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Executive summary 

Peer support is increasingly recognised by mental health service planners and funders as a cost 

effective alternative to traditional mental health support and treatment. Explicitly values driven, 

peer support is based on reciprocity and experiential knowledge ς that is, support is provided by and 

for people with similar conditions, problems, or experiences. 

 

This report provides current literature about peer support, background and overview of Buddies 

peer support service, qualitative evaluation findings and recommendations. 

 

Buddies peer support service was developed in 2002 in response to the difficulties people 

experienced while inpatients at the Wellington acute psychiatric unit, Te Whare O Te Matairangi, 

Ward 27 (inpatient unit). Difficulties included feelings of loneliness, isolation, discrimination and 

stigma.  

 

In 2005, the service successfully tendered for and secured a contract with Capital and Coast DHB to 

operate as a pilot providing a programme of one on one visiting and group activity to people in the 

inpatient unit and in the community. At the core of the Buddies service are the beliefs that mental 

health consumers can benefit from the positive contact of other mental health consumers, recovery 

is possible and that when someone is in crisis their place in the world remains important.  

 

Buddies peer support service is highly valued by the people who use it (peers), the volunteers who 

provide it and the hospital staff who interact with it on a regular basis.  

 

The evaluation has found that the service does what it aims to ς countering feelings of loneliness 

and isolation and providing people with the hope that recovery is possible. Multiple benefits to 

those involved with the service have been highlighted in this report. These include; 

 

 People using the service value the volunteŜǊǎΩ ǿƛƭƭƛƴƎƴŜǎǎ ŀƴŘ ŀōƛƭƛǘȅ ǘƻ Ψbe thereΩ ƛƴ ŀ ƴƻƴ 

judgemental way 

 Benefits to volunteers include extending their own network of support and the opportunity 

to ΨƎƛǾŜ ōŀŎƪΩ 

 The opportunity for people involved with Buddies to grow professionally and personally is 

highlighted by peers who have used the service going on to become volunteers  
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 Volunteers moving into paid peer support roles, demonstrating that the service contributes 

to consumer workforce development 

 Inpatient unit staff value the positive role modelling undertaken by Buddies volunteers and 

feel the presence of Buddies volunteers eases their workload. 

 

While peer support is recognised as an alternative to traditional mental health services Buddies has 

found a way to work within and alongside a mainstream clinical service. Despite the very different 

origins and ways of operating between the two services they appear to work well together. 

Challenges do exist and are similar to those found in the literature such as access, referral, attitudes 

and perceptions toward consumer led services. 

 

While the Buddies service is primarily for people using the inpatient unit, the community events are 

a crucial part of the programme. Community events enable people who are currently or have 

previously been inpatients to remain connected with the service and have access to their peers. An 

area that the Buddies service could strengthen is ensuring people are supported through the 

transition from hospital to home. 

 

The evaluation has identified that people want more from the Buddies service, including more 

opportunities to meet with peers during inpatient stays. Increasing the range of activities and events 

on offer is also wanted. Current funding is a significant barrier to extending the service. The impact 

of the temporary move of the inpatient unit to Keneperu Hospital in Porirua has resulted in a 

reduced number of volunteers available to visit.  

 

A number of ideas and suggestions have been made to improve access. This includes the 

development of a communication strategy and improving the cultural responses and structures of 

ǘƘŜ ǎŜǊǾƛŎŜ ǘƻ ƳŜŜǘ ǘƘŜ ƴŜŜŘǎ ƻŦ aņƻǊƛ ŀƴŘ tŀŎƛŦƛŎ ǇŜƻǇƭŜǎΦ While peer support is recognised as 

being cost effective, the current funding of the service limits its ability to expand and develop. 

Increasing funding to match other inpatient services would allow for significant growth and 

development and provide recognition of the value of the service.  

 

Opportunities exist for the Buddies service and staff at Capital and Coast DHB to clarify and explore 

the rules in which the service operates. This includes clarity regarding inpatient leave, access to the 

Intensive Care Unit and appropriate procedures for the collection of personal information.  
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No clear conclusions can be made from this evaluation regarding extending Buddies into other areas 

of the local mental health system. Further information is required about the needs of the people in 

these services and the way in which each service operates, before making any decisions. It is 

recommended that further investigation be undertaken to consider the range of ways peer support 

can be delivered across different local services and settings.  

 

Peer support is increasingly recognised as a valid model of mental health support nationally and 

internationally. Buddies peer support service is a local example of an effective model supported by 

those who use and deliver it. 
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Introduction 

Buddies Peer Support Service (Buddies), a one on one and group peer support programme, operates 

from tƘŜ ǇƘƛƭƻǎƻǇƘȅ ǘƘŀǘ άmental health consumers can benefit from the positive contact of other 

mental health consumers, that recovery is possible and even when someone is in crisis, their place in 

the world is just as importantέ ό.ǳŘŘƛŜǎ Ƴission statement). 

 

Based in Wellington and holding a contract with Capital and Coast DHB (C&C DHB) Buddies operates 

within the context of acute mental health services. The programme primarily focuses on the adult 

psychiatric inpatient units of Te Taha Tauira and Te Taha Manaaki at Kenepuru hospital (Porirua). 

Prior to these units opening in April 2011, the programme was provided at Te Whare O Matairangi1 

(Newtown), also known as Ward 27.  

 

At its core Buddies offers one on one peer support provided by volunteers. Volunteers identify as 

mental health consumers who want to share their experiences of recovery. Following a careful 

selection process and comprehensive training, volunteers engage in inpatient unit visits and host 

community events to enable current inpatient service users (peers) to engage in everyday events, 

such as going to movies and cafés. The service also provides opportunities for volunteers and peers 

to link together through shared interests and compatibilities to support participation in community 

activities of choice. 

 

The service is currently supported by one paid, 0.8 Full Time Equivalent (FTE) Buddies coordinator, 

and volunteers are reimbursed for travel and expenses related to the Buddies programme.  

 

 

 

 

 

                                                           
1
 Te Whare O Matairangi provides services for people experiencing severe mental distress who are too unwell to be cared 

for at home. The focus for treatment at the unit is on recovery and returning to ordinary life with community support when 

needed. Source: htpp://mentalhealthservcies.org.nz/page/55-General-Adult+Te-Whare-o-Matairangi 



9 

 

Report aim 

The focus of this report is to provide information about how Buddies operates within the context of 

peer support practices and the inpatient unit provided by C&C DHB.  

The report is made up four sections:  

 Part 1 provides the background of Buddies and an overview of current service delivery 

 Part 2 presents and discusses the findings of inpatient staff, peer and volunteer perceptions 

of Buddies service 

 Part 3 presents recommendations and 

 Part 4 presents a summary of current literature about peer support in mental health and 

addictions. 

 



10 

 

Part 1 

Background 

In 2002 a group of mental health consumers identified that mental health service users experienced 

difficulties in social and emotional areas of their lives after admission to the Wellington Hospital 

inpatient unit. These difficulties included feelings of loneliness, stigma, isolation, confusion, 

discrimination and poverty. The group (known as the Buddies Advisory Group) believed consumers 

who experienced these difficulties would benefit from haǾƛƴƎ ŀ ǎǳǇǇƻǊǘ ǇŜǊǎƻƴ ƻǊ άōǳŘŘȅέ. A 

άōǳŘŘȅέ was defined as someone who: 

 had personal experience of mental illness, 

 role modelled recovery from mental illness, 

 could instil hope for recovery, 

 could offer companionship and friendship, 

 would be available to talk, and 

 could visit people in the unit and continue this contact when the person returned home. 

 

After consultation with many stakeholders the model of a one to one peer service was created. Case 

Consulting Ltd, a peer owned and directed company responded to a request for tender from C&C 

DHB and in 2005 was contracted to pilot and provide Buddies within the inpatient unit and the 

community. In 2010 Case Consulting Ltd transferred all of its business to Kites Trust under which 

Buddies currently operates. 

 

Over six years of operation, Buddies has trained approximately 65 volunteers and has employed two 

coordinators. 

 

Current service  

Funding 

{ƛƴŎŜ ƛǘǎ ƛƴŎŜǇǘƛƻƴ .ǳŘŘƛŜǎ Ƙŀǎ ƻǇŜǊŀǘŜŘ ǳƴŘŜǊ ŀ ΨǇƛƭƻǘΩ ǎŜǊǾƛŎŜ ǎǇŜŎƛŦƛŎŀǘƛƻƴ όŀ ōǊƛŜŦ ŘŜǎŎǊƛǇǘƛƻƴ ƻŦ 

the nature and scope of service used by DHBs). In 2010, as per the updated National Service 

Framework (a set of New Zealand guidelines and requirements for public health services), the 

programme was contracted as a peer support service for adults, tier three (MHC36). Buddies is 

purchased based on a 1.35 FTE model, equating to $88,885.74 per annum or $65,841 per FTE. 
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Training and 

supervision

15%

Programme Activity

12%

Overheads* 

21%

Salaries

(co-ordinator & 

administration)

52%

Recently, funding of $3000 was applied for and received from the TG McCarthy Trust to support 

peers and volunteers participating in community activities together. This additional funding was 

sought for covering the costs of the activities. 

 

The service relies on trained volunteers, therefore the budget allows for volunteer recruitment, 

training and ongoing support, including monthly supervision. Activity costs and volunteer travel 

reimbursements are components of expenditure and more recently reporting to PRIMHD (the 

national Programme for the Integration of Mental Health Data) has become an additional expense.  

 

The Buddies service breakdown is represented in the figure 1: 

 

Figure 1: Buddies peer support costs 

 

 

 

*Overheads include contract management, data entry, fixed costs for phones, computer, and office 

space. 

 

On average the service spends $1,500 per volunteer per annum for supervision, training, 

reimbursement and travel.  
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The Service 

Buddies are involved in 47 peer contacts per month (on average). 

 

Figure 2: Gender of peers who have    Figure 3: Ethnicity of peers who have 
utilised Buddies     utili sed Buddies 
 

 

 

 

 

 

 

Buddies volunteers provide 133 hours (on average) of service per month which equates to 1,596 

hours per year. These hours include face to face contacts and operational activities. 

 

The Buddies service is founded on developing relationships based on shared experience, mutual 

help, choice and decision making with the goal of offering peers hope; a key concept of recovery.  

 

Integral to the way Buddies operates are the underlying values of peer support, including: 

  

i. Self determination and choice 

Engagement with Buddies is voluntary and self referral is encouraged. Referral forms are not 

required as information provided by a third party can detract from the development of an equal 

and open relationship. Peers are encouraged to disclose as much or as little about themselves as 

they want.  

 

ii. Shared experience 

All volunteers have experience of mental illness and want to share their experience of recovery. 

Acceptance, understanding, empathy and a sense of belonging are all key aspects of the 

relationship. 

 

iii. Mutual help 

This is demonstrated through the common experiences of volunteers and peers and recognises 

that both parties receive benefit through their engagement with the service. The volunteer nature 

Male

Female

European

Maori

Pacific Islander

Asian

Arab 

Indian

African
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of the service promotes equal status: a non-paid role reduces the power imbalance that can occur 

within paid support roles. 

 

iv. Recovery 

Recovery philosophies stress hope, self determination and a broad range of services and 

opportunities to support people to achieve the lives they want. There are no medical assumptions 

of deficit. Buddies does not seek diagnosis or past history from peers unless they wish to 

volunteer it.  

Programme activities 

 Volunteers are recruited and carefully chosen based on criteria such as capacity, reliability, 

honesty and suitability. 

 Volunteers undergo 13 x three hour sessions of basic training before being accepted onto 

the service and engaging with peers. 

 Volunteers and peers are linked together based on common interests, hobbies and 

compatible personalities. 

 Hospital support involves meeting peers in the ward and running various activities such as 

BBQs, walks, visits to a beach, café or other public places.  

 Community support includes supporting peers to reduce feelings of isolation and access 

supports and activities important to them. Volunteers and peers are reimbursed for travel 

and other expenses associated with delivery of the service. 

 Sharing of information regarding peer networks and linking with services and programmes 

such as education, employment, and housing. 

 Information pamphlets about Buddies and three-monthly event calendars are produced and 

widely circulated.  
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Part 2 

Qualitative evaluation of Buddies 

Qualitative information for the evaluation was collected by independent facilitators during April and 

May 2011. The qualitative methods undertaken included: 

 

 Five focus groups2 

 One semi-structured interview with the Buddies Coordinator3 and 

 One letter from a Buddies service user to the focus group facilitators.  

 

The five focus groups consisted of: 

 

 three groups of Buddies peers (service users)  

 one group of Buddies volunteers; and  

 one group of inpatient unit staff.  

Recruitment and participants 

Once the evaluation contract was finalised between Kites Trust (Kites) and C&C DHB in February 

2011, a meeting was held with the Inpatient Unit Team Leader and Kites to discuss recruitment 

methods. It was decided peers would be invited to participate via flyers posted at the inpatient unit. 

Information about the evaluation was also shared through word of mouth in existing community 

mental health networks. 

Peers 

To be included in the focus groups, peers must have used Buddies Peer Support Service within the 

past 12 months while being an inpatient at the inpatient unit. If interested in participating, peers 

were encouraged to inform Kites, Buddies representatives or inpatient staff. Once their interest was 

recorded, each peer was posted an information form (Appendix 5) and then contacted via phone to 

explain when and where their specific focus group would take place. In total 12 people participated 

                                                           

2
 ¢ƘŜ ŀƛƳ ƻŦ ŀ ŦƻŎǳǎ ƎǊƻǳǇ ƛǎ ǘƻ ƘŀǾŜ ŀ άcarefully planned discussion designed to obtain perceptions on a defined area of 

interest in a permissive, non-threateninƎ ŜƴǾƛǊƻƴƳŜƴǘΩΩ όǎŜŜ YǊǳŜƎŜǊΣ мффпΣ ǇΦ сύΦ 
3
 The aim of semi-ǎǘǊǳŎǘǳǊŜŘ ƛƴǘŜǊǾƛŜǿǎ ƛǎ ǘƻ άŘŜŦƛƴŜ ǘƘŜ ŀǊŜŀ ǘƻ ōŜ ŜȄǇƭƻǊŜŘΣ ŀǘ ƭŜŀǎǘ ƛƴƛǘƛŀƭƭȅΣ ŀƴŘ ŦǊƻƳ ǿƘƛŎƘ ǘƘŜ 

ƛƴǘŜǊǾƛŜǿŜǊ ƻǊ ƛƴǘŜǊǾƛŜǿŜŜ Ƴŀȅ ŘƛǾŜǊƎŜ ƛƴ ƻǊŘŜǊ ǘƻ ǇǳǊǎǳŜ ŀƴ ƛŘŜŀ ƛƴ ƳƻǊŜ ŘŜǘŀƛƭέ όǎŜŜ .ǊƛǘǘŜƴΣ p. 251, 1995). 
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in this series of focus groups. Seven female and five male peers ranging in age from 22 to 68 years 

old took part in this evaluation. 

Volunteers 

Volunteers were contacted by the acting Buddies coordinator and invited to attend the volunteer 

focus group. Seven volunteers participated in this group. 

Staff 

The inpatient unit team leader was responsible for discussing the evaluation with inpatient staff. 

Primarily it was through word of mouth that staff members volunteered to take part in this focus 

group. In order to be included in this evaluation staff had to be currently employed to work on the 

C&C DHB inpatient units.4 Staff present worked within the fields of allied health, consumer 

advocacy, and support work. 

Ethical considerations 

Participation was voluntary and confidential. Participants were assured the evaluation would not 

impact on their future relationships with the Buddies service. Before each focus group, written 

consent was gained from each participant (Appendix 6). The facilitators encouraged and adhered to 

the following guidelines while working with each group:5 

 

 Personal experience was valued 

 Participants and facilitators shared power in the learning environment 

 Everyone contributed to the learning process  

 The group was based on mutual respect and collective responsibility between participants 

 Safety was created during the learning experience 

 Risk taking and diversity of experiences were encouraged 

 Emotions as well as logical thinking were valued 

 Cooperation among participants took place 

 Creative and critical thinking was encouraged 

 The focus of the group included building skills thŀǘ ŀŦŦŜŎǘ ƻƴŜΩǎ ǇŜǊǎƻƴŀƭ ƭƛŦŜΦ 

 

                                                           
4
 At the time of this report the C&C DHB acute inpatient unit was spread across two facilities ς Te Taha Tauira and Te Taha 

Manaaki, based at the Kenepuru Hospital site in Porirua.  
5
 See Raising Voices (2009), Basic Facilitation Skills. Uganda: Raising Voices. 
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As focus groups involved discussion of potentially sensitive topics, facilitators were open and 

available for contact after the sessions. This was done so that if participants wished to talk about any 

issue raised during the process they could with ease. All time and input from peers was 

acknowledged by offering people a financial contribution at the close of each focus group. 

Data collection 

Focus groups 

The semi-structured research questions were designed to guide focus group discussions and explore: 

 

 How people hear about Buddies 

 What the barriers are to accessing Buddies 

 Strengths and limitations of Buddies and 

 Areas for potential expansion of the Buddies service. 

 

Questions developed by the facilitators were designed to capture positive and negative experiences 

of Buddies (Appendix 7). The questions were developed to be open-ended and non-directional to 

avoid facilitator bias and imposition. Interview questions were reviewed by Kites to ensure that the 

focus on the research queries were sensitive to culture, age and circumstances. The finalised 

questions were also checked to ensure they were consistent with the C&C DHB contract 

specifications. 

Volunteer and peer focus groups were all held in central Wellington at a familiar and confidential 

location. The staff focus group was held in the community room at the Te Taha Tauira ward in 

Kenepuru Hospital, Porirua. 

Semi-structured interview 

In April 2011, a semi-structured interview was held with the former Buddies coordinator. This 

interview took just under one hour. 

Letter from a Buddies peer to the focus group facilitators  

In April 2011 due to an inability to attend a peer focus group, one Buddies peer responded to the 

semi-structured questions via letter. 
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Analytic Approach 

Each focus group was audio recorded and facilitators alternated taking down the main points from 

the discussions on A3 flip charts. Utilising the digital recording in tandem with note-taking enabled 

the main themes and details of the focus group to be recorded accurately. The digital recordings and 

notes were written up in full by external transcribers and Kites staff. Once completed, the 

transcriptions were supplied to the evaluation team for analysis. 

 

Due to people not consenting to their names being used, all identifying features were removed from 

the transcripts. To remain true to ǘƘŜ ǇŀǊǘƛŎƛǇŀƴǘǎΩ ǇŜǊǎǇŜŎǘƛǾŜǎΣ thematic analysis 

(as outlined by Braun & Clarke, 2006), was used to interpret transcripts. The transcripts were 

analysed based on semantic meaning, using surface-level interpretations to identify common 

themes and discrepancies between focus groups (Braun & Clarke, 2006). Through the process of 

viewing and reviewing transcripts, meaningful groups of themes and sub-themes were selected. This 

provided an overall assessment of experiences of the Buddies service. These themes and sub-themes 

are presented as findings in the following section. 

Limitations 

During March 2011, the inpatient unit changed location from Newtown, Wellington to Kenepuru, 

Porirua. The move coincided with the evaluation of the Buddies service. As a result this affected the 

recruitment of participants, Buddies service provision, and volunteer ward visits. This impact of this 

disruption to the everyday routines of inpatient staff, peers and volunteers is described in the 

findings. 

