have money, and they cannot earn a living. 

When you earn a living, it helps you to look after yourself and to make sure that you are 

OK, that you are well. Because you are able to take yourself to review, you're able to 

buy and take the medication you need. You can buy food to have a balanced diet= (P5)  

<Oftentimes what will happen in America, is that somebody might decide to buy a 

giant house and turn it into a peer residence. And that just means that it's peer run, 

they'll put a bunch of beds, they'll have a kitchen, it's a place that people can come 

when they're in a crisis. So, it's to give people an alternative to hospitals. You know, 

part of hospitals, like, what's so effective about them is the fact that their goal is to get 

you to a different environment and separate you from what is stressing you out.= (P11) 

<The only place you have to go here, is the hospital, and the more you stay in there, 

the more relapses you get, because the environment is not good for you, There are so 

many people in there, sometimes you don't have anything to cover yourself with when 

you're sleeping at night, sometimes the food is little. You realise that you will stay in 

the hospital for the rest of your life, which is not supposed to be the case. When you 

make it to back home sometimes you fail to recover because of the environment in the 

hospital. At the end of the day, you realise that you can't recover well, because you are 

always in the hospital=. (P5)

<If you can9t help yourself, during a crisis, the hospital staff helps you, they give you 

medicines, they help you keep on track. If someone is well enough, they come back to 

Peer Nation. But after the hospital in most cases, people are totally off, they cannot 

come back. They need to be taken care of, so that they don9t break down.= (P6) 

<After the training, as we go on working, they bring things like wellness, training, they 

bring self-care, when the funds are available= (P5)

<People want to be employed for ever, but no matter what happens if there is not 

funding, no activity going on. It is a bit hard for the people that have been trained, 
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when an activity is going on, their transport and airtime can be compensated, so people 

would think that maybe it is kind of like a job, it is hard when the jobs are not there, if 

there is funding, people enjoy it. They are told it would have been a job, but in reality, 

it's not sustainable. So, it would be better if a system were put in place that can be 

sustained. And I don't know how that can be built. Financial support is important to 

help them live well, there are certain foods that poor people cannot afford, for 

instance, proteins, it's hard to get them if you are not financially stable. So that keeps 

them in that cycle of not being well.= (P6)

<You also may say that it is a privilege to be healthy or that your body functions well=. 

(P1)

<I had a lot of privilege and so was able to do therapy and was sufficiently sheltered 

from many social and structural determinants to do individual work, however if I had 

been living under a bridge, as a wheel- chair user, non-voluntary sex worker, 

experiencing racism (intersectionality) I am not sure I could do so.= (P10) 

<In Australia we still have people in psychiatry services for a long time and it doesn't 

mean just because they have not had access to the literature and have that set level of 

literacy that they don't have a voice, we would love to be able to have another peer 

support course to be funded to bring other people in. Right now, we only have the 

funding for people with the literacy skills, our hope is that by sharing this knowledge 

that we then share it with others in different ways, and that the ripple goes out.= (P10) 

<We write proposals. We write proposals and we present them to the people who are 

interested and when we get the funding, then we can look after ourselves.= (P5)

4.2 DISCUSSION OF THE RESULTS 
Based on what people told me about well-being maintenance in recovery, self-care and 

self-awareness as a selection criteria, there are different ways one can look at this kind 

of approach.

4.2.1 Well-being maintenance in recovery as a selection criterion can be a safeguard: 
emotional labour during training and work as peer supporters 
Excluding people who can9t manage to maintain their well-being, that aren9t self-aware 

or do not engage in self-care, could be viewed as a <safeguard= towards their mental 

health and overall well-being.
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<We would be doing a very bad service to a person to put them through that class 

because we talk about very sensitive things that can be very activating. I can 

accommodate a lot, but I also must have people that know how to self-regulate and to 

look after themselves. So, we need to see a level of wellness= (P8)   

The training course to become a peer supporter with lived experience has got the 

potential to activate emotional reactions in people, some individuals will have the 

possibility to deal with these feelings, elaborate and integrate them. Others might be 

triggered in heavier ways and could have more of a difficult time in recovering from 

such experiences, maybe due to personal attributes, life situations, different variables 

that all must be observed considering the impact of social determinants of mental 

health. 