 

The Buddies coordinator resigned during the evaluation process. This resulted in interim 

coordination challenges while the evaluation was being undertaken. For example, a former Buddies 

volunteer unknowingly participated in the peer-specific focus group. The impact of the Buddies 

ŎƻƻǊŘƛƴŀǘƻǊΩǎ ŘŜǇŀǊǘǳǊŜ ƻƴ ǘƘŜ .ǳŘŘƛŜǎ service is evident in the evaluation findings. 

 

Those that participated in the staff-specific focus group were all on duty at the time of the group. 

While all the questions were covered, staff were under time restrictions. This impacted on their 

ability to commit to all the questions in-depth and participate to the same degree as the peer and 

volunteer-specific groups. While we attempted to avoid this situation by planning the focus group 

with the inpatient team leader, only available ward staff participated. This resulted in nursing and 

other medical staff not being included.  
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Finally, the evaluation team had wanted to include two distinct groups that did not appear to engage 

with Buddies; inpatients not included in the Buddies user database and Mņori with experience of 

mental illness. It was felt that these groups would have generated important insights and 

information as to how the service could become more inclusive and culturally responsive. 

Unfortunately, neither of these groups participated in this service evaluation. 



19 

 



20 

 

Findings 

A number of themes representing stakeholder experiences of Buddies were identified through 

thematic analysis. The process of reviewing transcripts led to the identification of four main themes: 

 

 Benefits of Buddies 

 Barriers to peers accessing Buddies 

 Current areas for development 

 Future areas for expansion 

 

Each of these themes is described below, using quotes to demonstrate key ideas and sub-themes.6 

To help distinguish which stakeholder group has been quoted, each quote will be followed by: 

 

 [staff] if from the inpatient unit staff focus group 

 [peer] if from a peer focus group, and 

 [volunteer] if from the Buddies volunteer focus group. 

 

Arising from the findings a diagram has been created to demonstrate the philosophical differences 

between Buddies peer support service and the inpatient unit (Appendix 4). The tension that can 

arise is an opportunity for dialogue. 

1. Benefits of Buddies 

The bulk of focus group discussions centred on positive experiences with Buddies and strengths of 

the Buddies service. The number and diversity of sub-themes under the theme Ψbenefits of BuddiesΩ 

has meant that, for ease of interpretation, benefits of the Buddies service has been divided into 

three: Ψbenefits of Buddies for peersΩΣ Ψbenefits of Buddies for hospital staffΩΣ ŀƴŘ Ψbenefits of Buddies 

for volunteersΩΦ 

1.1 Benefits of Buddies for peers 

Of the peer, staff, and volunteer discussions involving Ψbenefits of BuddiesΩ, the majority related to 

benefits for peers. Main benefits of the Buddies service for peers could be linked to the sub-themes: 

Ψfacilitate social connectionΩΣ Ψoffer experiential knowledgeΩ and Ψsupport autonomyΩ.  

 

                                                           

6
 Note: only common themes, sub-themes, and ideas could be included in this evaluation due to the sheer number 

mentioned during the course of the focus groups. 
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In figure 4 (following page) the main ways in which Buddies Ψfacilitate social connectionΩ for peers 

are demonstrated through quotes giving examples of how Buddies are ΨreliableΩ, ΨavailableΩ, 

Ψindependent from the wardΩ, Ψfacilitate contact outside the wardΩ and Ψimprove the ward 

atmosphereΩ. 

 

Buddies volunteers were also talked about as providing Ψpractical adviceΩ, ΨunderstandingΩ and 

ΨadvocacyΩ to peers. These qualities with quotes showing examples can be linked to the sub-theme 

Ψoffer experiential knowledgeΩ as demonstrated on the following page (figure 4). 

 
Finally, the ways in which Buddies Ψsupport autonomyΩ of peers as identified by participants were 

through ΨinspirationΩ, Ψindividualised accessΩ, and Ψthe opportunity to speak openlyΩ. Examples of 

participant experiences of this are provided in figure 4. 
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Advocacy 

ά¢hey did actually 
act as a stronger 

voice for the 
patientsέ ώǇŜŜǊϐ 

Understanding 
άWhat really helped me on 
one occasion was Nick,* 

he's a really good sort, and 
I was having trouble with 
ŀ ǎƛŘŜ ŜŦŦŜŎǘΧand he's 

experienced it too. He just 
helped express things for 

me to the nurse that I 
ƴŜŜŘŜŘ ǘƻ ŜȄǇǊŜǎǎέ [peer] 

 
 άI think it's good to have 

someone to talk to, 
especially about the sorts 

of topics you can talk 
about because of their 

experience. They are able 
to maybe have better 

conversations with you 
than someone who isn't 

aware of, you know, those 
sorts of things or is afraid 

of themέ ώǇŜŜǊϐ 

Practical advice 

άWǳǎǘ ƎƛǾƛƴƎ ǘƘŜƳ 
kind of practical 

strategies on how 
to deal with it [the 
ǿŀǊŘϐέ ώǎǘŀŦŦϐ 

Offer 
experiential 
knowledge The opportunity to speak  

openly 
άLt's just the concept of somebody 
understanding... I've gone to the 

social events and when I go to them 
people actually understand what 
I'm going through... so they're not 
ƎƻƛƴƎ ǘƻ ōŜ ƧǳŘƎŜƳŜƴǘŀƭΧ ȅƻǳ ŦŜŜƭ 

more open to be honest about 
what's going onέ ώǇŜŜǊϐ 

Inspiration 

This guy had a similar story to mine...there 
was some hope to what he said. When I 
look back on it as an event and a part of 

my stay in the ward, it was a good 
experience...and it did, it gave me a bit of 

hopeέ ώǇŜŜǊϐ 
άI just think they are a good inspiration to 
the clients of what the future will hold for 

themέ ώǎǘŀŦŦϐ 

Individualised 
access (choice) 
άIŜ ώ.ǳŘŘƛŜǎ 
Coordinator] 

reminded me about 
the things that he 
knows that I likeέ 

[peer] 

Support 
autonomy 

Independent from the 
ward 

ά¢hey kind of provide an 
intermediary between 

staff, friends and family 
so it's someone who you 
Ŏŀƴ ǘŀƭƪ ǘƻέ ώǇŜŜǊϐ 

 

ά¢ƘŜǊŜΩǎ ƴƻ ǘƘǊŜŀǘ ƻŦ 
them increasing your 
ŘǊǳƎǎέ ώǇŜŜǊϐ 

Buddies are reliable 

άLts regular contact I 
think that's really 

important, ΨŎŀǳǎŜ you 
get isolated from your 
friends as, you know, 
Ψcause they quite often 
think you've gone nutsέ 

[peer] 
 

ά²ƛǘƘ Ŏƻƴǎǘŀƴǘ ŎƘŀƴƎŜǎ 
in nursing staff, it was 
really nice to have a 
consistent person to 
ǘŀƭƪ ǘƻέ ώǇŜŜǊϐ 

Buddies are available 

ά¢hey care enough about it to spend their free time doing itέ 
[peer] 

ά{omeone who's fresh and new and from outside your social 
group who can provide a level of contact that suitsέ ώǇŜŜǊϐ 

Facilitate contact outside the ward 
άLt provides people who can only have 

accompanied leave or people who don't have 
family or friends that are supporting them to 

actually get out of the ward and have that social 
interactionέ ώǎǘŀŦŦϐ 

 

άThey are part of the community and not closed 
ƻŦŦ ƭƛƪŜ ǘƘŜ ǿŀǊŘέ [peer] 

Improve the ward atmosphere 
άI mean the biggest problem we have when we have 

otherwise physically healthy people that have been kept 
in a small confined space and they are relatively young 

and bored stiff; to have someone who comes in to have a 
game of chess with them or something; its good for the 
patientsΩ mental health and it just make the atmosphere 

on the ǿŀǊŘ ŀ ƭƻǘ ƳƻǊŜ ǇŜŀŎŜŦǳƭέ ώǎǘŀŦŦϐ 

Facilitate social 
connection 

Figure 4. Benefits of Buddies for peers 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

*pseudonym used to ensure confidentiality. 
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Reduced pressure on staff 

άThey take a lot of pressure 
off the nurses some days 

because sometimes it can just 
ōŜ ŎƘŀƻǎ ƘŜǊŜέ [staff] 

Increased awareness of value 
of experience 

άOne thing the service has done 
has just increased staff 

awareness as to how helpful it is 
to have people around who had 

some experience of mental 
ƛƭƭƴŜǎǎέ [staff] 

 

άQuite often you will hear a 
ǇŀǘƛŜƴǘ ǎŀȅΣ άȅƻǳ Řƻƴϥǘ ƪƴƻǿ 

ǿƘŀǘ ƛǘǎ ƭƛƪŜέΣ ŀƴŘ ǘƘŜȅ ŀǊŜ ǊƛƎƘǘΣ L 
ŘƻƴΩǘΧ if they have someone else 
that they can talk to, they don't 
need to talk ς but to know that 

there is a life outside of the ward 
ŀƴŘ ǘƘƛƴƎǎ ƭƛƪŜ ǘƘŀǘΧ ƭƛƪŜ 
.ǳŘŘƛŜǎέ [staff] 

Improved ward atmosphere 

ά¢ƘŜȅ [staff] told me it raises 
the morale of the ward when 
.ǳŘŘƛŜǎ ŀǊŜ ƻƴέ [volunteer] 

Access to unique skills 

άThey have the experience and 
skills to ride with the ups and 

downs on the wardέ[staff] 
 

άBecause they have been there, 
when someone said ΨI don't want 
to talk to youΩ they understood 
and they took that on board 

without getting upset or 
ƻŦŦŜƴŘŜŘέ [staff] 

 

άThe experience that he [the 
Buddies Coordinator] had, you 
know, meant that he could run 
the groups on his own he didn't 
necessarily need the support of 
ǳǎ ǘƻ ōŜ ŀǊƻǳƴŘ ŜǾŜǊȅ ǿŜŜƪέ 

[staff] 

Benefits of 
Buddies for staff 

Access to a support network 

άLΩǾŜ ōŜŜƴ ƛƴ ǇƭŀŎŜǎ ǿƘŜǊŜ ǘƘŜǊŜ 
is just nothing until the time you 
show up in crisis. There is nothing 
they can do for you, and so this 
really is good, it kind of prevents 
that drop. Keeping people out [of 

the ward] and giving them the 
ǎǳǇǇƻǊǘέ [volunteer] 

 

ά²Ŝ ŀǊŜ ŦǊƛŜƴŘǎΣ ƭƛƪŜ ƴƻǘ ǘƘŜ ǘȅǇŜ 
that feel sorry for somebody, you 
know. I think that's why it really 
works with peoplŜΣ ōŜŎŀǳǎŜ ƛǘΩǎ 

genuineέ [volunteer] 

Skill development 

άCƻǊ ǘƘŜ ŀŎǘǳŀƭ ǇŜƻǇƭŜ ǿƘƻ 
have done the training, I 
think it really helps our 

mental health, our personal 
development, and our work 

progressέ [volunteer] 

Reciprocity 

ά.ǳŘŘƛŜǎ ƛǎ ƴƻǘ Ƨǳǎǘ ŀōƻǳǘ ǘŀƪƛƴg 
people out for a cup of coffee. 

We've got a supportive 
relationship. A relationship with 

the person is not just about 
shouting a cup of coffee, it's about 

having a mutuality of respectέ 
[volunteer] 

 

ά²Ŝ ŀǊŜ Ƨǳǎǘ ƛƴ ǘƘŜǊŜ ǎǳǇǇƻǊǘƛƴƎ 
people and it also is for me my way 
of giving back Ψcause I know when I 
was in there, there wasn't support 

for meέ [volunteer] 

Benefits of 
Buddies for 
volunteers 

Benefits of Buddies for staff 

Even though the majority of Ψbenefits of BuddiesΩ were focused on peers, a number of benefits were 

specific to staff on the ward. These benefits included: Ψreduced pressure on staffΩ, Ψincreased 

awareness of value of experienceΩ, Ψaccess to unique skillsΩ and Ψimproved ward atmosphereΩ. The 

sub-theme Ψbenefits of Buddies for staffΩ and quotes expanding on these benefits can be found in 

figure 5. 

Figure 5. Benefits of Buddies for Staff 

 

1.3. Benefits of Buddies for Volunteers 

Another set of benefits identified in discussions with participants were Ψbenefits of Buddies for 

volunteersΩ. Benefits included the opportunity for Ψskill developmentΩ, ΨreciprocityΩ and Ψaccess to a 

support networkΩ. Figure 6 presents these benefits along with quotes demonstrating these. 

Figure 6. Benefits of Buddies for Volunteers 
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1.4 Discussion 

Salzer and Shear (2002) propose that peer support organisations provide benefits to both consumer-

providers as well as service participants. The findings of this evaluation indicate a large number of 

benefits for peers and volunteers, and identify a third group who benefit ς inpatient staff.  

 

Benefits of Buddies for Peers 

Peers talked positively about how Buddies Ψsupport autonomyΩ, Ψoffers experiential knowledgeΩ, and 

Ψfacilitates social connectionΩ ŀǘ ǘƘŜ ƛƴǇŀǘƛŜƴǘ ǳƴƛǘΦ Treatment in the inpatient unit often involves 

ƭƛƳƛǘŀǘƛƻƴ ƻŦ ǇŜƻǇƭŜΩǎ ŦǊŜŜŘƻƳ ƻŦ ŎƘƻƛŎŜ όŜΦƎΦ ƭŜŀǾŜΣ ŜƴǘŜǊtainment, social engagement). Buddies 

offer peers, without coercion, the opportunity to enjoy interests outside of the inpatient unit, and/ 

or expand access to activities and social engagements of interest at the inpatient unit. These options 

supplement the inpatient unit programme by extending opportunities for individualisation (through 

the provision of choice) to each pŜŜǊΩǎ ǎǘŀȅΣ ŀƴŘ .ǳŘŘƛŜǎΩ deliberate absence of coercion provides 

space for peers to be upfront about what is happening for them. These elements of the Buddies 

service support peers to move at their own pace towards their own concept of self, and therefore a 

greater sense of autonomy. 

 

Volunteer mental health service knowledge was seen as a benefit by peers as it provided for unmet 

needs of understanding, advice and advocacy not often offered by staff, friends or family. Talk about 

this benefit indicated volunteers used this knowledge and experience to balance operating within 

the inpatient unit (which has a large focus on risk and safety needs) with maintaining mutual 

relationships with peers. This knowledge perhaps also increased volunteer awareness of the 

importance of avoiding judgement and assumptions (for example, Buddies does not ask to know 

diagnoses). This experiential knowledge and resulting quality relationship between volunteers and 

peers enables peers to access unique skills and provides space to grow and appreciate their own 

experience. 

 

A key sub-theme ƛŘŜƴǘƛŦƛŜŘ ǘƘǊƻǳƎƘ ǘƘƛǎ ŜǾŀƭǳŀǘƛƻƴ ǿŀǎ Ψfacilitates social connectionΩ. This sub-

theme relates to the sub-theme Ψsupports autonomyΩ (by expanding an ƛƴŘƛǾƛŘǳŀƭΩǎ ƻǇǇƻǊǘǳƴƛǘƛŜǎ ŦƻǊ 

mutually beneficial relationships) yet also relates to how Buddies supports participation in social 

norms; through social connection. By facilitating access to wider social networks, Buddies is 

providing the opportunity for people to take part in the day to day routines of life outside of the 

ward, reducing isolation which often accompanies mental ill-health, and therefore encouraging and 

supporting recovery.  
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Benefits of Buddies for Inpatient Staff 

All four benefits for staff όΨincreased awareness of value of experienceΩ, Ψreduced pressure on staffΩ, 

Ψimproved ward atmosphereΩ and Ψaccess to unique skillsΩύ Ŏŀƴ ŀƭǎƻ ōŜ ƭƛƴƪŜŘ ǘƻ ǘƘŜ Ψexperiential 

knowledgeΩ ōŜƴŜŦƛǘ ŦƻǊ ǇŜŜǊǎΦ During the focus groups some staff recognised they may be unable to 

relate to, or understand, the difficulties associated with being in the inpatient unit, and that 

volunteers are more able (and skilled) to do so. This recognition benefits staff as, once they have 

recognised a need for this ability, they are then able to actively seek out this form of support for 

peers. In addition this may improve staff-peer relationships as staff are able to offer peers an 

alternative (e.g. Buddies support). Acknowledgement of different types of experiences (and skills) 

may lead to improved staffςpeer and staffςvolunteer relationships (e.g. increased respect). 

 

Staff report the presence of Buddies volunteers on the inpatient unit helps improve the mood of the 

ward. Combined with the knowledge that peers feel understood by volunteers (refer to Benefits of 

Buddies for Peers), it could be reasoned that volunteers are helping peers to have unmet needs met. 

As a result, peers do not have to struggle to have ǘƘŜǎŜ ƴŜŜŘǎ ƳŜǘΣ ǿƘƛŎƘ ƭŜŀŘǎ ǘƻ ǊŜŘǳŎŜŘ ΨŎƘŀƻǎΩ 

(Ψimproved ward atmosphereΩ), less demand on staff (Ψreduced pressure on staffΩ) and a more 

satisfying working environment overall for staff. 

 

ΨReduced pressure on staffΩ may also refer to government requirements for a recovery-focused work 

ethic (MOH, 2005; MHC, 1998). Staff mentioned many and varied demands on their time (i.e. clinical 

obligations) which meant work requirements often opposed their wish to spend more time on 

individualised contact. Staff spoke of how the presence of volunteers at the inpatient unit enabled 

them to feel satisfied that an ƛƴŘƛǾƛŘǳŀƭΩǎ needs were being met, especially at times when clinical 

obligations demanded most of their time. 

 
Benefits of Buddies for Volunteers 

Findings outlined for volunteers (figure 6) were the main volunteer benefits. However, many 

benefits of Buddies for peers, such as ΨunderstandingΩ, Ψpractical adviceΩ, Ψthe opportunity to speak 

openlyΩ and Ψindependent from the wardΩ were identified as elements of the Buddies service which 

volunteers can also access, leading to the theme Ψaccess to a support networkΩ. Each volunteer 

willingly contributes their experience and skill to both peers and fellow volunteers as they continue 

with their own recovery or continue to ensure they stay well. 
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Volunteers, staff and peers all talked about ǾƻƭǳƴǘŜŜǊ Ψskill developmentΩ via training and inpatient 

unit visits. A number of references were made to instances where volunteers had progressed from 

volunteer work with Buddies to paid employment in the field of mental health. Others did not 

necessarily choose a career in mental health; however Buddies provided a reference demonstrating 

the volunteeǊΩǎ abilities which supported applications to other careers. This provision of 

opportunities for individual development indicates that Buddies supports a second population, its 

volunteers, towards recovery. Research has proven that upholding employment contributes 

significantly to a ǇŜǊǎƻƴΩǎ ŀōƛƭƛǘȅ ǘƻ ǎǘŀȅ ǿŜƭƭ όtŜǘŜǊǎƻƴΣ нллтύ. 