<There was a woman who had a history of psychosis, after three or four lessons she saw 

some worms coming out of noses from people, she had a psychosis, and she had to stop 

the course because it was too heavy. It was very important to stop the training because 

it was too heavy, it was too much anxiety for her=. (P3)

<We have a student at the moment, their health has been very, very challenging for them 

this year, it9s been challenging for them to get to class without passing out. I've had 

other people pass out, you know, dropped on the ground during class. I've had a student, 

I'd be in the middle of delivery, and they'll just walk straight up to me hysterical in the 

middle of a lecture like I'm like, what would you want me to do? I've also had people 

who go back into active use, as well, I guess because that's been their management, so 

there's never a judgmental space=. (P8)

Accepting people in the training without selecting based on their well-being 

maintenance and waiting for them to just drop out because they end up suffering too 

much, could have negative consequences on their mental health. Previous researchers 

have confirmed this, training programmes intended to benefit peer supporters can 

inadvertently harm their mental health, disrupting their recovery. (Kane L. et al 2024). 

Some mental health professionals consider that PSW9s are placing their mental health at 

risk. (Hornik-Lurie et al. 2018). Peers, value the inclusion of well‐being strategies, 

particularly when discussing sensitive topics such as self‐harm and suicide or when they 

have a front-row seat to the suffering of their colleagues (Kane et al 2023). There is a 

lack of coherence in the fact that people are required to be well enough and maintain 
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this wellness to access peer support education, but as literature confirms, the well‐being 

of peer supporters is often overlooked, both within their roles and in training 

intervention (Kane et al 2023). There is the need to cover topics such as looking after 

oneself and prioritise peer supporters9 recovery maintenance, emotional well‐being and 

their access to social support and supervision, promoting wellness from training to 

practice, neglecting this can negatively impact their own recovery. (Kane L. et al 2023), 

(Shnafelt T. et al 2022), (Mc. Leane J. et al 2009). 

<I just sort of hope that they have good support from somebody, for the training: I'm 

just like if people wanna come, they can come, and sometimes they drop out= (P9)

<We don't specifically select people. Oftentimes it's just whoever makes the list first, 

first comes first serve. However, people just come to me and be like, mentally and 

physically, I'm not well enough to finish this course=. (P11)

There could be alternative pathways to sustain people who drop out of the training or 

different ways to assess if an individual is ready to start this kind of education.

<The consumer organization has created an alternative pathway, for people who are 

just thinking about these things, it's a little mini course that people can do to start to, to 

see how they may tolerate a couple of hours in the classroom=. (P10)

<What I'm doing with this person is putting their placement on hold and then adapting 

it with as best as I can with TAFE, to allow this person to come back and do those units 

at a better time. Hopefully next year when they're feeling better.=. (P8)

Well-being maintenance as a selection criterion for entering the training, is also 

important for the service users that will seek support from peers, during internships 

and/or in future jobs. If experts by experience can listen to other people9s suffering and 

maintain their well-being, there are better chances they could offer to who is seeking 

their help a more robust and reliable support system. Literature confirms that stable 

mental health is required to be able to provide good work in peer support (Aguey-

Zinsou et al. 2018). <If peer support workers are not provided with adequate training 

and support, there is a very real possibility of ineffective peer help as well as burnout 

for the peer worker themselves=. (Williams C. 2021)



99

4.2.2 Self-care and self-awareness as selection criteria: to help maintain well-being
From the results of the thematic analysis, it appears clear, that trainers often select 

people who know how look after themselves and that have developed a certain degree 

of self-awareness. 

<We need you not to need it for therapy. It is therapeutic in its nature, that's fine, but 

you need to be a bit beyond needing that. As a lived experience peer worker, we don't 

need more clients, we need peer workers.= (P7)

So again, on one hand it makes sense to select people that are able to deal with their 

suffering and are self-aware, in case they encounter triggers during training. Literature 

confirm this: <The purpose of self-awareness is to enable individuals to best serve 

others and to take care of themselves= (Pompeo & Levitt, 2014, p. 86) and <Self-care 

involves self-reflection and action in terms of knowing one9s needs and making a 

conscious effort to seek out resources that will foster health and well-being= (Colman et 

al. 2016; Pakenham2017).  Stress is intrinsic to relational work, self-care time is critical 

to wellness, especially since peer supporters are in recovery themselves (Miler et al., 

2020; Williams, 2021). Peers really appreciate trainings that offer the possibility to 

identify self-care and coping strategies (Kane L. et al 2024). In order to be ready to face 

challenges and to perform a fulfilling role, PSWs wish to acquire self-care skills and 

knowledge on how to constructively approach peers and health professionals (Moran et 

al. 2013; Van dewalle et al. 2018).  There is once again a lack in coherence, because 

according to peer supporters, trainings do not focus enough on self-care, but it is crucial 

once individuals start working in this role, probably more than in training. 

4.2.2 Well-being maintenance in recovery as a selection criterion can be a 

discrimination: the interrelation of social determinants in mental and physical health 

Well-being maintenance in recovery as a selection criterion, can lead to forms 

discrimination. For instance, expecting less from people because of some kind of 

challenge they have gone through, is a discrimination of soft expectations. 

<The discrimination of soft expectations, the idea is that we can discriminate against 

people if we don't expect more from them, and if we see people with mental health and 

alcohol and other drug challenges as <less than= or 89they probably can't read this 

paper=. (P10)
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Trainers referred to how they think some people just can9t make it in a certain moment 

of their lives, due to social determinants or to a way they relate to their suffering. 

<Some people interview really well and they're very good at putting up a front. They're 

very good at with words because this is how they've survived, and then what it is, is that 

they're not out of their social determinants or their challenges. And it catches up on 

them, and that challenge just gets too much.= (P7)

<Not everybody has the same growth inside them, are afraid to get out of the pain. And 

that's going to be very difficult if you want to help other people, I am not saying that if 

someone is not ready, they will never learn it, that's not what I'm saying at all. Because 

someone can really change very rapidly=. (P3)  

However, some people end up doing really well, in spite certain situations/difficulties in 

their life.

<There are some people that don't interview well at all. But you get a feeling, you get 

like an intuition about them, and you think ohh just take a hunch and see. And they end 

up being the best people there. So, you know, they do amazing because you believed in 

them and, you gave them a chance. Lisca, we have managers, the top managers of 

services here in N.W.A are some of our peer graduates who I was thinking mmmmh I 

don't know, how are they gonna go?= (P7) 

<I had one student, within the first three weeks of this year starting, he got me and he 

said 89I Think I'm gonna pull out99 I said. 89No, no, Give me two more weeks99. Because I 

knew, and he is now being one in my top three students finishing, in terms of how far 

he9s came and what he's done. He's gone and done presentations. it's knowing the 

difference. It's knowing whether it's self-sabotaging and their own limiting beliefs 

versus a proper crisis.= (P9) 

Furthermore, this approach based on well-being maintenance excludes many individuals 

that have gone through suffering, from becoming peer supporters. While speaking about 

well-being, in this research, people told me about self-care and self-awareness, which 

are achieved when one has free time and/or money to dedicate to personal work, or 

collective gatherings which foster <inner growth=. Access to decent mental health 

services, is important to maintain well-being, this often requires a certain monthly 

income; to mention one blatant example the privatization of health in the United States 



101

come to mind, without a medical assurance just being able to access the hospital can 

cost up to tens or hundreds of thousands of dollars. In general, considering the social 

determinants in mental health, as (<any nonmedical factors influencing health, thereby 

including individual characteristics such as gender and race/ethnicity and other factors 

like educational attainment, occupational status, and social support= Braveman et al 