 

Last but not least, the value of reciprocity was regularly referenced by staff and volunteers as a 

volunteer benefit. Referred to in the Peer support in mental health and addictions: a background 

paper (2011) this reciprocity is also kƴƻǿƴ ŀǎ ǘƘŜ ΨƘŜƭǇŜǊΩǎ ǇǊƛƴŎƛǇƭŜΩ όǇƎ ммύ ǿƘŜǊŜ ǿƻǊƪƛƴƎ ŦƻǊ ǘƘŜ 

recovery of peers facilitates personal recovery for both. The value of reciprocity is known to have a 

circular effect as helping to make ŀ ŘƛŦŦŜǊŜƴŎŜ ƛƴ ǎƻƳŜƻƴŜ ŜƭǎŜΩǎ ƭƛŦŜ Ƙŀǎ ŜƳƻǘƛƻƴŀƭ ŀƴŘ ǇŜǊǎƻƴŀƭ 

benefit which leads to increased confidence and self-esteem. 

2. Barriers to peers accessing Buddies service/volunteers/programme 

When evaluating barriers to accessing the Buddies programme, it is important to look at how people 

get to know about Buddies. ¢Ƙƛǎ ǎŜŎǘƛƻƴ ŦƛǊǎǘ ƭƻƻƪǎ ŀǘ Ψhow people hear about BuddiesΩ then goes 

ŦǳǊǘƘŜǊ ǘƻ ƭƻƻƪ ŀǘ ǿƘŀǘ Ƴŀȅ ōŜ ǇǊŜǾŜƴǘƛƴƎ ǇŜƻǇƭŜ ŦǊƻƳ ǳǎƛƴƎ ǘƘŜ .ǳŘŘƛŜǎ ǎŜǊǾƛŎŜ ƛƴ Ψbarriers to peers 

accessing BuddiesΩ. 

2.1 How people hear about Buddies 

Participants spoke of a number of ways in which they initially came into contact with the Buddies 

service. Across peer, staff and volunteer focus groups, main ways people heard about Buddies (sub-

themes) consistently identified were: via advertisements, word of mouth, knew a buddy, or met on a 

ward visit. Examples of initial acknowledgement of Buddies, along with supporting quotations are 

shown in figure 7. 
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Met on a ward visit 

άThe main time I saw them was I actually met them on the ward... ǘƘŜȅ Ƨǳǎǘ ǎŀƛŘ ΨŘƻ ȅƻǳ 
wanna ŎƻƳŜ ƻǳǘ ŦƻǊ ŀ ŎƻŦŦŜŜ ŀƴŘ ǘŀƭƪ ŀōƻǳǘ ŀƴȅǘƘƛƴƎ ǘƘŀǘ ȅƻǳ ǿŀƴƴŀ ǘŀƭƪ ŀōƻǳǘΩέ [peer] 

 

Knew a volunteer 

άL ǊŜƳŜƳōŜǊ ƎƻƛƴƎ ǘƻ ŀ ǎƻƛǊŜŜ ǘƘŀǘ [the coordinator] had, and being delighted by herΧ I sort of watched 
from a distance really and then I got involved in different Buddies activities and it just snowballed a bitέ 

[volunteer] 

Word of mouth 

άA friend told me about 
it...a friend who has been 
ƻƴ ǘƘŜ ǿŀǊŘέ [peer]. 

 

άL ƘŜŀǊŘ ŀōƻǳǘ .ǳŘŘƛŜǎ 
when I started at the 
ǿŀǊŘέ [staff] 

 

Advertisements 

άL ǎŀǿ ǘƘŜ ƴƻǘƛŎŜǎ ƛƴ ǘhe 
ǿŀǊŘέ [peer]. 

 

άL ǿŀǎ ŀŎǘǳŀƭƭȅ ƭƻƻƪƛƴƎ ŦƻǊ 
volunteer work, and had gone 

to Volunteer 
²ŜƭƭƛƴƎǘƻƴέ[volunteer] 

How people hear 
about Buddies 

Figure 7. How people hear about Buddies 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

2.2 Personal and systemic barriers to peers accessing Buddies volunteers/service 

/ programme 

Participants were asked if they knew of reasons why people may not want to use Buddies. The 

reasons identified by participants have been categorised under the thŜƳŜ Ψbarriers to peers 

accessing BuddiesΩ. Barriers could be identified as either individualised όΨpersonal barriersΩ) or 

related to Buddies service provision (ΨsystemicΩ).  

 

The sub-ǘƘŜƳŜ ƻŦ Ψpersonal barriersΩ ƛƴŎƭǳŘŜǎ ƛǎǎǳŜǎ ǎǳŎƘ ŀǎ Ψclinical barriersΩ (e.g. drug side effects, 

leave status, or being on high levels of supervision), ΨintroversionΩ, Ψstigmatisation of self and othersΩ 

ǘƘŜȅ Ƴŀȅ Ψalready have good supportΩ, and ΨwellnessΩ. These issues, with supporting quotes are 

presented in figure 8. 
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Introversion 
άSome people 

they don't want 
to do 

something 
outside their 
ƻǿƴ ǎǇƘŜǊŜέ 

[peer] 

Wellness 
άΧhe had a lot of anxiety 
and didn't want to meet 
ŀ ǿƘƻƭŜ ƭƻǘ ƻŦ ǎǘǊŀƴƎŜǊǎΧ 
People may be anxious 

about going into a 
foreign situation with 

foreign peopleέ 
[volunteer] 

Already have good support 
άWhen I first came back from 

Australia my family came to see 
me every day and I was ringing 
family well not every day but all 
the time sort of thing so I didn't 
ǊŜŀƭƭȅ ǘŀƭƪ ǿƛǘƘ ǘƘŜƳέ [peer] 

Stigmatisation of self and 
others 

άThey just don't want to 
associate with; they don't 
want to acknowledge that 
ǇŀǊǘ ƻŦ ǘƘŜƳέ[peer]. 

 

άThey don't want to be with 
other people with mental 

illness. Some people are quite 
extreme about that about 

not wanting to socialise even 
though they might be 
ƳŜƴǘŀƭƭȅ ƛƭƭέ [peer] 

Inpatient experience 
άώThey may] not feel as able to get 

out with Buddies [because] they're so 
tired and sedated and anxious; which 
ƛƴ ŦŀŎǘ ƛǎ ǎƛŘŜ ŜŦŦŜŎǘǎ ƻŦ ǘƘŜƛǊ ŘǊǳƎǎέ 

[peer] 
 

 ά¢ƻ Ǝƻ ǿƛǘƘ .ǳŘŘƛŜǎ ȅƻǳ ƘŀǾŜ ǘƻ ōŜ 
on unaccompanied leave [from] the 
ward and we find you know at times 

we have most people are on 
accompanied leave or no leave and 
that means they just physically can't 

go out of the ward go off site to 
activities with the Buddiesέ [staff] 

 

ά{ƻƳŜǘƛƳŜǎ ƛŦ ǇŜƻǇƭŜ ƘŀǾŜ ōŜŜƴ 
ΨspecialledΩ ŀƴŘ ǘƘŜȅΩǊŜ ǎǘǳŎƪ ƛƴ ǘƘŜƛǊ 
ǊƻƻƳΦ ²ƛǘƘ ŀ ǎǇŜŎƛŀƭΣ ǘƘŜȅΩǊŜ ƴƻǘ 
allowed out of their room. Maybe 

they are in a wheelchair or they have 
physical disability or have anorexia 
ŀƴŘ ŀǊŜ ƻƴ ǾŜǊȅ ǘƛƎƘǘ ǿŀǘŎƘέ 

[volunteer] 

Personal 
barriers 

 

Figure 8. Personal barriers to accessing Buddies 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

The sub-theme of Ψsystemic barriersΩ included a larger number of potential barriers to peers access 

to Buddies volunteers and activities. ¢ƘŜ ōŀǊǊƛŜǊǎ ƛƴŎƭǳŘŜŘΥ Ψlimited numberΩ and Ψdemographic range 

of volunteersΩ, Ψdisconnect between ward and BuddiesΩ, Ψleave statusΩ, ΨŀǎǎǳƳǇǘƛƻƴ ǘƘŀǘ .ǳŘŘƛŜǎ Ƙŀǎ 

religious affiliationsΩ, Ψclash of commitmentsΩ, Ψlack of space on the wardΩ, and Ψfelt obligations of 

reciprocityΩ. These barriers and quoted examples are found in figure 9. 

 

Of interest within the Ψbarriers to peers accessing BuddiesΩ theme is the difference between each 

ŦƻŎǳǎ ƎǊƻǳǇǎΩ ǇŜǊǎǇŜŎǘƛǾŜs on leave status. Staff appeared to view the barrier of leave status as a 

personal factor, whereas volunteers and peers gave examples indicating the barrier of leave status 

was more systemic. In addition inconsistencies existed between staff members. Some staff talked 

ŀōƻǳǘ ǘŀƪƛƴƎ ƭŜŀǾŜ ŦǊƻƳ ǘƘŜ ǿŀǊŘ ǿƛǘƘ .ǳŘŘƛŜǎ ǾƻƭǳƴǘŜŜǊǎ ǿƘŜƴ ǘƘŜƛǊ ǎǘŀǘǳǎ ǿŀǎ ΨǳƴŀŎŎƻƳǇŀƴƛŜŘΩ, 

e.g. ά¢ƻ Ǝƻ ǿƛǘƘ .ǳŘŘƛŜǎ ȅƻǳ ƘŀǾŜ ǘƻ ōŜ ƻƴ ǳƴŀŎŎƻƳǇŀƴƛŜŘ ƭŜŀǾŜ ŦǊƻƳ ǘƘŜ ǿŀǊŘέ whereas others 

ǎǇƻƪŜ ƻŦ ǘƘŜ ǇŜǊǎƻƴΩǎ ƭŜŀǾŜ ǎǘŀǘǳǎ ƴŜŜŘƛƴƎ ƻƴƭȅ ǘƻ ōŜ ΨŀŎŎƻƳǇŀƴƛŜŘΩ ŜΦƎΦ άL ǘƘƛƴƪ ǘƘŜ ƻǘƘŜǊ ǘƘƛƴƎ ǘƘŀǘ 

ǇŜƻǇƭŜ ƭƛƪŜ ƛǎ ƎŜǘǘƛƴƎ ƻŦŦ ǘƘŜ ǿŀǊŘΧ Ψcause it provides people who Ŏŀƴ ƻƴƭȅ ƘŀǾŜ ŀŎŎƻƳǇŀƴƛŜŘ ƭŜŀǾŜΧ 

to actually get out of the wardέ. 
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Assumption that 
Buddies has 

religious affiliations 
άSomehow people 
think they have got 

some religious 
ŀŦŦƛƭƛŀǘƛƻƴέ [peer] 

Disconnect between ward and volunteers 
ά¸ƻǳ ƳƛƎƘǘ ƘŀǾŜ ǊǳƴƎ ǘƘŜ ǿŀǊŘ ŀƴŘ ȅƻǳ ŀǊŜ ǘŀƪƛƴƎ 

someone out for a visit, to a cafe, and you turn up to 
take them out and there might be another staff member 
on and they might not have got the detailsέ [volunteer]. 

 

άLǘ ŘŜǇŜƴŘǎ ƻƴ ƭƛŀƛǎƻƴ ŦǊƻƳ ǎǘŀŦŦΣ ǘƘŜ ǊŜǎǇŜŎǘ ǘƘŜȅ ƘŀǾŜ 
for me, their willingness to work with me, and trust in 
ǘƘŜ ǊŜƭŀǘƛƻƴǎƘƛǇΦ ¢Ƙŀǘ ŀƭǎƻ ǿƻǊƪǎ ǾƛŎŜ ǾŜǊǎŀέ [volunteer] 

Lack of space on ward 

ά²Ŝ ǎǘƛƭƭ ƘŀǾŜ ŀ ƳŀǎǎƛǾŜ ǎǇŀŎŜ 
problem over at the Manaaki unit 

which means that we can't 
actually guarantee them the 
space to run their group on a 
ǇŀǊǘƛŎǳƭŀǊ ƳƻǊƴƛƴƎέ [staff] 

Felt obligations of reciprocity 

 άLϥǾŜ Ǝƻǘ ǘƘƛǎ ǘƘƛƴƎ ǿƘŜƴ ǇŜƻǇƭŜ ōǳȅ ƳŜ ǎƻƳŜǘƘƛƴƎ L ŦŜŜƭ ƪƛƴŘ ƻŦ 
obligated to say something nice to thŜƳ ƻǊ ǎƻƳŜǘƘƛƴƎ ƭƛƪŜ ǘƘŀǘέ 

[peer]. 
 

ά¢ƘŜ Ǝǳȅ Ǝƻǘ ƳŜ ǘƻ ǿǊƛǘŜ Ƴȅ ƴŀƳŜ Řƻǿƴ ŀƴŘ Ƴȅ ŘŀǘŜ ƻŦ ōƛǊǘƘΧ 
ŀƴŘ L Ǝƻǘ ǊŜŀƭƭȅ ǇŀǊŀƴƻƛŘ ŀƴŘ L Ƨǳǎǘ ƘŀŘ ǘƻ Ǝƻ ōŀŎƪ ǘƻ ǘƘŜ ǿŀǊŘΧ 
ŀƴŘ ƘŜ ŦŜƭǘ ǊŜŀƭƭȅ ōŀŘΣ ŀƴŘ ǘƘŜƴ L ƘŀŘ ǘƻ ƎƛǾŜ ƘƛƳ ŀ ōƛƎ ƘǳƎέ [peer] 

Leave status 

άώUnaccompanied leave] was 
one of the other things. They 

had to go into the office and go 
through everyone's file and 

check it, even if they knew you, 
they still went through this 

rigmaroleέ 
So would you say there's quite 

a bit of administrative red tape? 
άIn capital ƭŜǘǘŜǊǎέ[peer] 

Clash of commitments 

άThey came to the ward 
when I was there, there was 

actually a lot of other 
activities going on. If they'd 
chosen a different day they 
might have had more takers 

but people were worried 
about missing their 

appointment with the 
doctor, or had something like 

that on, or maybe it was a 
ŎƻǳǊǘ Řŀȅέ [peer] 

Limited number and demographic 
range of volunteers 

άItΩs just about having someone they 
Ŏŀƴ ŎƻƴƴŜŎǘ ǿƛǘƘ ǘƻ ǘŀƭƪ ǿƛǘƘΧ ItΩs 

about having a bit more 
ŘƛǾŜǊǎƛǘȅέ[staff]. 

 

άL ǿƻuld like to see more mums on our 
team, more fathers, more youth on our 

team, more Pacific Islanders on our 
team more Mņori ƻƴ ƻǳǊ ǘŜŀƳέ 

[vounteer] 

Systemic 
barriers 

 

Figure 9. Systemic barriers to accessing Buddies 
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2.3 Discussion 

¢ƘŜǊŜ ŀǊŜ ƳǳƭǘƛǇƭŜ ǇŜǊǎƻƴŀƭ ŀƴŘ ǎȅǎǘŜƳƛŎ ƻōǎǘŀŎƭŜǎ ǊŜƎŀǊŘƛƴƎ ǇŜƻǇƭŜǎΩ ŀŎŎŜǎǎ ǘo Buddies. Some 

issues overlap, while others are more clearly personal or systemic.  

 

How people hear about Buddies 

Evidence that the majority of peers heard about the service in both ward and community settings 

demonstrates the dual layers of Buddies. Formalised arrangements with C&C DHB mental health 

services and the range of coordinated events in the community support its outreach. While this base 

of engagement with Buddies is one of its strengths, there is also scope for further improvements. 

This is discussed in more depth in the Barriers to peers accessing Buddies and Areas for development 

(below). It is clear that further promotion and enhanced communication with the ward and in the 

community are two aspects that will improve peopleΩǎ access to Buddies.  

 

Personal versus systemic barriers 

One of the obvious areas of personal and system overlap concerns the variation among staff 

knowledge regarding accompanied versus unaccompanied leave for inpatients. The peers involved in 

this evaluation were clear that their freedom to leave the ward while being an inpatient was 

confusing and ambiguous. It was common for peers to attribute this confusion to the mixed 

messages they received from staff members on duty. This could illustrate that agreements reached 

between staff and patients for leave are perhaps not followed through because of a lack of formal 

documentation about the agreement. Alternatively, it could be due to new staff not being aware of 

leave protocols, or staff discretion regarding inpatient freedoms and restrictions.  

 

Regardless of the possible reasons, this finding highlights the need for the service and ward 

management to work together to clarify these rules. Peers would benefit from such clarity as there 

would be more consistency regarding their daily routines and freedoms. As one peer discussed, it 

was very discouraging to have the opportunity to have an outing with a volunteer dashed because 

they had received conflicting information from staff members regarding their leave status.  

 

Clarity would also enable volunteers to act with more confidence regarding the way they work with 

peers while in the ward. As found in the Peer support background paper (2011), not establishing 

consistency regarding inpatient leave status can make it more difficult for people to access and seek 

referrals to peer support programmes (p. 12). Working to improve clarity around leave status would 



31 

 

ŎƻƴǘǊƛōǳǘŜ ǘƻ άƴŜǿ ǿŀȅǎ ƻŦ ƛƴǘŜƎǊŀǘƛƴƎ ǇŜŜǊ ǎǳǇǇƻǊǘ ƛƴǘƻ ƳŀƛƴǎǘǊŜŀƳ ǎŜǊǾƛŎŜǎέ ό{Ŏƻǘǘ et al, 2011, p. 

128). 

 

Personal Barriers 

Personal reasons for not accessing the service were found to be largely due to individual 

circumstances such as existing levels of support, personal preferences, or situational conditions and 

treatments that can result in people isolating themselves. Combined, these factors are all tenable 

reasons as to why some people may not access the service. Regardless, continuing to consolidate 

and improving access, as discussed above will ensure that people have a choice over what peer-

related resources are available to them in the ward and the community.  

 

The internalised stigma or self-stigma people can experience regarding themselves and others 

because of their ward and mental health problems was found by Peterson, Barnes & Duncan (2008) 

to be common. However, this research found that internalised stigma can be countered and 

challenged especially when people have the opportunity to access peer support services. (Peterson 

et al, 2008, p. 110). The benefits of peer support need to be communicated clearly and widely to 

ensure choices are offered to people using mental health services. Finally, reinstating ά.ǳŘŘƛŜǎ 

²ŜƭŎƻƳŜ tŀŎƪǎέ for peers and inpatient staff would help increase awareness of the service, its 

values and how it operates. 

 

Systemic barriers 

There are a number of findings related to the current service and structure which have been found 

to inhibit people using Buddies, including: 

 

 A combination of low numbers of volunteers and therefore reduction in diversity of ethnic 

and cultural backgrounds, 

 Peer and volunteer uncertainty of service spending boundaries, 

 How the group presents itself, and 

 An inconsistent timetable for events. 

 

The most practical response to these service-related issues can be found in turnƛƴƎ ŜŀŎƘ ōŀǊǊƛŜǊ άƻƴ 

its headέ. For example, the service must: 

 

 Be proactive about recruiting volunteers from a variety of backgrounds who can relate well 

to people, 
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 Clarify rules for spending on social outings or events, 

 Present the service in a way that is non-partisan, and 

 Communicate clearly and consistently about event planning and the event calendar. 