2011), people that are able to maintain their well-being, especially not relying on 

psychiatric health care (as some trainers specified) are a very small, privileged part of 

the population, compared to those who are in recovery and that could draw benefit from 

the training as peer supporters. Researchers have documented the effects of social 

inequities such as homelessness, racism, colonialism and poverty on mental health, both 

with respect to exacerbating existing distress and/or creating distress (Boyer, Ku, & 

Shakir, 1997; Kirmayer, Brass, & Tait., 2001; Mental Health Commission of Canada, 

2009). Allen and colleagues (2014) found that poor and disadvantaged populations are 

most affected by mental disorders, and that cumulative stress and physical health serve 

as mechanisms through which the impacts of social determinants multiply across the 

lifespan. Braveman and colleagues (2011) describe how cumulative advantages and 

disadvantages impact health across multiple generations. The same researchers 

emphasize that upstream social determinants (e.g., economic opportunities) act as 

<fundamental causes= and impact health through downstream social determinants (e.g., 

living conditions). Unemployment, precarious employment, and employment conditions 

continue to be routinely linked to increased psychological distress (Han et al 2015) (N. 

Reinbling et al 2017), even in countries with universal healthcare (Brydsten A. 2018) 

(Salami B. 2017). Social support, community belonging, and trust in others have been 

significantly associated with mental health outcomes (Han et al 2015, 2018) (Brydsten 

A. 2018) (Salami B. 2017). Perceived emotional support and family/friend network size 

were identified as protective factors against common mental health disorders, 

personality dysfunctions, and psychotic experiences. (Smyth N. et al 2015). Mental 

health challenges can also impact social determinants, including homelessness, school 

dropout, marital instability, and economic insecurity (Corrigan PW et al 2012) 

(Ljungqvist I. et al 2016). So, there9s this unjust circular dynamic: people who are in 

disadvantaged situations are more affected by mental health challenges and they have 

less opportunities, compared to who is well-off, in being able to recover and take care of 

themselves. This is evident also in how peer support as an initiative has thrived in the 

global north of the world, compared to the global south, and in how there is a 
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devastating difference in funding toward trainings, their length and structure, among 

these countries, this aligns with the unjust capitalistic system we live in, which since the 

era of colonialism has oppressed and exploited most of the world9s population to serve a 

few of us, who are deeply privileged and often not aware about how this system relies 

on others suffering. (Hickel, J., 2022).

4.2.3 Self-care and self-awareness as selection criteria: the need to expand from an 
individualistic framework 
Although self-care can be useful, it is a privilege and often it is used as an excuse to 

cover up structural violence. According to literature, it has become a burgeoning 

industry and concept and is framed in individualistic terms that place sole responsibility 

on the overburdened workers (Pyles, 2020; Yakushko & Blodgett, 2021). For instance, 

mindfulness may help with clinical stress and managing distress, it does little to address 

structural injustices. It is a billion-dollar neoliberal industry that places personal 

responsibility at the height of self-care and wellness; it promotes hyper-consumerism, 

personal and client surveillance, regulation and control, and unsustainable productively 

that dehumanizes workers and clients who work in under resourced conditions amid 

ever-increasing business, corporate, and institutional settings (Doran, 2018). Though 

these self-care practices may be helpful, time remains finite, given the number of hours 

worked is associated with the ability to complete self-care practices, an employer should 

consider decreasing the workload to allow time for these personal and professional self-

care practices (Barkes et al 2023). 

<We would problematise the word self-management, and also self-care from an 

individualistic frame. It's not burnout because the lack of self-care, it's moral injury. I 

hear peers talking about in the workplace when they encounter something that's really 

tricky, and it may be something socially unjust, they are asked: have you done enough 

self-care? Would you like to do some yoga? And that lets the organisation off the hook, 

from making systemic change. There is a difference between individualistic and systemic 

issues. I still think self-care is a good idea, you know I can't work 24/7, but I feel like it's 

a smaller part of the conversation, the systemic is a bigger part.= (P10)

Also, self-awareness can be helpful, especially while entering the training to become a 

peer supporter with lived experience. However, it is connected to different types of 

privilege: having the free time to dedicate to the process of trying to enhance it, for 

example engaging in any artistic activity, having the money for a psychologist/healer, 
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being able to seek any other form of therapy, having the opportunity to exchange with 

others, having family and a social network available and feeling worthy of care. 

<I guess in order for me to be aware that I am working too many hours or something, I 

would argue that I need to look at, say, an internal driver, I need to be aware of my 

drivers, that can be helpful, but that's a privileged position, there's a lot of privilege that 

goes into that: I have a safe roof over my head, I have hot water coming out of my tap, I 

have people that come and empty my rubbish bins. I have sufficient privilege to be able 

to do that.= (P10)

Furthermore, I think a shift towards speaking not only about self-awareness but also in 

terms of critical reflexivity, while training peer supporters with lived experience, 

would be helpful and could foster a collective strive towards social change. 

<Reflexivity is self-awareness and other awareness, added with critical thinking, and 

more awareness of social, political and historical factors, in order to build that 

connection. We teach about reflexivity in our peer class, because I could have lots of 

self-awareness but if I'm not tuning in to you, we could be talking past each other.= 

(P10)

4.3 The limitations of the research and future perspectives 
This research contributes to the growing body of evidence that documents the selection 

process in peer support trainings. However, its limitations are of diverse nature. For 

instance, the fact that only three of the participants were form the Global South 

(Uganda), is a barrier to understand how peer support trainings and selection vary 

worldwide rather than only in the Global North. However, even if peer support 

programmes are developed elsewhere, there is often, to not say always, a country from 

the Global North which is offering funding to make it happen, so some kind of 

contamination would always be there, even if one were to direct research towards all 

non-western countries. Further limitations are about the type of questions I chose to ask, 

my university education in psychology was not informed with values which social 

justice, inequity, structural violence etc. These are things I kind of developed on the side 

 Cri琀椀cal re昀氀exivity promotes examina琀椀on of long-held hegemonic beliefs and the ability to pose challenging 

ques琀椀ons about equity and posi琀椀onality regarding yourself and your prac琀椀ce, it has to do with knowing the in昀氀uence 

that social context has on people and their behaviour, it means having cultural competence and sociopoli琀椀cal 

consciousness (Brook昀椀eld 2017; Howard 2003; Gay and Kirkland 2003; Barnes 2006).
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while doing this research, reading books, taking part in activism actions and being part 

of an intersectional social network. Also conducting these interviews moved some 

things inside of me making me realize what a specific and limited lens I used to explore 

the selection process. Another limitation is the number of people who took part in the 

research which were only 12, and the fact this was a qualitative analysis makes it hard 

to impossible to be able to draw conclusions which are generalizable to wide scale 

population, a longitudinal quantitative and qualitative research with many more 

participants could be very useful. Another limitation is that the participants in this 

research were only trainers, even though many of them had lived experience and had 

been peer supporters in the past. A development for future research could be to reach out 

both to individuals who have been excluded from participating in the training and 

participants that were selected, to understand what they think and feel towards the 

selection process they were involved in and ask them about their mental health and 

social determinants. It would be best if all of this was done with a longitudinal design. 

For those selected pre and post training, and eventually pre- and post-employment as 

well. And for those excluded two interviews with the same distance of time to evaluate 

again the same variables (mental health, social determinants) but also their employment 

situation, and feelings after being left out of the trainings. I also think future research 

should investigate the selection process entailed for working as peer supporters, rather 

than just focusing on the trainings, because often people engage in these educational 

programmes to manage to gain employment in the future and are inevitably let down by 

the absence or lack of working opportunities and unjust working conditions they meet 