 
Lƴ ǇŀǊŀƭƭŜƭΣ ǘƘŜ ƭƻǿ ǊŜǇǊŜǎŜƴǘŀǘƛƻƴ ƻŦ aņƻǊƛ ŀƴŘ tŀǎƛŦƛƪŀ ǇŜƻǇƭŜ ƛƴ ǘƘŜ service highlights the need to 

improve access among these populations. The Peer support background paper (2011), highlighted 

that ofteƴ aņƻǊƛΣ ŀƴŘ ŀǊƎǳŀōƭȅ tŀǎƛŦƛƪŀ ǇŜƻǇƭŜǎΣ ŀǊŜ ƳƻǊŜ ŎƻƳŦƻǊǘŀōƭŜ ƛƴ ǎǳǇǇƻǊǘ ǎŜǘǘƛƴƎǎ ǘƘŀǘ 

involve whole families rather than previously unconnected individuals (p. 8). Opening up access in 

this regard would mean improving the cultural responses and structures of the service. In particular, 

it means looking at how well the service interacǘǎ ǿƛǘƘ aņƻǊƛ ŀƴŘ tŀǎƛŦƛƪŀ mental health 

organisations and services and improving these organisational relationships. 

 

Finally, the lack of a consistent space for Buddies to run group events on the ward has resulted in a 

diminished amount of these events taking place. This systemic problem is partially due to the 

temporary relocation of the inpatient unit from Newtown to Porirua. In response, planning 

scheduled events in a defined space, which may or may not change, may mitigate and resolve this 

issue in the short-term. Planning needs to include the Buddies coordinator, volunteers, Kites and 

C&C DHB management, with arrangements clearly articulated to C&C DHB staff, Buddies volunteers 

and peers.
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Encourage wider family 
participation in events 
άCommunity support on a 
longer term more family 

ōŀǎŜŘέ [staff] 

Improve communication 
between the ward and Buddies 
άL ŦƻǳƴŘ ǘƘŀǘ ǘƘŜȅ ǿŜǊŜ ǾŜǊȅ ǾŜǊȅ 

separate, they [the ward] would be 
doing stuff with the patients and 
have specific events on the ward, 
and Buddies would do their stuff... 
there were ŀ ƭƻǘ ƻŦ ŎƭŀǎƘŜǎ ŀǎ ǿŜƭƭΧ 
and then there would be days when 
ǘƘŜǊŜ ǿŀǎ ƴƻǘƘƛƴƎ ƘŀǇǇŜƴƛƴƎέ 

[peer] 

More Buddies promotion 
άLǘ would be helpful if the hospital 

staff promoted and explained 
ǿƘŀǘ .ǳŘŘƛŜǎ ŀǊŜ ǿƘŜƴ ȅƻǳΩǊŜ 
ŦƛǊǎǘ ŀŘƳƛǘǘŜŘέ [peer] 

 

άLϥǾŜ ōŜŜƴ ƛƴ ǘƘe mental health 
service for like ten years and I 

haven't heard about it so I'm just 
wondering why it took me so long 
ǘƻ ŦƛƴŘ ƻǳǘ ŀōƻǳǘ ƛǘΚέ[peer] 

Increase volunteer input in Buddies management 
άIt helps us  stay in the loop, and it takes the pressure off those who have the weight on their 

ǎƘƻǳƭŘŜǊǎΣ ǿƘƻ ŀǊŜ ŎŀǊǊȅƛƴƎ ƻǳǊ ƻǊƎŀƴƛǎŀǘƛƻƴ ŦƻǊǿŀǊŘέ [volunteer] 

Communication 

3. Current Areas for Development 

To ensure a balanced evaluation of Buddies, peers, staff and volunteers were asked what could be 

done to improve the service. ! ƴǳƳōŜǊ ƻŦ Ψcurrent areas for developmentΩ were identified. These 

include the areas (sub-ǘƘŜƳŜǎύ ƻŦΥ ΨcommunicationΩ, ΨadministrationΩ and Ψvolunteer skills and rolesΩ. 

 

The sub-theme ΨcommunicationΩ Ŏŀƴ ōŜ ƛŘŜƴǘƛŦƛŜŘ ǘƘǊƻǳƎƘ ǎǳƎƎŜǎǘƛƻƴǎ ǎǳŎƘ ŀǎΥ Ψimprove 

communication between the ward and BuddiesΩ, Ψencourage wider family participation in eventsΩ, 

Ψmore Buddies promotionΩ and Ψincrease volunteer input in Buddies managementΩ. These 

suggestions and supporting example quotes are shown in figure 10. 

 

Figure 10. Current areas for development: Communication 

 

The sub-theme ΨadministrationΩ was a combination of small tasks which participants identified as 

ways to improve the Buddies service. ΨAdministrationΩ incorporated requests such as to Ψimprove 

volunteer travel supportΩ, Ψclarify budget limits for café visitsΩ Ψre-assess collection of demographic 

detailsΩ ŀƴŘ Ψevents calendar requestsΩ. These requests plus further related information is described 

in figure 11 on the following page. 

 

The final sub-theme under the theme Ψcurrent areas for developmentΩ ƛǎ Ψvolunteer roles and skillsΩ. 

As indicated by the name this sub-theme involved suggestions for ŦǳǊǘƘŜǊ ŘŜǾŜƭƻǇƳŜƴǘ ƻŦ ŀ Ψ.ǳŘŘȅΩ. 

Main suggestions with quotes are shown in figure 12 on the following page. These suggestions 

include Ψencourage wider conversation in groupsΩ, Ψstrengthen communication and assertivenessΩ, 

Ψincrease one on one buddyingΩ, Ψclarify access to the ICUΩ and Ψinclude group facilitation in trainingΩ. 
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Increase one on one buddying 
άIt would also be good if there was an easy way to 

request a buddy, rather than just waiting until 
someone turns upέ [peer] 

Encourage wider 
conversation in 

groups 
άL ǘƘƛƴƪ ǘƘŜ ŎƻŦŦŜŜ 
groups themselves 

could be improved a 
ōƛǘΧ L ŦƻǳƴŘ ƛǘ ƘŀǊŘ 
to sort of speak out 
or reach out...I think 
the conversation can 

tend to gravitate 
around the more 
ŦŀƳƛƭƛŀǊ ƳŜƳōŜǊǎέ 

[peer] 
 
 
 

Strengthen communication and 
assertiveness 

άSome of the Buddies could benefit from a bit 
ŜŘǳŎŀǘƛƻƴ ŀǊƻǳƴŘ ŎƻƳƳǳƴƛŎŀǘƛƻƴΧ ǎƻƳŜǘƛƳŜǎ 
you have to push in this place sometimes you 
want something you know that you are on a 
good thing you do have to just speak loudlyΧ 

Everyone that survives here, to learn to survive 
here you need that um to really stick up for 
yourself, sometimes otherwise you get just 

tramped right over or ignoredέ [staff] 

Include group facilitation in training 
άL ŀƭǎƻ ǘƘƛƴƪ ǘƘŀǘ ǿƘŜƴ ȅƻǳ ŀǊŜ ŦŀŎƛƭƛǘŀǘƛƴƎ ŀ 
group, just being aware of the whole group 

dynamic, and how the group is 
ŎƻƳƳǳƴƛŎŀǘƛƴƎ ǿƛǘƘ ŜŀŎƘ ƻǘƘŜǊΧ ƛǘΩǎ ŀƴ 

ŜȄǇŜǊƛŜƴŎŜ ǘƘƛƴƎέ [staff] 

Clarify access to ICU 

άL ǘƘƛƴƪ ǘƘŜȅ ǎƘƻǳƭŘ ƘŀǾŜ ŀŎŎŜǎǎ 
to ICU, those are the people that 

might need the presence and 
comfort the mostέ [volunteer] 

Volunteer 
skills and roles 

Figure 11. Current areas for development: Administration 

 

 

Figure 12. Current areas for development: Volunteer skills and roles 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Improve volunteer 
travel support 

άLǘΩǎ ǉǳƛǘŜ ǇŜǊǘƛƴŜƴǘ ŀǘ 
the moment with the 
ward being out here, 

people can't travel outέ 
[staff] 

 

ά²Ŝ Ƨǳǎǘ ŘƻƴΩǘ ƘŀǾŜ ǘƘŜ 
transport regularly 

when we need it, to go 
outέ[volunteer] 

Events calendar requests 

άYou have it all mapped out 
that you'll go to something, 
and then you'll find out that 
actually it's not happening 
that day, that time and um, 
that throws you right out 
especially if you've got to 
organise fairly extensive 
public transportέ [peer] 

 

άThe last calendar that was 
brought out just felt like 

some of the events weren't 
spread out like on different 

days. Include map to 
ǊŜƎǳƭŀǊ ǾŜƴǳŜǎέ [peer] 

 

άL Ƨust wondered if the St 
WƻƘƴǎΩ ŎŜƴǘǊŜ ŎƻǳƭŘ ōŜ 

included on a map on the 
calendar?έ [peer] 

Reassess collection of demographic details (PRIMHD) 
άCƻǊ Ƴƻǎǘ ǇŜƻǇƭŜ ƛǘ ƎƻŜǎ ŀƎŀƛƴǎǘ ǘƘŜƛǊ ǇŜǊǎƻƴŀƭ ŜǘƘƛŎǎ ŀƴŘ ǘƘŜ ŜǘƘƛŎǎ ƻŦ 

how this whole thing started. It's a matter of doing it so we can get 
funding, but is there a way that we can do it while trying to build 

rapport, you know, without stressέ [volunteer] 
 

ά[The volunteer] got me to write my name down and my date of birth 
on a bit of paper and I got really paranoid and I just had to go back to 

ǘƘŜ ǿŀǊŘΣ ȅŜŀƘΣ ƛǘ ǿŀǎ Ƨǳǎǘ ǘƻƻ ƳǳŎƘέ [peer] 

Clarify budget limits for café visits 
άI think in the future they should say this 
is how much they're gonna spend on you 
or this is what you can have or this is not 

what youΩre allowed to ƘŀǾŜέ[peer] 

Administration 
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3.1 Discussion 

Lƴ ƭƛƴŜ ǿƛǘƘ ǘƘƛǎ ǎŜŎǘƛƻƴΩǎ ŦƛƴŘƛƴƎǎ are three areas for development: communication, administration 

and volunteer skills and roles, discussed in order below.  

 

Communication 

One of the major findings of this evaluation regards enhancing communication. Ψ/ƻƳƳǳƴƛŎŀǘƛƻƴΩ 

relates to three key areas: 

 

1. The service: its guiding values and philosophy, structure and activities 
 

2. How the service works: interactions with the mental health system and what distinguishes 
the programme from other mental health services, and 

 

3. How the service is presented: ways the service communicates its message to different 
audiences formally and informally. 

 

Firstly, the fundamental values base of Buddies needs to be expressed clearly and consistently to a 

wide range of audiences. The Peer support background paper (2011) found that άǇŜŜǊ support is an 

explicitly values-ŘǊƛǾŜƴ ŀŎǘƛǾƛǘȅέ ŀƴŘ ǘƘŀǘ ǘǿƻ ƻŦ ǘƘŜ Ƴƻǎǘ ŜȄǘǊŀƻǊŘƛƴŀǊȅ ŜƭŜƳŜƴǘǎ ǘƘŀǘ ŎƘŀǊŀŎǘŜǊƛǎŜ 

the movement are its grounding in ΨǊŜŎƛǇǊƻŎƛǘȅΩ όhonest and genuine two-way helping relationships) 

ŀƴŘ ΨŜȄǇŜǊƛŜƴǘƛŀƭ ƪƴƻǿƭŜŘƎŜΩ όpeers sharing their problems and solutions with each other in a non-

judgemental way) (pp. 5ς6). In conjunction with these two elements are interconnected concepts of 

ΨǎŜƭŦ-determinaǘƛƻƴΩ όfreedom of choice), ΨǇŀǊǘƛŎƛǇŀǘƛƻƴ ŀƴŘ ŜǉǳŀƭƛǘȅΩ όparticipation in decision-

makingύΣ ŀƴŘ ΨǊŜŎƻǾŜǊȅ ŀƴŘ ƘƻǇŜΩ όŘƛǎŎƻǾŜǊȅ ƻŦ ŀ ƭƛŦŜ ǿƻǊǘƘ ƭƛǾƛƴƎ ƻŦ ƻƴŜΩǎ ƻǿƴ ŎƘƻƻǎƛƴƎύ (pp. 5ς6).  

 

The background paper further identified that an unresolved issue and challenge in peer support is 

the tension between peer support values and those played out in the mental health system (p. 11). 

¢Ƙƛǎ ǇŀǇŜǊ ŦƻǳƴŘ ǘƘŀǘ ǇŜƻǇƭŜ ŀŘƳƛƴƛǎǘŜǊƛƴƎ ƳŀƛƴǎǘǊŜŀƳ ƳŜƴǘŀƭ ƘŜŀƭǘƘ ǎȅǎǘŜƳǎ άŘƻ ƴƻǘ ƻŦǘŜƴ 

understand consumer/survivor history and ǾŀƭǳŜǎέ ŀƴŘ ǘƘŀǘ άǘƘŜȅ ŀǊŜ ƭƛƪŜƭȅ ǘƻ ǊŜƎŀǊŘ ǇŜŜǊ ǎǳǇǇƻǊǘ 

initiatives as either second-rate or just like mainstream services that happen to be run by 

ŎƻƴǎǳƳŜǊǎκǎǳǊǾƛǾƻǊǎέ όǇΦ мнύΦ 

 

Subsequently, improving communication between the inpatient unit and the Buddies service must 

include efforts to bridge the philosophical disconnect. Each is underpinned and structured by 

different values which influence membersΩ practice and understanding of people who present with 

mental distress. In turn, this greatly influences how people who have mental health problems 
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experience the support they receive in the mental health system generally. While evidence shows 

that peer support is the fastest growing area in the mental health field, more work needs to be done 

to ensure it is sustainable and an integral part of the mental health system (Peer support background 

paper, 2011, p. 14). 

 

Second, peers and volunteers need to have more knowledge about how they can participate in 

shaping the Buddies service. The coordination and administration of the programme must allow for 

regular contribution from volunteers and peers. Establishing a regular review process inclusive of 

peers, volunteers, the service coordinator and administrators that focuses on a programme of action 

for Buddies would enable this to happen. LƴǾƻƭǾŜƳŜƴǘ ƛƴ ǇƭŀƴƴƛƴƎ ǿƻǳƭŘ ǎǳǇǇƻǊǘ ŀ άƎǊƻǳƴŘ-ǳǇέ ŀƴŘ 

strengths-based approach to the service, which is consistent with peer support values in Aotearoa-

New Zealand (Scott et al, 2011). A regular review of the service would also ŜƴƘŀƴŎŜ .ǳŘŘƛŜǎΩ 

responsiveness towards peers and volunteers. For example, an area of programme development 

could be creating new ways of structuring events so that families may be included when 

appropriate. 

 

Administration 

This evaluation found that a tension exists regarding the service collecting and dealing with ǇŜƻǇƭŜǎΩ 

information. This tension is most apparent when gathering information for PRIMHD. For example, 

the service is required contractually to record each interaction volunteers have with peers against a 

personΩs National Health Index (NHI) number. Peers and volunteers were both uneasy about the 

collection of this information as they believe it negatively impacts on the underlying values of the 

service. For people involved in Buddies, PRIMHD conflicts with the fundamental value of creating an 

open and equal status relationship, where peers are encouraged to disclose as much or as little 

about themselves as they wish. This finding is supported by national research into peer support by 

Scott et al (2011), who argue that collecting this data within peer support settings requires 

άƛƴŦƻǊƳŀǘƛƻƴ ǘhat is better kept confidentialέ. TƘŜȅ ŀƭǎƻ ƴƻǘŜŘ ǘƘŀǘ άǘƘŜ ǘƛƳŜ ǊŜǉǳƛǊŜŘ ǘƻ ŎƻƭƭŜŎǘ ǘƘƛǎ 

ƛƴŦƻǊƳŀǘƛƻƴ ŜŦŦŜŎǘƛǾŜƭȅ ǊŜǉǳƛǊŜǎ ŀ ǎŜǊǾƛŎŜ ǊŜŘǳŎǘƛƻƴέ όǇΦ млύΦ  

 

Collecting personal details required for PRIMHD can contribute to the stigmatisation of having a 

mental illness and accessing a service for support. This is in stark contrast to being a person with 

experience of mental illness freely engaging in a service of mutual support and benefit. Based on our 

evaluation findings and national evidence (see Scott et al, 2011), how the service uses this tool of 
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information collection needs to be reviewed and questioned. The compliance issues surrounding 

PRIMHD appears to be a national problem in relation to peer support services. 

 

Linked to the systemic barrier of access (see p. 13) and enhancing service communication (see p. 19) 

this report found that clear and consistent information regarding the service structure and how 

people can become involved is vital. Access to events is a core component of Buddies and needs to 

be augmented further. The relocation of the inpatient unit to Porirua has increased a need for 

organised transport for ward visits. In parallel, community events need to be held on a consistent 

basis to ensure continuity. Clarifying access to the ward or community events via the availability of 

bus tickets, shuttles or supporting alternative transport can resolve these issues. 

 

Volunteer skills and roles 

Buddies volunteers are eager to increase the breadth of their skills in working with peers. In parallel, 

this evaluation found that inpatient staff support greater skill-building among the volunteers. There 

is an existing training programme for volunteers, group supervision and one-on-one supervision 

when requested. However, improving group facilitation skills and enhancing how the service 

effectively works with inpatient staff are all areas that need further consideration.  

 

The Peer support background paper (2011) found professional development opportunities in the 

field of peer support are limited due to a lack of funding (p. 13). The paper also found that when 

funding is provided through the mainstream mental health system conflict could arise because the 

emphasis of the curricular training differs (p. 13). Nationally, there is heated debate regarding a 

national Intentional Peer Support qualification and its perceived benefits and limitations (see Scott 

et al, 2011, pp. 97ς103.). However, emerging evidence on peer support training does demonstrate 

that: 

 

ΧǘƘƻǎŜ ǿƘƻǎŜ ǘǊŀƛƴƛƴƎ ǿŀǎ ƴƻǘ ƛƴ ŀ ǎǇŜŎƛŦƛŎ ǇŜŜǊ ǎǳǇǇƻǊǘ ŀǇǇǊƻŀŎƘ ǘŜƴŘŜŘ ǘƻ ƘŀǾŜ ŀ 

less complex understanding of peer support, seeing its essence as being in empathy 

and the shared journey of peer supporter and peer. People who had been trained in 

peer support, by contrast, tended to talk also about recovery principles, mutuality, 

understanding different world-views and crisis as a learning opportunity (Scott et al, 

2011, p. 99). 

 

In considering training opportunities for volunteers of the Buddies service, equally important 

is improving inpatient unit staff training regarding the philosophy and practice of peer 



38 

 

More at the ward: 

ά¢ƘŜǊŜϥǎ ǳƴŘŜǊƭȅƛƴƎ ƘǳƴƎŜǊ ŦƻǊ ŀǎ ƳǳŎƘ ǘƛƳŜ ŀǎ ǘƘŜȅ Ŏŀƴ ƎƛǾŜέ [staff], 
 άŎƻƳŜ ƛƴ ƳƻǊŜ ƻŦǘŜƴέ [staff], 

άŎƻǳƭŘƴϥǘ ǘƘŜȅ Ǝƻ ƭƛƪŜ ŜǾŜǊȅŘŀȅΚέ [peer], 
 άƳƻǊŜ ŦǊŜǉǳŜƴǘ ƻǳǘƛƴƎǎέ [peer], 

άIt worked quite well in the ward when I was quite often leaving ŀƴŘ ƎƻƛƴƎ ƻǳǘέ [peer] 

Maintain Wellington groups while growing Porirua support 
άLǘǎ really important that we keep both of our communities going... Just because the 
ǿŀǊŘ Ƙŀǎ ƳƻǾŜŘ ƻǳǘ ǘƻ YŜƴŜǇǳǊǳ ŦƻǊ ǘǿƻ ǘƻ ŦƻǳǊ ȅŜŀǊǎΣ ǿŜ ƴŜŜŘ ǘƻ ƪŜŜǇ ǿƘŀǘ ǿŜΩǾŜ 

got going in Wellington; people have family in Wellington that are on the 
ǿŀǊŘέ[volunteer] 

More in the community 
άƳƻǊŜ ǎƻŎƛŀƭ ŜǾŜƴǘǎέ[peer] 

άBring your own plate of food or something like thatέ[peer], άǎǇƻǊǘǎ ƛǎ ƎƻƻŘέ[peer], 
άƘŜƭǇ ƭŜŀǊƴ ƭƛŦŜ ǎƪƛƭƭǎΣ ƭƛƪŜ Ƙƻǿ ǘƻ ƎǊow veƎŜǘŀōƭŜǎέ ώǾƻƭǳƴǘŜŜǊϐΣ άŀ ŦƛǎƘƛƴƎ ƎǊƻǳǇέ ώǇŜŜǊϐ 
άŀ ƳŜƴϥǎ Ǉƻƻƭ Řŀȅέ [peer], άŜǾŜƴǘǎ ǘƘŀǘ ŀǊŜ ŀƭǊŜŀŘȅ ƘŀǇǇŜƴƛƴƎ ȅƻǳ ƪƴƻǿΧ ƎƻƛƴƎ ǘƻ ŀ 

jazz groupέ ώǇŜŜǊϐΣ άŀ ƪŀǊŀƻƪŜ ǘƘƛƴƎέ [peer] 

Activities 

support. Again, this highlights the need to bridge the disjunct between support and work of 

mainstream mental health services, and the volunteer and peer-centred Buddies approach.  

 

Finally, peers believed Buddies volunteers should have access to ICU. For peers, a Buddies presence 

in this unit would improve the support available for inpatients because people ƛƴ ǘƘƛǎ ǳƴƛǘ άƳƛƎƘǘ 

need the presence and comfort the mostέ. In this regard, clarifying the rules of access for volunteers 

to this secure unit should be further explored. This move may alter the volunteer role, and further 

training and skills would need to be considered as a result. 

4. Future areas for expansion 

The final theme came about mostly as a result of ǘƘŜ ǉǳŜǎǘƛƻƴ ǘƻ ǇŀǊǘƛŎƛǇŀƴǘǎΥ άIf Buddies could be 

expanded, in what other areas could the service provide support?έ This theme Ψfuture areas for 

expansionΩ encompasses peer, staff and volunteer wishes for the future of the Buddies service, of 

which there were many. The theme has been broken into the three sub-themes of ΨactivitiesΩ, 

ΨBuddies rolesΩ and ΨresourcesΩ. 

 

Figure 14 (below) shows the sub-theme ΨactivitiesΩ and details suggestions of how peers, staff and  

volunteers would like Buddies to expand their services in the community and in the ward, while at 

the same time a request is made to ensure populations in both Wellington and Porirua are provided 

for. 

 

Figure 14. Future Areas of Expansion: Activities 
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The sub-theme ΨBuddies rolesΩ included a range of suggestions from individual role development to 

service role development. Ideas talked about by participants included Ψexpand to community 

servicesΩ, Ψadvocacy trainingΩ, Ψdevelop transition support (ward to home)Ω and Ψallow volunteers to 

opt out of ward visitsΩ. These suggestions are shown below in figure 15 along with supporting quotes 

from the focus groups. 

 

Figure 15. Future Areas for Expansion: Buddies Roles 

 

The final sub-theme, under the theme Ψfuture areas for expansionΩ can be related to ΨresourcesΩ and 

is shown in figure 16.  

 

Main resources desired by peers, staff and volunteers included: Ψdedicated Buddies space on the 

wardΩ, ΨBuddies vanΩ, Ψmore volunteersΩ, Ψhave two coordinatorsΩ, Ψhave a community spaceΩ, Ψfund 

individualised volunteer developmentΩ and Ψpay BuddiesΩΦ  

 

Of note, is that among Buddies volunteers there was debate as to whether payment for undertaking 

Buddies related work was appropriate. This debate seemed to centre on a deeper disagreement 

between the professionalism, value, and ideals of the Buddies service. 

 

Advocacy training 
άIf they could read up about the 
legal side... and so they know 
ǿƘŀǘ ƻǳǊ ǊƛƎƘǘǎ ŀǊŜΧ ǘƘŜȅ Ŏŀƴ ƎŜǘ 
you an advocate if you need oneέ 

[peer] 

Expand to community 
services 

άThere needs to be even 
more than that inclusive of 
the people like Tory Street 
ƻǊ ¢ŀŎȅ ǎǘǊŜŜǘέ [peer] 

 

άLŦ ǿŜ ŎƻǳƭŘ ƎŜǘ ŀ 
connection with Pathways, 
with the respite places... 
Yeah beyond the wardέ 

[volunteer] 

Develop transition support 
(ward to home) 

άA lot of clients have said that 
they would have appreciated that 
transition when they went home 
in the first few weeks, to actually 
still have had that real connection 
ǿƛǘƘ ǘƘŜ .ǳŘŘƛŜǎ ŘǳǊƛƴƎ ǘƘŀǘ ǘƛƳŜέ 

[staff] 
 

άL ǘƘƛƴƪ Ƨǳǎǘ ǎƻƳŜōƻŘȅ ǘƻ ǇƘƻƴŜ 
and somebody to phone you after 

you've lived in a communal 
situation for awhile, home seems 

ǾŜǊȅ ƭƻƴŜƭȅέ [peer] 
 

ά²Ŝ ƭƻǎŜ ǘƘŜƳ ŀǎ ǎƻƻƴ ŀǎ ǘƘŜȅ 
leaǾŜ ǘƘŜ ǿŀǊŘΦ ¢ƘŀǘΩǎ ŀ ƘǳƎŜ 

problem, 
and we don't always know when 
they are going to goέ [volunteer] 

Allow volunteers to opt out of ward visits 
άIf someone puts their hand up to be in Buddies itΩs ok to not to 
ǿŀƴǘ ǘƻ ŎƻƳŜ ƻƴ ǘƘŜ ǿŀǊŘΧ ȅƻǳ ƪƴƻǿΣ ǘƘŜǊŜ ƛǎ ƴothing wrong 
with feeling uncomfortable about coming onto the ward, but 

sometimes you feel that they agree when they really don't want 
ǘƻ Řƻ ƛǘέ [staff] 

Buddies roles 
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Figure 16. Future areas for expansion: Resources 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

4.1 Discussion 

Focus group conversations on potential future areas for expansion of the Buddies programme were 

both interesting and fruitful. Many of the potential ideas shared are just that: potential ideas for the 

Buddies service to consider when discussing future plans. A large number of suggestions shared the 

ŦŜŀǘǳǊŜ ƻŦ ǿŀƴǘƛƴƎ ΨƳƻǊŜΩ ƻŦ ŎǳǊǊŜƴǘ ǎŜǊǾƛŎŜǎΣ ōƻǘƘ ŀǘ ǘƘŜ ƛƴǇŀǘƛŜƴǘ ǳƴƛǘ ŀƴŘ ƛƴ ǘƘŜ ŎƻƳƳǳƴƛǘȅ ǿƘƛŎƘΣ 

reflects both how valued the Buddies service is by staff, peers and volunteers alike, and gives 

evidence to the desire for better access to more Buddies volunteers through community services. 

IƻǿŜǾŜǊΣ ΨƳƻǊŜΩ Ŏŀƴƴƻǘ ƘŀǇǇŜƴ ǿƛǘƘƻǳǘ ǘƘŜ ǊŜŎǊǳƛǘƳŜƴǘ ƻŦ ƳƻǊŜ ǾƻƭǳƴǘŜŜǊǎΣ ŘŜǾŜƭƻǇƳŜƴǘ ƻŦ 

improved travel support, identification of further and appropriate space and funding. 

 

Three particular commonly suggested areas for future development will be discussed further: 

Buddies roles, Buddies as a paid role, and transition support. 

 
Buddies roles 

When considering future expansion of Buddies, discussions with participants clearly indicated that 

the Buddies service provides support for both peers and volunteers (sometimes in very different 

ways). Therefore, care must be taken when considering expansion to ensure volunteers can provide 

Fund individualised 
volunteer 

development  
άLΩŘ ǊŜŀƭƭȅ ƭƛƪŜ ǘƻ ǎŜŜ ƭƛƪŜ 
an education fund for us, 

like if there was 
something you could 
apply to if you were a 

buddy or been involved in 
Buddies for a while: if you 

wanted to do some 
education or training in 

mental healthέ 
[volunteer] 

Have a community space 
άA space in town even if it was two 
ƳƻǊƴƛƴƎǎ ŀ ǿŜŜƪέ [volunteer] 

 

άGet a bit of like real estateΧ ǿƘŜǊŜ ǇŜƻǇƭŜ 
can hang out, where you've got a library of 

awesome reference books for mental 
ƛƭƭƴŜǎǎέ [peer] 

Dedicated Buddies 
space on the ward 
άA space of our own. 
²Ŝ ƎŜǘ ǘƻƭŘ Ψȅƻǳ 

can't use the lounge 
cause the Dr is using 
it, or a judgement 
ǇŀƴŜƭ ƛǎ ƛƴ ǘƘŜǊŜΩέ 

[volunteer] 

Buddies van 
άL ǘƘƻǳƎƘǘ ŀ Ǿŀƴ ŦƻǊ ŎƻǳƭŘ ōŜ ǳǎŜŘ 
ŦƻǊ ŀƭƭ ǎƻǊǘǎ ƻŦ ǘƘƛƴƎǎέ [peer] 

 
άWe definitely need a van or 
Ǉƻǎǎƛōƭȅ ƭƻƴƎ ǘŜǊƳ ǘǿƻ Ǿŀƴǎέ 

[volunteer] 

Pay Buddies 

άIdeally I think it 

should be paid 

ǿƻǊƪέ [peer] 
 

άA Koha system is 

really appropriate 

but not necessarily 

a hourly rate so you 

don't get the power 

ƛǎǎǳŜέ [volunteer] 

Have two 
coordinators 

άLǘǎ ǘƻƻ ƳǳŎƘ ǿƻǊƪ ŦƻǊ 
one coordinator. They 

need a couple of 
people ǘƻ Ƨƻō ǎƘŀǊŜΣΧ 

people that can 
compliment each 
others abilitiesέ 

[volunteer] 

More volunteers 
άCƻǊ ǘƘƻǎŜ ƻǘƘŜǊ ŎƭƛŜƴǘǎ 

that would prefer to 
engage with someone 
ŦǊƻƳ ǘƘŜƛǊ ƻǿƴ ŎǳƭǘǳǊŜέ 

[volunteer] 
 

άL ǘƘƛƴƪ ƛǘ ǿƻǳƭŘ ōŜ ƴƛŎŜ 
if more women would 
ŎƻƳŜέ [staff] 

Resources 
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support while still benefiting from the experience. It is suggested that to ensure the ethos of Buddies 

is maintained, the five fundamental values7 outlined in the Peer support background paper (2011, 

pp. 5ς6) are used to guide future development of Buddies roles. 

 

Buddies as a paid role 

The issue of paying Buddies volunteers for the support they provide was a topic where agreement 

could not be reached between showing appropriate appreciation for the time, skills, and elements of 

professionalism from peers and the fundamental values which come with volunteerism. For some 

peers payment seemed to be used in a more abstract sense, as an indicator of how much they 

appreciated Buddies support. Scott et al (2011) spoke about tensions between that of a professional 

peer support role, and that of a voluntary peer support role. The Peer support background paper 

(2011, p. моύ ƛƴŘƛŎŀǘŜǎ ǘƘŀǘ ΨǇǊƻŦŜǎǎƛƻƴŀƭƛǎƛƴƎΩ ǇŜŜǊ ǿƻǊƪŜǊǎ ŎƻǳƭŘ ŜǊƻŘŜ ǊŜŎƛǇǊƻŎŀƭ ǊŜƭŀǘƛƻƴǎƘƛǇǎΦ 

However this payment of Buddies issue is addressed, it seems that most participants would agree 

that there is room to build into Buddies some form of acknowledgement of volunteer contribution. 

 
Develop transition support 

Staff, peers, and volunteers all agreed that the provision of support for peers transitioning from the 

inpatient unit to home would be a desired expansion to the Buddies service. In developing this 

expansion there would be difficulties, such as how to maintain peer confidentiality, how to work 

ǿƛǘƘ ŀƴ ƻŦǘŜƴ ǎŜŜƳƛƴƎƭȅ ΨǎǇƻƴǘŀƴŜƻǳǎΩ ŘƛǎŎƘŀǊƎŜ ǇǊƻŎŜǎǎ ŀƴŘ Ƙƻǿ ǘƻ ŀǎǎƛǎǘ ƳŀƛƴǘŜƴŀƴŎŜ ƻŦ 

adequate boundaries for volunteers. This expansion may require further resource support and 

planning as it is above Buddies current capacity. In addition this expansion relies on improved 

communication between Buddies and the inpatient unit. 

                                                           

7 Five fundamental values of Peer Support: Self determination, participation and equality, reciprocity, experiential 

knowledge, recovery and hope. 

 



42 

 

Part 3 

Recommendations 

Three categories of recommendations have been identified in response to the findings of this 

evaluation. The first relates to C&C DHB Planning & Funding, the second to the Buddies Service and 

the third concerns enhancing the working relationship between C&C DHB Provider Arm staff and the 

Buddies Service. Recommendations in each category appear in prioritised order. 

 
Capital & Coast District Health Board (Planning & Funding) 

1. Increase the funding of Buddies in order to continue its service provision to consolidate and 

improve access.  

 

2. Investigate the potential of expansion of Buddies into other areas of the mental health 

service while considering: 

a. The structural systems in which the provider arm operates, and how this may or may 

not fit with the Buddies peer support philosophy. 

b. The needs of people with experience of mental illness using provider arm services. 

c. The differences and variety that exists between typologies of peer support. 

 

  
Buddies service 

1. Maintain the Buddies voluntary peer support ethos when considering its expansion and 

service development. 

 

2. Maintain community events and activities in order to strengthen existing peer and volunteer 

relationships.  

 

3. 5ŜǾŜƭƻǇ ŀƴŘ ƛƳǇƭŜƳŜƴǘ ŀ Ψ.ǳŘŘƛŜǎ Service /ƻƳƳǳƴƛŎŀǘƛƻƴ {ǘǊŀǘŜƎȅΩΦ 

 

4. Improve the cultural responses and structures of the service in order to meet the needs of 

aņƻǊƛΣ tŀŎƛŦƛŎ peoples, women, and young people.  

 

C&C DHB & Buddies service programme 

1. Buddies service and inpatient management staff collaborate to: 

a. Develop Buddies service to support people through the transition of hospital to home 

b. Clarify inpatient leave rules and access for volunteers to ICU 
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2. Work with C&C DHB staff to find non-intrusive and non-threatening ways of collecting 

personal information as required by PRIMHD. 

 

3. C&C DHB staff and Buddies to communicate on peer support philosophies, including: 

a. The benefits of Buddies, peer support values, fundamental concepts and practices 

b. How Buddies fits within the peer support spectrum 

c. The unique ways in which the programme operates. 

 

4. Scope the possibility of creating a centralised space on the ward for information and 

connection to the Buddies service. 

 

5. Develop Buddies service to support people through the transition from hospital to home.  
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Conclusion 

Buddies arose out of a need to counter feelings of loneliness, isolation, discrimination and stigma 

experienced by people using inpatient services. This evaluation has found that the service has met 

this aimς it stands solidly alongside people facing multiple life challenges. The service is a local 

example of voluntary peer support that is underpinned by practices that are consistent with its 

mission. Specifically, this evaluation found that Buddies offers recovery-focused support that 

encourages reciprocity, experiential knowledge, self-determination, participation and equality. 

Inpatient mental health staff believe the service complements and strengthens the treatment and 

support C&C DHB currently offers. Buddies is in a good position to contribute to new ways in which 

peer support and mainstream services can work together to improve mental health outcomes. 

 

This evaluation highlights a number of areas that could strengthen and improve the service further. 

First, promotion of Buddies through enhancing internal communication (among service 

administrators, volunteers and peers) and external communication (with mental health services and 

community organisations) is a significant next step for the service. The development of a Buddies 

Communication Strategy would help bridge this gap. An organised communication approach will 

assist in recruiting a greater diversity of volunteers to meet the needs of people using mental health 

services. 

 

Secondly, more dialogue is needed between the Buddies and C&C DHB mental health services. This 

includes addressing systemic issues, such as how personal information of the people using the 

service can be more effectively collected. Similarly, the rules around inpatient leave and the 

possibility of peer support access into other areas of the DHB service need to be clarified. 

Conversations about how the service can be expanded into other areas of the DHB provider arm 

need to take place. To ensure the service is in line with other mental health services, financial parity 

for Buddies needs to be explored. Improving the funding stream would ensure the service can 

successfully expand. However, an increase in funding must not come at the expense of the Buddies 

philosophy and work approach, as this would negatively compromise the quality of the service.  

 

Overall the service works well within the mental health system and wider community to facilitate 

social connection for people who use mental health services. Considering the breadth of its work, 

this evaluation found that the service is very cost-effective. It offers a valid and parallel network of 
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support and encouragement for people with experience of mental illness, or those that have used 

mental health services.  
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Part 4  

Peer support in mental health and addictions: a background paper 

7ÒÉÔÔÅÎ ÂÙ -ÁÒÙ /ȭ(ÁÇÁÎ 

 

 THE BENEFITS OF PEER SUPPORT  

 

What are the benefits of peer support to you? 

 

Knowing you are not alone. Seeing that you are able to live with a mental health diagnosis and still 

go to school, get degrees, have a job, have a relationship and family. Feeling you are more 'normal' 

or 'okay'. 

 

LŦ ƛǘ ǿŜǊŜ ƴƻǘ ŦƻǊ ǇŜŜǊ ǎǳǇǇƻǊǘΣ L ǿƻǳƭŘƴΩǘ ōŜ ŀƭƛǾŜΦ 
 

My life was turned around. 
 

Peer support got me through when I got nothing from the formal system. 
 

I can tell peers stuff without fear of being committed. 
 