(low hourly wage, discrimination, work over load). In general, future research should 

concentrate on peer supporters9 well-being, in the selection process, training 

programmes and work environment, because it is an aspect that has been overlocked too 

often. 
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CONCLUSIONS
This research explored the different and common selection methods and criteria, trainers 

use in Kampala, Amsterdam, Perth, Chicago and Wilmington to select among 

individuals with lived experience interested in starting the training to become peer 

supporters. The criteria that emerged often were self-care, self-awareness and well-

being maintenance. The latter was referred to as a combination of the former, combined 

with social determinants, which also influence the likelihood of engaging in and 

developing self-care and self-awareness. In the discussion, I highlighted how on one 

hand, it makes sense to not let whoever into the training, because it could potentially be 

harmful for their mental health. On the other hand, those who are not admitted to the 

training, often are in disadvantaged situations regarding their mental health and social 

determinants (which influence each other). Therefore, there is this inequal dynamic that 

keeps chasing its self-up: those who have more will always have more, while those who 

have less will always have less and end up systematically left out. Honestly, it anguishes 

me, because I do not see an end to it, due to the capitalistic society we live in. 

Regarding the Global North of the world, and in general the portion of people who are 

in privileged situations, and therefore can access resources and dedicate time and money 

to self-care and self-awareness practices, in order to maintain their well-being, these 

selection criteria can safe guard them from dealing with suffering or triggers that may 

emerge during the training. However ideally, I think people should be free to choose if 

they want to go through pain, rather than having someone else make the decision for 

them. Recovery does not mean you must feel great forever, sometimes going back into 

suffering, gets us closer to our shadows, that do not just disappear because we are 

<better=. I think often when something can be painful, it a common notion that it is best 

to keep a distance from it, which can be true, but is not always the case in my opinion. 

Obviously, the selection process is based on economic availability, time and resources; 

it is impossible to have infinite places on any kind of course. Anyway, when individuals 

are not selected, and manage to dedicate time and money to enhance their well-being 

maintenance (self-care and self-awareness) and eventually in the future, engage in the 

training in a way that could be less triggering to them, this could also help them during 

internship to not feel overwhelmed while dealing with others suffering. Obviously, these 

feelings peers have while supporting others, are also due to many socially unjust 

working conditions, such as low hourly wages and work overload. Regarding the 

development of self-awareness, sharing with others and different artistic mediums were 
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reported by trainers to be very helpful.  But there is also an urge to focus on critical 

reflexivity to gain awareness of the larger social context not only of ourselves, this is 

very important, it would connect peer support work back to its roots: social justice and 

activism for equality and rights. For enhancing self-care practices, trainers often 

mentioned the WRAP, (Wellness Recovery Action Plan), overall, it looks like it has 

helped many individuals, however it focuses largely on personal responsibility, this 

issue arises often when self-care discourses are understood as a mean to deal with 

suffering. It has been pointed out by several trainers I interviewed and can be found in 

literature as well. However, in this research for instance, people referred to self-care 

also as the ability to accept support and care from others. I think this broader meaning 

of the term, could help take a distance from its individualistic roots and common 

conception. I hope this research can bring a better understating of the selection process 

entailed in peer support training for people with lived experience but also highlight the 

issues and discriminations that are inherent in this process. I also hope my thesis can 

raise awareness around the fact that lived experience with mental health challenges can 

be an important resource, rather than something to discriminate against. I have gone 

through tough times of suffering myself: when I was a teenager I relied on meds and 

psychiatric care from the public hospital. This is part of why I got interested in the peer 

support movement in the first place. However, I came to realize the huge amount of 

privilege that enabled me to heal and lean off the meds. Obviously feeling better entails 

countless variables, some of which often we are not even aware of, however, private and 

alternative caring systems definitely played an important role in my story as in the one 

of many others. It is blatant to me how social determinants were crucial in determining 

the course of mental health, in psychology we do not speak enough about this side of 

things, I hope my research can shed light on this as well. Furthermore, based on the 

bigger picture, with this thesis, I also wish to highlight the devasting injustice and 

exploitation that the global north enacts towards the global south of the world, where 

the services I relied on to get better, often, do not exist. 
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