It was my passage way to getting better, pretty much the only one. 
 

Peer support contributed to 80% of my recovery. 
 

Every visit I walked away better and better. 
 

Beautiful, wonderful, lovely ς ǿƻǊŘǎ ŎŀƴΩǘ ŀŎǘǳŀƭƭȅ ŘŜǎŎǊƛōŜ ƛǘΦ 
 

Peer support saves lives PERIOD! 
 

όhΩIŀƎŀƴ Ŝǘ ŀƭΣ нлмлύ 
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Introduction 

This paper provides a brief international overview of peer support in mental health and addictions ς 

its origins; definitions of peer support; its values; the types of provision, practices, participants 

organisations and helping relationships involved in peer support; the evidence base for peer 

support; as well as the issues and challenges facing peer support at the definitional, attitudinal, 

systemic and organisational levels. One of the striking features of peer support is how universal the 

issues are; although this is an international overview, all the issues raised are as relevant to New 

Zealand as any other country. 

 

1. ORIGINS OF PEER SUPPORT  

1.1 Self-help and advocacy movements  

The earliest known peer support and advocacy organisation in mental health was the Alleged Lunatic 

Friend Society established in England around 1845. Its founder John Perceval, a tireless advocate for 

ǘƘŜ ǊŜŦƻǊƳ ƻŦ ǘƘŜ [ǳƴŀǘƛŎ !ǎȅƭǳƳǎΣ ǊŜŦŜǊǊŜŘ ǘƻ ƘƛƳǎŜƭŦ ŀǎ ΨǘƘŜ !ǘǘƻǊƴŜȅ-DŜƴŜǊŀƭ ƻŦ ŀƭƭ IŜǊ aŀƧŜǎǘȅΩǎ 

ƳŀŘƳŜƴΩ όtƻŘǾƻƭƭΣ мффлύΦ {ome mental health peer run groups also formed in Germany in the late 

nineteenth century, which protested on involuntary confinement laws. In addiction, peer support 

and self-help groups have been traced back to the 18th century (Robertson, 2009). 

 

The most well developed peer support community was established in 1937. Alcoholics Anonymous 

has spread to every country and the 12 steps have been adapted for other addictions and for mental 

health problems. GROW, a 12 step program started by a priest in Australia in 1957, has also spread 

to many countries. These forms of peer support are all apolitical.  

 

A new wave of peer support and advocacy in mental health emerged out of the international 

consumer/survivor movement which began in the early 1970s, around the same time as the civil 

rights ƳƻǾŜƳŜƴǘΣ Ǝŀȅ ǊƛƎƘǘǎΣ ǘƘŜ ǿƻƳŜƴΩs movement and indigenous movements. All these 

movements have in common the experience of oppression and the quest for self-determination.  

 

This new wave was based on a critical perspective of psychiatry and society, rather than just the 

ƴŜŜŘ ǘƻ ΨǊŜŦƻǊƳΩ ƻƴŜǎŜƭŦ ό/ƘŀƳōŜǊƭƛƴΣ мфтуύΦ It has been shaped by the limitations and harm done by 

the mental health system, therefore one of its motivations is to change the system as well as provide 

alternatiǾŜǎ ǘƻ ƛǘ ό!ǊŎƘƛōŀƭŘΣ нллуΤ .ǳǊǎǘƻǿ Ŝǘ ŀƭΣ мфууΤ 9ǾŜǊŜǘǘΣ нлллΤ ƭŜ .ƭŀƴŎΣ нллуΤ hΩIŀƎŀƴΣ 
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2004). Many consumer/survivor run initiatives have elements of both peer support and political 

action. 

 

In the last decade or two in western jurisdictions, many consumers/survivors have started to take up 

new opportunities to work within the mental health and, to a lesser extent, the addiction service 

system in various roles. It could be argued that we are in a third wave of development in peer 

support ς the use of peer support within mainstream mental health services, where peers are 

contracted or employed, usually to provide one-to-one support for people using the service. This 

development gives new opportunities for the growth and funding of peer support, but there is some 

concern within the movement that the traditional controlling values still operating in many 

ƳŀƛƴǎǘǊŜŀƳ ǎŜǊǾƛŎŜǎ Ƴŀȅ ŎƻƳǇǊƻƳƛǎŜ ǘƘŜ ΨǊƻƭŜ ƛƴǘŜƎǊƛǘȅΩ ƻŦ ǇŜŜǊ ǎǳǇǇƻǊǘ ό{ŎƻǘǘΣ нлммύΦ  

 

1.2 Recovery philosophy  

The recovery philosophy underpins mental health policy in all English speaking jurisdictions 

(Compagni et al 2006). Recovery evolved out of the consumer/survivor movement and progressive 

ǘƘƛƴƪƛƴƎ ƛƴ ǇǎȅŎƘƻǎƻŎƛŀƭ ǊŜƘŀōƛƭƛǘŀǘƛƻƴ ƛƴ ǘƘŜ ƭŀǘŜ мфулǎ όhΩIŀƎŀƴΣ нллмύΦ Lǘ ƛǎ ŀ ǇƘƛƭƻǎƻǇƘȅ ǿƘŜǊŜΥ  

 Hope for and self-determination of people with a diagnosis of mental illness is paramount. 

 Madness is seen as a valid and challenging state of being rather than just an illness.  

 There is recognition of the multiple determinants and consequences of mental health problems. 

 There is recognition of the broad range of responses needed. 

 People with a diagnosis are the major contributors to their own recovery.  

(The Future Vision Coalition, 2008; Mental Health Advocacy Coalition, 2008; New Freedom 

Commission, 2006; Sainsbury Centre for Mental Health, 2005)  

 

The concept of recovery has a longer history in the addiction sector. It was originally identified with 

the 12 step model which requires abstinence for recovery. This contrasts to the meaning of recovery 

in mental health which does not focus on the elimination of symptoms. However more recent peer 

leaders in addiction argue that abstinence should not be a requirement for recovery; the harm 

reduction approach introduces a recovery continuum in the reduction of drug related harm, with 

abstinence at one end (Lenton & Single, 1998). This brings the concept of recovery in addiction and 

problematic substance use much closer to recovery in mental health. 
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1.3 Trends in health 

The growth of the recovery approach parallels changes in general health care and health promotion 

in western countries. The virtual elimination of deadly infectious diseases in the 20th century 

substantially increased the average lifespan but left a vacuum for the proliferation of chronic 

lifestyle related conditions, such as depression, cardiovascular disease and diabetes. Good sanitation 

and antibiotics will not fix these conditions. The answers lie in the reduction of relative poverty and 

early intervention, as well as health promotion which encourages individuals to self-manage their 

health and wellbeing (Mental Health Advocacy Coalition, 2008). Peer support encourages self-

management. At the same time western populations are ageing and there is pressure on health 

budgets. Peer support offers a cost-effective alternative to traditional health care (Dennis, 2003). 

 

When it comes to mental health treatment there is evidence from longitudinal studies that the new 

drugs that began to emerge 50 years ago, such as the anti-depressants, anti-psychotics, anti-anxiety 

drugs and mood stabilisers, have not improved outcomes in the population of people with a 

diagnosis of serious mental illness (Warner, 2004; Moncrieff, 2008; Bentall, 2009). In addition to this, 

two World Health Organisation (WHO) studies have found that people with a diagnosis of 

schizophrenia in low income countries have better outcomes than people in high income countries 

(Hopper et al, 2007). In the addictions field, it has been stated that addiction peer-based recovery 

services are growing out of the failure of addiction services to provide much more than crisis 

stabilisation (White, 2009). 

 

All the above developments and evidence in health suggest we need to focus more on our personal, 

community and economic resources to restore and preserve health and wellbeing. In the area of 

peer support, we see this already happening in the USA at least, where there are more self-help 

groups and consumer operated services than mainstream mental health services (Goldstrom, 2006). 
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2. DEFINITIONS OF PEER SUPPORT  

 

A broad definition of peer support is any organised support provided by and for people with similar 

conditions, problems or experiences. Peer support is sometimes known as self-help, mutual aid or 

mutual support. 

 

Peer support initiatives are the workers, groups, networks, programs, agencies or services that 

provide peer support. They can: 

 Be funded OR unfunded 

 Use volunteers OR paid staff OR both 

 Operate out of user/survivor /consumer run organisations OR other agencies 

 Be delivered by a group of peers OR by an individual peer in a team of professionals 

 Be a primary activity of the initiative OR a benefit from another activity e.g. in a user/survivor 

advocacy group or small business 

 Be part of an indigenous healing ritual. 

 

3. THE VALUES AND FUNDAMENTAL CONCEPTS IN PEER SUPPORT 

 

Peer support is an explicitly values-driven activity. The two values that are most unique to peer 

support are reciprocity and experiential knowledge. The other values in peer support can and should 

be pursued by mainstream mental health services and are consistent with recovery-based policy 

directions. However, peer support does not readily subscribe to the competing implicit values of risk 

management and control that help to drive mainstream, particularly clinical services. Therefore the 

following values and fundamental concepts are always in the foreground in genuine peer support  

ό/ŀƳǇōŜƭƭ Ŝǘ ŀƭΣ нллоΤ IƻƭǘŜǊ Ŝǘ ŀƭΣ нллпΤ WŀƴȊŜƴ Ŝǘ ŀƭΣ нллсΤ hΩIŀƎŀƴ Ŝǘ ŀƭΣ нлмлΤ {ŜƎŀƭ Ŝǘ ŀƭΣ нллнΤ 

Van Tosh et al, 2000; White, 2009). 

 

3.1 Self-determination 

Self-determination describes the right to make free choices about your life without external 

coercion. Peer support is based on the principle that people are free to make their own decisions 

(Scott, 2011). This rated top in one survey of people in peer-run initiatives which attempted to 

isolate the critical ingredients of peer support (Holter et al, 2004). 
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3.2 Participation and equality 

Self-determination within a peer support initiative is often expressed through participation and 

equal relationships. Independent peer support initiatives are often set up as participatory 

democracies ς ǿƘŜǊŜ ǘƘŜǊŜ ƛǎ ŘƛǊŜŎǘ ǇŀǊǘƛŎƛǇŀǘƛƻƴ ƻŦ ǘƘŜ ƳŜƳōŜǊǎ ƛƴ ǘƘŜ ƻǊƎŀƴƛǎŀǘƛƻƴΩǎ ŘŜŎƛǎƛƻƴ 

making processes (Brown et al, 2008; Segal et al, 2002). They are characterised by a lack of hierarchy 

(White, 2009). Peer support workers in independent and mainstream organisational contexts value 

transparency and the participation of peers receiving the service in all information sharing and 

decisions (Scott, 2011). 

 

3.3 Reciprocity 

Reciprocity describes the honest and genuine two-way helping relationships that occur in peer run 

initiatives (Campbell et al, 2006; Van Tosh et al, 2000; HUG, 2008; Scott, 2011) ǘƘǊƻǳƎƘ ΨǘƘŜ ƪƛƴǎƘƛǇ 

ƻŦ ŎƻƳƳƻƴ ŜȄǇŜǊƛŜƴŎŜΩ ό²ƘƛǘŜΣ нллфύΦ {ƻƳŜǘƛƳŜǎ ƛǘ ƛǎ ǊŜŦŜǊred to as the peer principle ς 

ΨǊŜƭŀǘƛƻƴǎƘƛǇǎ ōŀǎŜŘ ƻƴ ǎƘŀǊŜŘ ŜȄǇŜǊƛŜƴŎŜǎ ŀƴŘ ǾŀƭǳŜǎ ǘƘŀǘ ŀǊŜ ŎƘŀǊŀŎǘŜǊƛǎŜŘ ōȅ ǊŜŎƛǇǊƻŎƛǘȅ ŀƴŘ 

ƳǳǘǳŀƭƛǘȅΩ ό/ƭŀȅΣ нллрύΦ ΨLƴ ǘƘŜ ŎƻǳǊǎŜ ƻŦ ƘŜƭǇƛƴƎ ƻǘƘŜǊǎΣ ƻƴŜΩǎ ƻǿƴ ǇǊƻōƭŜƳǎ ŘƛƳƛƴƛǎƘΩ ό²ƘƛǘŜΣ 

нллфύΦ IƻǿŜǾŜǊΣ ƛǘΩǎ ƴƻǘ ŀƭǿŀȅǎ Ǉossible to achieve total reciprocity, particularly if one of the people 

in the relationship is paid to be there. This makes the explicit negotiation of power very important in 

peer relationships.  

 

3.4 Experiential knowledge 

Peer support initiatives place high value on experiential knowledge which is subjective as well as 

ΨŎƻƴŎǊŜǘŜΣ ǎǇŜŎƛŦƛŎ ŀƴŘ ŎƻƳƳƻƴǎŜƴǎƛŎŀƭΩ ό²ƘƛǘŜΣ нллфύΣ ŀǎ ƻǇǇƻǎŜŘ ǘƻ ǘƘŜƻǊŜǘƛŎŀƭ ŀƴŘ ǎŎƛŜƴǘƛŦƛŎ 

knowledge. High respect for experiential knowledge means that peers can share their problems and 

solutions with each other in a non-judgemental way. Knowledge is not controlled as it is in the 

professional sphere; it is shared (White, 2009). Experiential knowledge may allow people to arrive at 

a different understanding of themselves and their place in the world than the knowledge they have 

absorbed through traditional mental health and addiction services and wider society. Peer support 

ƛƴƛǘƛŀǘƛǾŜǎ Ƴŀȅ ǇǊƻƳƻǘŜ ŎǊƛǘƛŎŀƭ ƭŜŀǊƴƛƴƎ ŀƴŘ ǘƘŜ ǊŜŎƻƴǎǘǊǳŎǘƛƻƴ ƻŦ ǇŜƻǇƭŜΩǎ ŜȄǇŜǊƛŜƴŎŜǎ όaŜŀŘΣ 

2001; MacNeil & Mead, 2003). 
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3.5 Recovery and hope 

Over the last decade or two the recovery approach has increasingly underpinned mental health and 

addiction policy in many western countries (Compagni, 2006). In this context recovery emphasises 

not recovery from symptoms ōǳǘ ǘƘŜ ǊŜŎƻǾŜǊȅ ƻǊ ŘƛǎŎƻǾŜǊȅ ƻŦ ŀ ƭƛŦŜ ǿƻǊǘƘ ƭƛǾƛƴƎ ƻŦ ƻƴŜΩǎ ƻǿƴ 

ŎƘƻƻǎƛƴƎΦ Lǘ Ƙŀǎ ōŜŜƴ ŎƭŀƛƳŜŘ ǘƘŀǘ ΨǇŜŜǊ ǎǳǇǇƻǊǘ ƛǎ ǘƘŜ ƻƴƭȅ ƳŜƴǘŀƭ ƘŜŀƭǘƘ ǊƻƭŜ ǘƻ ŜƳŜǊƎŜ ǘƘŀǘ ƛǎ 

ƎǊƻǳƴŘŜŘ ƛƴǘǊƛƴǎƛŎŀƭƭȅ ƛƴ ǊŜŎƻǾŜǊȅΩ όhǊǿƛƴΣ нллуύΦ ¢Ƙƛǎ ƛǎ ǇŀǊǘƭȅ ōŜŎŀǳǎŜ ŀƭƭ ƻǘƘŜǊ ǊƻƭŜǎ ǇǊe-date the 

emergence of the recovery approach. Hope is a foundational principle in recovery and in peer 

support; recovery cannot take place without it (Mead & Copeland, 2000; Van Tosh et al, 2000). 

 

4. TYPOLOGIES IN PEER SUPPORT  

 

One way of understanding the scope and diversity within peer support is to view it in various 

dimensions including the different types of provision, practices, participants, organisational 

structures, and helping relationships. 

 

4.1 Types of provision 

There is a huge variety of peer support resources, responses and services around the world. The 

most common are self-help support groups, such as 12 step fellowships where peers meet regularly 

to provide mutual support without the involvement of professionals.  

 

However, in recent decades there has been a big increase in the types of peer run service provision 

to meet specific needs, especially in mental health. Many of these types of provision can also be 

delivered by mainstream providers, though arguably with a different style. Mental health peer 

support services available include:  

 Support in housing, education and employment 

 Support in crisis e.g. accident and emergency, inpatient units and crisis houses 

 Artistic and cultural activities 

 Recovery education for peers 

 Social and recreational activities, including drop-in centres 

 Mentoring, counselling and befriending 

 Traditional healing, especially with indigenous people 

 System navigation e.g. case management 
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 Material support e.g. food, clothing, storage, internet, transportation. 

 

Not all peer-run services have peer support as their primary function, although peer support is still 

an important component of them. There is some debate about whether the following types of peer-

led services should be called peer support services or not: 

 Peer-run systemic and individual advocacy 

 Small businesses staffed by peers 

 Peer-run paper and online information development and distribution. 

 

(Brown et al, 2008; Campbell et al 2006, pp. 18-210; Chamberlin et al, 1996; Goldstrom, 2007; 

Janzen et al, 2006; aŀƴŎƛƴƛ Ŝǘ ŀƭΣ нллфΤ hΩIŀƎŀƴ Ŝǘ ŀƭΣ нлмлΤ ¢ǊŀƛƴƻǊ Ŝǘ ŀƭΣ мффтΤ ²ƘƛǘŜΣ нллфύ 

 

4.2 Types of practices 

Some of the oldest methodologies that equate to peer support probably come from indigenous 

traditions, such as MǕori healing rituals or Canadian Aboriginal ǇŜƻǇƭŜǎΩ ǎƘŀǊƛƴƎ ŎƛǊŎƭŜǎ ŀƴŘ ǎǿŜŀǘ 

lodges (Lapsley et al, 2002; Kirmayer et al, 2008). Some western practices in mental health and 

addiction peer support are emerging and more are needed. Perhaps the best known ones are 12 

step groups such as Alcoholics Anonymous, Wellness Recovery Action Plan (Copeland, 1997) and 

Intentional Peer Support (Mead, 2005). The following is not a comprehensive list and its intention is 

to identify discrete practices rather than organisational brands, which may be associated with the 

development and use of a number of different practices. 

 

12 step programs  

These are a set of guiding principles for recovery from addiction, compulsions, or other behavioural 

problems. The twelve step process involves the following: admitting that one cannot control one's 

addiction or compulsion; recognising a greater power that can give strength; examining past errors 

with the help of a sponsor (experienced member); making amends for these errors; learning to live a 

new life with a new code of behaviour; and helping others that suffer from the same addiction or 

compulsions. 

 

Wellness Recovery Action Plan (WRAP) 

WRAP is a self-administered template that provides a structure for people to monitor their distress 

and wellness, and to plan ways of reducing or eliminating relapses. Peer support initiatives and some 

http://en.wiktionary.org/wiki/addiction
http://en.wikipedia.org/wiki/Compulsive_behavior
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mainstream mental health services train people to do their own WRAP, in a number of countries 

including New Zealand (Copeland, 1997).  

 

Intentional Peer Support (IPS) 

IPS is a philosophy and a methodology that encourages participants to step outside their illness and 

victim story through genuine connection, mutual understanding of how they know what they know, 

redefining help as a co-learning and a growing process, and helping each other move towards what 

they want. IPS training is available in a number of countries, including New Zealand (Mead, 2006).  

 

 

Other practice methodologies have been developed, such as:  

 Personal Assistance in Community Existence (PACE) Recovery Program ς workshops to assist 

individuals and providers apply practices that support recovery and hope (Ahern & Fisher, 1999). 

 Recovery education courses, such as Peer Support Whole Health and Resiliency Training 

developed by Larry Fricks in the USA and Wellbeing Recovery Learning developed by Mary 

hΩIŀƎŀƴ ƛƴ bŜǿ ½ŜŀƭŀƴŘ. 

 Self-stigma workshops 

 Needle exchange schemes run by injecting drug users 

 Rational Recovery ς an addiction recovery support group 

 SMART Recovery ς a non-spiritually based self-empowering addiction recovery support group 

with tools for recovery based on the latest scientific research. 

 

Some existing generic self-help and clinical methodologies can be incorporated into mental health 

and addiction peer support, such as Cognitive Behavioral Therapy, mindfulness meditation, the 

strengths model and motivational interviewing. 

 

4.3 Types of participants 

Peer support in mental health and addiction has been accused of being geared to white, privileged 

people who do not have severe mental health or addiction problems (Chamberlin et al, 1997). The 

evidence does not really support this view. Studies have found that people who use mental health 

peer support are comparable, in terms of the severity of their problems, with people who use 

specialist mental health services (Goering et al, 2006; Hodges, 2007). 
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There is however, some feeling among ethnic minority groups in England (Begum, 2006) and Canada 

όhΩIŀƎŀƴ Ŝǘ ŀƭΣ нлмлύ ǘƘŀǘ ǘƘŜ ǳǎŜǊκǎǳǊǾƛǾƻǊ ƳƻǾŜƳŜƴǘ ƛƴ ƳŜƴǘŀƭ ƘŜŀƭǘƘ ŘƻŜǎ ƴƻǘ ǊŜǇǊŜǎŜƴǘ ǘƘŜƛǊ 

views and can be overtly racist. Indigenous people and others from non-western cultures sometimes 

indicate they feel more comfortable in a support setting that involves the whole family rather than 

ǇǊŜǾƛƻǳǎƭȅ ǳƴŎƻƴƴŜŎǘŜŘ ƛƴŘƛǾƛŘǳŀƭǎ όhΩIŀƎŀƴ Ŝǘ ŀƭΣ нлмлύΦ Lƴ bŜǿ ½ŜŀƭŀƴŘ ǘƘƛǎ ǇǊŜŦŜǊŜƴŎŜ ƛǎ 

encapsulated in the policy and practice of Whņnau Ora (strong, healthy families). 

 

Some peer support initiatives for people with addiction and/or a diagnosis of mental illness serve 

specified populations:  

 Life stage e.g. young people, new mothers 

 Gender e.g. women 

 Sexual orientation 

 Ethnic groups e.g. Pasifika 

 Indigenous e.g. Maori 

 Diagnostic groups e.g. ŘŜǇǊŜǎǎƛƻƴΣ ōƛǇƻƭŀǊΣ ǎŎƘƛȊƻǇƘǊŜƴƛŀΣ ΨŘǳŀƭ ŘƛŀƎƴƻǎƛǎΩ 

 Addiction groups e.g. ŀƭŎƻƘƻƭ ŀƴŘ ƻǘƘŜǊ ŘǊǳƎǎΣ ƎŀƳōƭƛƴƎΣ YŀǳǇŀǇŀ ²ƘņƴŀǳΣ ƛƴƧŜŎǘƛƴƎ ŘǊǳƎ ǳǎŜǊǎ 

and more recently overeating 

 Occupational groups e.g. armed forces and veterans 

 People involved in the criminal justice system 

 Faith based groups e.g. Christian. 

ό/ŀƳǇōŜƭƭ Ŝǘ ŀƭ нллсΤ 5ŜƴƴƛǎΣ нллоΤ hΩIŀƎŀƴ Ŝǘ ŀƭΣ нлмлΣ ²ƘƛǘŜΣ нллфύ 

 

4.4 Types of organisations 

There are a range of organisational structures that peer support initiatives can sit within. Examples 

of all these kinds of organisational structures can be found in New Zealand: 

 Informal grassroots networks run by volunteers with lived experience of addiction or mental 

health problems e.g. 12 step networks and bipolar support groups. 

 Funded independent peer run organisations staffed and governed by people with lived 

experience e.g. Mind and Body, and Psychiatric Consumers Trust. 

 Mainstream service agencies with peer support workers, teams or initiatives within them e.g. 

the peer support teams in Counties Manukau DHB mental health services, and Key We Way, a 

service of Wellink Trust. 
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The distinction between these three types is not always clear cut. For instance, there are some 

examples of:  

 Funded peer-run initiatives that are run by volunteers 

 Peers who are employed by independent peer run agencies but work in mainstream settings 

 Peer-run initiatives that have a minority of staff or board members without lived experience. 

(Campbell, 2003; Soloman, 2004; hΩIŀƎŀƴ Ŝǘ ŀƭΣ нлмлύ 

 

4.5 Types of helping relationships 

Davidson et al (2006) proposed a continuum of helping relationships in the mental health arena ς 

from one-directional (as in a traditional professional-client relationship) to reciprocal (as in a 

volunteer-based support group relationship). Davidson places paid peer support workers in the 

middle third of this continuum.  

 

Dennis (2003) proposed a similar continuum of helping relationships from lay (such as family and 

friends) to professional (such as doctors or social workers). She placed peer support relationships 

between the two ends of the continuum, with volunteer self-help groups towards the lay end and 

paid peer support workers (para-professionals) towards the professional end.  

 

This implies that paid peer support workers are a new and unique group who are not friends but 

who have a different kind of helping relationship with people than the rest of the clinical and 

support workforce. In this sense the peer support workforce has been described aǎ ΨƴŜƛǘƘŜǊ ŦƛǎƘ ƴƻǊ 

ŦƻǿƭΩ ό5ŀǾƛŘǎƻƴΣ нллсύΦ tŜŜǊ ǎǳǇǇƻǊǘ ƭŜŀŘŜǊǎ ƻŦǘŜƴ ŘƛǎŎǳǎǎ ǘƘŜ ŎƘŀƭƭŜƴƎŜǎ ƻŦ ƪŜŜǇƛƴƎ Ŝǉǳŀƭƛǘȅ ŀƴŘ 

reciprocity in the paid peer relationship, especially in traditional mental health and addiction 

services where these values may be trumped by risk management and coercion (Pocklington, 2006).  

 

5. THE EVIDENCE BASE FOR PEER SUPPORT 

 

5.1 General evidence 

There is an emerging but incomplete evidence base for the various forms of peer support in mental 

health and addiction. Unfunded self-help groups are the oldest form of organised peer support and 

have attracted much of the research. Most of the evidence for addiction peer support comes from 

12 step networks (White, 2009). The evidence base for peer run organisations is increasing but there 

is less evidence on peers working in mainstream services. Much of the research into peer support 
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has been descriptive, exploratory or qualitative with small sample sizes. These studies are difficult to 

make generalisations from (Campbell et al, 2005; Rogers et al, 2007; White, 2009).  

 

The evidence in both mental health and addiction however, does show high satisfaction from people 

who use all kinds of peer support as well as some positive outcomes: 

 Reduced symptoms and/or substance use  

 Reduced use of health services, including hospitals  

 Improvements in practical outcomes e.g. employment, housing and finances 

 Increased sense of self-efficacy 

 Increased social support, networks and functioning 

 Increased ability to cope with stress 

 Increased quality of life 

 Increased ability to communicate with mainstream providers 

 Reduced mortality rates, particularly in suicide of people with addiction. 

(Brown, 2009; Campbell et al, 2003; Chamberlin et al, 1996; Cook et al, 2010; Doughty and Tse, 2005 

& 2010; Greenfield, 2008; Griswold, 2010; Humphreys et al, 2004; Forchuck, 2002; Lawn et al, 2008; 

Magura, 2008; McLean et al, 2009; Norman, 2008; White, 2009; Vederhus, 2006) 

 

A review of the evidence base from 20 studies of mental health peer support published from 1995 to 

2002 show some promising results (Campbell, 2005 pp. 46ς57). A systematic review focusing on 

ƛƴǘŜǊƴŀǘƛƻƴŀƭΣ ǇǊƛƳŀǊƛƭȅ ǉǳŀƴǘƛǘŀǘƛǾŜ ǎǘǳŘƛŜǎ ό5ƻǳƎƘǘȅ ϧ ¢ǎŜΣ нллрύ ŎƻƴŎƭǳŘŜŘ ǘƘŀǘ ΨƻǾŜǊŀƭƭΣ ǊŜǎŜŀǊŎƘ 

ƻƴ ŎƻƴǎǳƳŜǊ ǎŜǊǾƛŎŜǎ ǊŜǇƻǊǘǎ ǾŜǊȅ ǇƻǎƛǘƛǾŜ ƻǳǘŎƻƳŜǎ ŦƻǊ ŎƭƛŜƴǘǎΩΦ Some studies have shown no effect 

for peer support (Pistrang, 2010) but no studies have shown an adverse effect (Doughty & Tse 2005).  

 

Four randomised trials of peer-delivered services and non peer-delivered services showed few 

significant outcome differeƴŎŜǎ ƛƴ ǘƘǊŜŜ ŀƴŘ ΨŦŜǿŜǊ ƘƻǎǇƛǘŀƭƛǎŀǘƛƻƴǎ ŀƴŘ ƭƻƴƎŜǊ ŎƻƳƳǳƴƛǘȅ ǘŜƴǳǊŜΩ 

for those who used the peer-delivered service in the fourth study (Davidson et al, 2006). However, 

three of these studies focused on peers in case management roles, not peer support roles. 

 

5.2 Unfunded grassroots networks 

Self-ƘŜƭǇ ƎǊƻǳǇǎ ƛƴ ƳŜƴǘŀƭ ƘŜŀƭǘƘ ŀƴŘ ŀŘŘƛŎǘƛƻƴ ŀǊŜ ǿŜƭƭ ǊŜǎŜŀǊŎƘŜŘ ōǳǘ ΨŘŜǎǇƛǘŜ ǘƘŜ ƭŀǊƎŜ ŀƴŘ 

growing literature on mutual help groups, many [are] of variable quality in terms of design and 

reporting of resultsΩ όtƛǎǘrang et al, 2010). The strongest findings from two randomised trials of 
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mental health self-help groups show outcomes that were equivalent to those of substantially more 

costly professional services (Pistrang et al, 2010). Studies also show that people with addiction who 

joined 12 step groups in addition to receiving treatment had increased their abstinence rates 25 to 

100 percent, and reduced downstream health costs by thousands of dollars per person (Humphreys, 

2007, cited in White, 2009, p 118). 

 

5.3 Funded independent peer-run organisations  

Peer-run organisations offer a range of support and advocacy assistance. In mental health, some 

peer-run organisations have evolved from self-help groups. However, 12 step networks are not 

enabled to develop in this way. The quality of research conducted with and on peer-run 

organisations has significantly improved over the last decade. There is now increased confidence in 

the effectiveness of peer support delivered by peer-run organisations. (Campbell & Leaver, 2003; 

Doughty & Tse, 2005 & 2010; Forchuk et al, 2005; Rogers et al, 2007). Few studies have been done 

on the effectiveness of funded peer-led addiction organisations (White, 2009). 

 

!ƴ ŀƴŀƭȅǎƛǎ ƻŦ ŦǳƴŘŜǊǎΩ ǊŜǇƻǊǘǎ in the USA showed that peer-run organisations demonstrated 

organisational competence and were cost-effective (Brown et al, 2007). It has been suggested that 

the positive outcomes from peer support could be potentially greater for people receiving them 

from consumer-run organisations than mainstream services (Doughty & Tse 2005). In one study 

participants were randomised to a traditional mental health service or a traditional service plus 

consumer-operated programme providing either drop-in, mutual support, or education/advocacy. 

The people using the drop-ins showed the best outcomes (Campbell, 2005).  

 

5.4 Mainstream services that employ or contract peers 

The initial research on peers working in mainstream services focused on peers working in 

mainstream roles such as case managers. Much of it was concerned with determining if there was 

ŀƴȅ Ǌƛǎƪ ǘƻ ŎƭƛŜƴǘǎ ƛƴ ŜƳǇƭƻȅƛƴƎ ǇŜŜǊ ǿƻǊƪŜǊǎ όhΩIŀƎŀƴ Ŝǘ ŀƭΦΣ нлмлύΦ ¢ƘŜ ŜǾƛŘŜƴŎŜ ǎƘƻǿǎ ǘƘŀǘ ǘƘŜǊŜ ƛǎ 

no additional risk to clients and that client outcomes are similar for people receiving services from 

both peer and non-peer workers (Chinman et al., 2006; Davidson et al, 2006).  

 

In recent years research has placed more emphasis on the unique value peer workers bring to their 

work, and on the structures and cultures in mainstream organisations that will increase positive 

outcomes from the use of peer workers. Research is looking at the potential internal and external 
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barriers that peer workers face integrating into the mainstream mental health workforce, such as 

stigmatising attitudes and conflicting values (Davidson et al, 2006; Gates et al, 2007; Mancini et al, 

2009). Preparing the organisation has been found to be a crucial factor for success in employing peer 

workers in mainstream services, in addition to training and support for the peer workers themselves 

(Franke, 2010). 

 

5.5 Benefits for peer support workers and volunteers 

¢ƘŜ ōŜƴŜŦƛǘǎ ƻŦ ǇŜŜǊ ǎǳǇǇƻǊǘ ǘƻ ǿƻǊƪŜǊǎ ŀƴŘ ǾƻƭǳƴǘŜŜǊǎ ŀǊŜ ǊŜŎƻƎƴƛǎŜŘ ƛƴ ǘƘŜ ΨƘŜƭǇŜǊΩǎ ǇǊƛƴŎƛǇƭŜΩ 

which asserts that working for the recovery of our peers facilitates personal recovery for both (Clay 

Ŝǘ ŀƭΣ нллрύΦ 9ǾƛŘŜƴŎŜ ƛǎ ŜƳŜǊƎƛƴƎ ƛƴ ǎǳǇǇƻǊǘ ƻŦ ǘƘŜ ƘŜƭǇŜǊΩǎ ǇǊƛƴŎƛǇƭŜΦ Lƴ ǎŜǾŜǊŀƭ ǎǘǳŘƛŜǎ ǇŜŜǊ ǎǳǇǇƻǊǘ 

workers and volunteers have consistently described the ways in which their roles are of personal 

benefit to them: 

 Creating jobs ς learning new skills, developing routines and increasing income 

 Restoring confidence, and increasing self awareness, fulfilment and friendships 

 Assisting with recovery and staying well. 

(Bouchard et al, 2010; Lawn et al, 2008; Mowbray & Moxley, 1998; Scott, 2011). 

 

 

6. UNRESOLVED ISSUES AND CHALLENGES IN PEER SUPPORT 

 

Clarity in some aspects of peer support at the definitional level is still evolving and there is much 

work to be done in establishing good practice based on peer support values and a sound evidence 

base.  

 

6.1 Definitional issues 

There are many unresolved debates at a philosophical level. These concern: 

 The difference in role between friendship and the peer support relationship 

 The degree to which being a paid peer support worker compromises reciprocity 

 How peer supporters can keep permeable boundaries and avoid the burnout that can comes 

from over-involvement 

 How peer support worƪŜǊǎ ŦǊŀƳŜ ŀƴŘ ŘŜŀƭ ǿƛǘƘ ΨǊƛǎƪΩ 

 How peer support workers deal with information and privacy issues 

 The risk that peer support qualificatioƴǎ ǿƛƭƭ ŜǊƻŘŜ ǘƘŜ ΨƴŀǘǳǊŀƭΩ ǇŜŜǊ ǎǳǇǇƻǊǘ ǊŜƭŀǘƛƻƴǎƘƛǇ ŀƴŘ 

deny employment opportunities to some people who have not completed school qualifications 
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 The need to build an evidence base using methodologies and outcome measures consistent with 

its values of empowerment, participation, recovery and hope 

 How to manage the tensions between peer support values and the values played out in the 

mental health system and stay true to peer support 

 How peer support workers should avoid slipping into the old ways learnt from the mental health 

system, of thinking about and treating people. 

(Bracke et al, 2008; Chinman et al, 2006; Coatsworth-Puspoky et al, 2006; Davidson et al, 2006; 

DŀǘŜǎ Ŝǘ ŀƭΣ нллтΤ aŀƴŎƛƴƛ ŀƴŘ [ŀǿǎƻƴΣ нлмлΤ bŜƭǎƻƴ Ŝǘ ŀƭΣ нллуΤ hΩIŀƎŀƴ Ŝǘ ŀƭΣ нллфΤ ²ƘƛǘŜ, 2009). 

 

6.2 Attitudes and culture 

Perhaps the biggest barrier to the development of peer-run initiatives around the world has been 

the longstanding inequality and marginalisation of people who have received a mental illness 

diagnosis and its impact on consumers/survivors as well as the people who work in and run the 

ƳŜƴǘŀƭ ƘŜŀƭǘƘ ǎȅǎǘŜƳΦ Lƴ ŀ /ŀƴŀŘƛŀƴ ǊŜǾƛŜǿ ƻŦ ǇŜŜǊ ǎǳǇǇƻǊǘ όhΩIŀƎŀƴ Ŝǘ ŀƭΣ нлмлύΣ ǎƻƳŜ ǇŜƻǇƭŜ 

believed government officials, planners and funders may have lower expectations of peer support 

initiatives than of professionally-led services. If this is the case, the impact of this attitude cannot be 

overstated. Lower expectations, at whatever level of consciousness, can lead to an oscillation 

between neglect of peer support initiatives and too much interference when things go wrong.  

 

The people running the mainstream mental health services do not often understand 

consumer/survivor history and values (Chinman et al, 2006; Chinman et al, 2006; Gates & Akabas, 

2010). This means they are likely to regard peer support initiatives as either second-rate or just like 

mainstream services that happen to be run by consumers/survivors. Peer support leaders have 

asserted ǘƘŀǘ ŎƻƴǎǳƳŜǊκǎǳǊǾƛǾƻǊ ƛƴƛǘƛŀǘƛǾŜǎ ƴŜŜŘ ǘƻ ōŜ ǊŜƎŀǊŘŜŘ ŀǎ ΨŜǉǳŀƭ ōǳǘ ŘƛŦŦŜǊŜƴǘΩ ōȅ ƳŜƴǘŀƭ 

hŜŀƭǘƘ ǎŜǊǾƛŎŜǎ όhΩIŀƎŀƴ Ŝǘ ŀƭΣ нлмлύΦ 

One rationale for placing peer support workers in traditional mental health services is so they will 

help bring about culture change (Ashcarft & Anthony, 2007; Gates & Akabas, 2007). This is perhaps a 

tall order for people who are usually at the bottom of the hierarchy. About half of the respondents 

ƛƴ ŀ /ŀƴŀŘƛŀƴ ǊŜǾƛŜǿ όhΩIŀƎŀƴ Ŝǘ ŀƭΣ нлмлύ ǎŀƛŘ ǘƘŜƛǊ ǇǊŜǎŜƴŎŜ ƘŀŘ ƘŜƭǇŜŘ ǘƻ ŎǊŜŀǘŜ ŎǳƭǘǳǊŜ ŎƘŀƴƎŜΣ 

through role modelling, informal dialogue, education and creating the conditions where some 

ǇǊƻŦŜǎǎƛƻƴŀƭǎ ƘŀǾŜ ŦŜƭǘ ǎŀŦŜ ǘƻ ΨŎƻƳŜ ƻǳǘΩ ŀǎ ŎƻƴǎǳƳŜǊǎκǎǳǊǾƛǾƻǊǎΦ tŜƻǇƭŜ ǎŀƛŘ ƛǘ ǿŀǎ ƳǳŎƘ ƘŀǊŘŜǊ ǘƻ 

change staff attitudes if they had other priorities and rigid beliefs. 
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6.3 Systemic issues 

 

Lack of access and referral to peer support 

aŀƴȅ ǇŜƻǇƭŜ ǿƘƻ ŎƻǳƭŘ ōŜƴŜŦƛǘ ŘƻƴΩǘ ƪƴƻǿ ŀōƻǳǘ ǇŜŜǊ ǎǳǇǇƻǊǘ ŀƴŘ Ƴŀȅ ƴƻǘ ƭƛǾŜ ƴŜŀǊ ŀ ǇŜŜǊ 

support initiative. Therefore, a very low percentage of people with mental health problems use peer 

support. There are very few statistics on the use of peer support in New Zealand. In a Canadian 

ǊŜǾƛŜǿ όhΩIŀƎŀƴ Ŝǘ ŀƭΣ нлмлύΦ ±ŀƴŎƻǳǾŜǊ /ƻŀǎǘŀƭ IŜŀƭǘƘ ƛƴ .ǊƛǘƛǎƘ /ƻƭǳƳōƛŀΣ ǿƘƛŎƘ Ƙŀǎ ƻƴŜ ƻŦ ǘƘŜ 

most developed peer support services inside community mental health teams in Canada, noted that 

less than five percent of their community mental health clients have access to a peer support 

worker. In addition to this, mental health services can be slow to refer people to peer support 

ƛƴƛǘƛŀǘƛǾŜǎΣ ŜǾŜƴ ǿƘŜƴ ǘƘŜȅ ŀǊŜ ŀǾŀƛƭŀōƭŜΣ ōŜŎŀǳǎŜ ǘƘŜȅ ŘƻƴΩǘ ǳƴŘŜǊǎǘŀƴŘ ǘƘŜ ǾŀƭǳŜ ƻŦ ǇŜŜǊ ǎǳǇǇƻǊǘΣ 

or they discourage people from associating with other people with mental health problems 

όhΩIŀƎŀƴ Ŝǘ ŀƭΣ нлмлύΦ 

 

Inadequate planning and funding  

Peer support is the most rapidly growing service in mental health in western countries today. 

Funders need to either allocate new money to peer support or find funds from existing resources. 

Like many non-government service providers, independent peer support initiatives have an insecure, 

modest funding base. Peer workers and peer teams in mainstream settings are generally in a more 

viable situation, though peer employees tend to be low paid and/or work for low hours. Although 

there is good evidence for the cost-effectiveness for peer support, it needs to be sustainably 

developed and funded with planned growth strategies, well-defined career pathways, and 

reasonable pay and conditions όhΩIŀƎŀƴ Ŝǘ ŀƭΣ нлмлύΦ 

 

Poorly targeted accountabilities 

¢ƘŜǊŜ ƛǎ ŀ ǘŜƴǎƛƻƴ ōŜǘǿŜŜƴ ƴƻƴπƎƻǾŜǊƴƳŜƴǘ ƻǊƎŀƴƛǎŀǘƛƻƴǎ ǎǘŀȅƛƴƎ ǘǊǳŜ ǘƻ ǘƘŜƛǊ ǾŀƭǳŜǎ ŀƴŘ Ƴƛǎǎƛƻƴ 

ǿƘƛƭŜ ƳŜŜǘƛƴƎ ǘƘŜƛǊ ŦǳƴŘŜǊǎΩ needs for accountability. This tension is even greater for peer-run 

ƛƴƛǘƛŀǘƛǾŜǎ ŀǎ ǘƘŜȅ ƘŀǾŜ ΨƘƛǎǘƻǊƛŎŀƭƭȅ ǎǘǊǳƎƎƭŜŘ ǿƛǘƘ Ŏƻ-ƻǇǘŀǘƛƻƴΩ ŀƴŘ ΨŎƻƴǎǳƳŜǊ ŎƻƴǘǊƻƭ ƛǎ ŀƴ ŜǎǎŜƴǘƛŀƭ 

ƻǊƎŀƴƛǎŀǘƛƻƴŀƭ ŎƘŀǊŀŎǘŜǊƛǎǘƛŎΩ ό.Ǌƻǿƴ Ŝǘ ŀƭΣ нллтΤ bŜƭǎƻƴ Ŝǘ ŀƭΣ нллуύΦ Lƴ ƻƴŜ ǎǳǊǾey, conducted with 

American peer support initiatives, 40% of the initiatives said that collecting data from members 

would discourage people from using their services. Some peer run initiatives have also reported that 

they felt over scrutinised by funders, ǿƘƻ ǎŜŜƳ ŎƻƴŎŜǊƴŜŘ ŀōƻǳǘ ΨŎǊŀȊȅ ǇŜƻǇƭŜ ǎŎǊŜǿƛƴƎ ǳǇΩ 

όhΩIŀƎŀƴ Ŝǘ ŀƭΣ нлмлύΦ  
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Peer support initiatives often state that funders try to reshape peer support services and give them 

the same reporting requirements as mainstream services. Funders do not always understand what 

they are ΨōǳȅƛƴƎΩΦ .ŜŎŀǳǎŜ ǇŜŜǊ ǎǳǇǇƻǊǘ ƛƴƛǘƛŀǘƛǾŜǎ ŘƛŦŦŜǊ ŦǊƻƳ ƳŀƛƴǎǘǊŜŀƳ ǎŜǊǾƛŎŜǎ ƛƴ ǎƻƳŜ ƻŦ ǘƘŜƛǊ 

values, priorities, methodologies and helping relationships, mainstream accountability arrangements 

do not always fit well with them. For instance, peer-run initiatives do not always engage with a well-

ŘŜŦƛƴŜŘ ΨŎƭƛŜƴǘ ƎǊƻǳǇΩΣ ǘƘŜȅ Řƻ ƴƻǘ ŀƭƭ ƪŜŜǇ ƴƻǘŜǎ ƻƴ ǇŜƻǇƭŜΣ ǘƘŜ ŀŎŎƻǳƴǘŀōƛƭƛǘƛŜǎ ǿƛǘƘƛƴ ǘƘŜƳ ǘŜƴŘ ǘƻ 

be framed in terms of equal participation rather than professional-client relationships and 

boundaries, and the outcomes they seek are personal rather than clinical or related to use of 

services (Brown et al, 2007; Nelson et al, 2008). Funding and accountability arrangements need to be 

adjusted to accommodate these differences. 

 

Lack of workforce development  

There are limited professional development opportunities for most peer support workers around the 

world. Barriers include lack of funding and/or failure to create a budget for staff development. Some 

peer workers have felt uncomfortable and excluded when they have attended mainstream training.  

Currently in New Zealand peer support, workers have occasional access to short peer courses 

originating in the USA (Recovery Innovations and Intentional Peer Support). A New Zealand-based 

qualification provided by Mind and Body is available but they are the only approved provider.  

  

There is broad agreement that some standardisation and formalised training in peer support is 

needed if peer support initiatives are going to grow and become an integral part of the mental 

health system. But some peer support leaders also express concerns about these developments. 

ΨtǊƻŦŜǎǎƛƻƴŀƭƛǎƛƴƎΩ ǇŜŜǊ ǿƻǊƪŜǊǎ ŎƻǳƭŘ ŜǊƻŘŜ ǘƘŜ ǊŜŎƛǇǊƻŎŀƭ ǊŜƭŀǘƛƻƴǎƘƛǇǎ ƛƴ ǇŜŜǊ ǎǳǇǇƻǊǘ ƛƴƛǘƛŀǘƛǾŜǎΣ 

and standard workforce training could steer peer workers into taking on the language and culture of 

mainstream mental health services (The Herrington Group, 2005; Scott, 2011).  

 

Some topics in peer support training are not covered in mainstream curricula but even when there is 

overlap in topics with other occupational groups, the emphasis may be quite different in peer 

support. New peer support curricula need to be developed. Standards and training curricula in peer 

support are in development in several countries including Australia, Canada, Scotland and parts of 

ǘƘŜ ¦{!Φ bŜǿ ½ŜŀƭŀƴŘ Ƙŀǎ ǊŜŎŜƴǘƭȅ ǎǘŀƭƭŜŘ Ǉƭŀƴǎ ǘƻ ŘŜǾŜƭƻǇ ŀ ǇŜŜǊ ǎǳǇǇƻǊǘ ǉǳŀƭƛŦƛŎŀǘƛƻƴ όhΩIŀƎŀƴΣ 

2011).  
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6.4 Organisational issues 

 

Poorly fitting mainstream organisational structures 

Lƴ ŀ /ŀƴŀŘƛŀƴ ǊŜǾƛŜǿ όhΩIŀƎŀƴ Ŝǘ ŀƭΣ нлмлύ ǇŜŜǊ ǊŜǎǇondents said the best types of agencies to 

ΨƘƻǳǎŜΩ ǇŜŜǊ ǎǳǇǇƻǊǘ ǎŜǊǾƛŎŜǎ ŀǊŜ ǎƳŀƭƭ, non-profit, community or peer-driven with a flat hierarchy 

and consensus decision-making. However, these organisations need to be structured, with plans and 

procedures, training and supervision, and with clear boundaries such as confidentiality (Wituk et al, 

нллуΤ hΩIŀƎŀƴ Ŝǘ ŀƭ нлмлύΦ Lƴ ǊŜŎŜƴǘ ȅŜŀǊǎ ƳƻǊŜ ǇŜŜǊ ǎǳǇǇƻǊǘ ǿƻǊƪŜǊǎ ƘŀǾŜ ōŜŜƴ ŜƳǇƭƻȅŜŘ ōȅ ƭŀǊƎŜΣ 

hierarchical mainstream agencies that do not provide the best fit for peer support values. This has 

been controversial among peer support leaders in all countries (Pocklington, 2006). In order to 

minimise this lack of fit, respondents in the Canadian review believed peer support workers who 

work inside mainstream agencies should never work alone in a team of professionals, due to the 

differences in philosophy and power and the sense of alienation this can set up for the peer support 

worker. People were also emphatic that supervision and performance appraisals of peer workers 

inside mainstream agencies should be done by other peers and not professionals (Ashcraft & 

!ƴǘƘƻƴȅΣ нллтΤ hΩIŀƎŀƴ Ŝǘ ŀƭΣ нлмлύΦ !ƴƻǘƘŜǊ ǎǘǊŀǘŜƎȅ ŦƻǊ ƛƳǇǊƻǾƛƴƎ ƻǊƎŀƴƛǎŀǘƛƻƴŀƭ Ŧƛǘ ƛǎ ǇǊŜǇŀǊƛƴƎ 

and training the existing staff as peer support workers (Ashcraft & Anthony, 2007; Franke et al, 2010; 

Gates & Akabas 2007). 

 

Governance and management problems in peer run initiatives 

Some independent peer-run initiatives have difficulty finding the right mix of financial, legal and 

peer, community skills and experience from the local consumer/survivor community. Internationally, 

some boards have a minority of people who are not consumers/survivors. There are also boards that 

do not observe the strict separation of governance and operations that exists in the corporate and 

large non-profits contexts; some of these boards have a mixture of members, volunteers and staff 

on them, while others are just governed by the members, or users and survivors from the wider 

community. At the very least, the board of an independent peer-run initiative should have a majority 

of consumers/ǎǳǊǾƛǾƻǊǎ ƻƴ ƛǘ όhΩIŀƎŀƴ Ŝǘ ŀƭΣ нлмлύΦ 

 

Many independent peer-run initiatives are well-managed especially under the difficult circumstances 

of poor funding and workers with fluctuating health (Brown et al, 2007). Successful managers lead 

by empowering the staff and members and upholding the values of peer support. But managers are 

vulnerable to a cascade of problems, starting with poor funding. Peer support initiatives are often 

unable to afford or train managers with the required skills, particularly in the area of finance and 
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fundraising. Burnout is a major problem. Occasionally, people recruited into management roles are 

not the best people for the job; they could be inconsistent, have blurred boundaries or be self-

ǎŜǊǾƛƴƎ ŀƴŘ ǘǊŜŀǘ ƻǘƘŜǊǎ ōŀŘƭȅ όhΩIŀƎŀƴ Ŝǘ ŀƭΣ нлмлύΦ hƴŜ ǎǘǳŘȅ ŦƻǳƴŘ ǘƘŀǘ ǘƘŜ Ƴƻǎǘ ŎƻƳƳƻƴ ŦƻǊƳǎ 

of assistance requested by 25 independent peer-run initiatives in Kansas were, in order ς grant 

writing, quarterly reporting, board development, business management, staffing issues and conflict 

resolution (Wituk et al, 2007). 

 

7. Conclusion 

 

Several recent developments in New Zealand suggest there is a groundswell of interest and 

preparation for the emerging peer support workforce: 

 Peer support featǳǊŜŘ ƛƴ ǘƘŜ aŜƴǘŀƭ IŜŀƭǘƘ /ƻƳƳƛǎǎƛƻƴΩǎ {ŜǊǾƛŎŜ ¦ǎŜǊ ²ƻǊƪŦƻǊŎŜ 5ŜǾŜƭƻǇƳŜƴǘ 

Strategy, released in 2005. 

 tŜŜǊ ǎǳǇǇƻǊǘ ǎŜǊǾƛŎŜǎ ƘŀǾŜ ǊŜŎŜƴǘƭȅ ōŜŜƴ ŀŘŘŜŘ ǘƻ ǘƘŜ aƛƴƛǎǘǊȅ ƻŦ IŜŀƭǘƘΩǎ ƴŀǘƛƻƴŀƭ ǎŜǊǾƛŎŜ 

framework for mental health and addictions. 

 The first national peer support forums were held in New Zealand in 2007 and 2009. 

 Te Pou recently completed a national survey of peer support workers. 

 The Associate Minister of Health has requested that the Ministry of Health promote peer 

support to DHBs and the workforce centres, and ensure it is included in the upcoming national 

service development plan which will replace the Blueprint. 

 Kites Trust, a Wellington NGO has received a major research grant to evaluate peer support 

services around New Zealand and a University of Canterbury sociologist recently completed 

research in peer support. 

 There is widespread anecdotal knowledge that the number of paid peer support workers has 

increased enormously in mental health in the last ten years. 

 

As this overview suggests, there is however, still much work to be done to ensure peer support 

becomes a sustainable and integral part of the mental health system in New Zealand.  
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Appendix 1 Some examples of good practice 

 

There are many thriving peer support initiatives around. Below are just a few of them, selected to 

show the diversity of peer-run initiatives.  

 

Independent consumer/survivor initiatives 

Peer Support and Wellness Centre, Georgia, USA 

This service has been operating for one year and provides alternative wellness supports. They aim to 

keep people from going to the hospital and have three beds where people can stay up to seven 

nights. The program also allows people to come during the day and access varied programmes. 

People can self-refer. Evaluation results already show the program has cut hospitalisation 

significantly (Darnell, 2008). Programmes include: 

 Talking the taboo 

 Aromatherapy 

 Computer training 

 WRAP (Wellness Recovery Action Planning) 

 Negotiating peer relationships 

 Food 

 Double trouble in recovery (foǊ ǇŜƻǇƭŜ ǿƛǘƘ ΨŘǳŀƭ ŘƛŀƎƴƻǎƛǎΩύ 

 Trauma informed peer support 

 Sport and recreation 

 Music and wellness 

 Sacred space 

 Creative writing 

 Arts 

 ! ΨƎƛǾŜ ōŀŎƪΩ ƎǊƻǳǇ 
www.gmhcn.org/wellnesscenter  

 

CAN Mental Health, New South Wales, Australia  

CAN Mental Health was awarded money from the Commonwealth Government to deliver an 

ƛƴƴƻǾŀǘƛǾŜ ƴŜǿ ǎŜǊǾƛŎŜΣ ŀ ΨƘƻǎǇƛǘŀƭ-to-ƘƻƳŜΩ ǘǊŀƴǎƛǘƛƻƴ ǘŜŀƳΦ ¢ƘŜ ǘŜŀƳ ǊŜŎŜƛǾŜs referrals from the 

hospital and works with people on whatever is needed for the first 28 days after their discharge. A 

peer-led external evaluation tool has been developed by Victorian Mental Illness Awareness Council, 

a state-wide consumer network, to evaluate the service. Run by paid staff who are required to 

complete a peer support training program (developed by Australian and American consumers), they 

http://www.gmhcn.org/wellnesscenter
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undergo regular supervision. The service ŀƭǎƻ Ǌǳƴǎ ŀ ǊŜŎƻǾŜǊȅ ŎŜƴǘǊŜ ŀƴŘ ŀ ƴŀǘƛƻƴŀƭ ΨǿŀǊƳ ƭƛƴŜΩ 

telephone service. 

www.canmentalhealth.org.au   

Mind and Body Ltd., Auckland, New Zealand  

Mind and Body is a limited company. It provides: 

 One-to-one peer support work  

 Anti-discrimination work 

 Consumer advisors to mainstream statutory services 

 Certified training for peer support workers 

 Consumer-led research 
 
Mind and Body has a strong philosophy that underpins everything it does. It invests in a lot of 

training and supervision for staff. 

www.mindandbody.co.nz  

Opportunity Works, Calgary, Canada 

Opportunity Works is a peer-delivered service that provides self-employment and mental health 

support to any individual in the Calgary community who identifies as a mental health consumer. It 

offers: 

 A holistic and integrated approach to business development 

 Employability and mental health self-management 

 One-to-one coaching supplemented by group learning 

 Flexible, self-paced, self-directed and participant-driven timelines 

 A graduated approach to achievement of long-term goals 

www.opportunityworks.ca  

A-WAY Courier, Toronto, Canada  

A-WAY is a social purpose enterprise courier service which was established over 20 years ago. It 

employs 70 full and part-time people, all survivors. The Board is made up of a majority of consumers 

/survivors. They cover the whole metropolitan area of Toronto, doing same day delivery of packages 

for their over 1000 customers. The service is like any other courier company providing a same day 

service guarantee. Couriers use public transportation rather than vehicles or bicycles and are paid on 

a commission basis per delivery. For this, each courier receives a monthly bus pass that they can use 

any time. They have a strong business ethic. 

 

At the same time, A-WAY is a model of mental health accommodations in the workplace. Employees 

work flexible and varied hours, depending on their choice. Peer support is a big part of keeping this 

http://www.canmentalhealth.org.au/
http://www.mindandbody.co.nz/
http://www.opportunityworks.ca/
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organisation running. New couriers are trained by peers and much time is taken to support each 

individual consumer/survivor, not only in maintaining their employment but in assisting with issues 

such as housing, community supports, pensions and all kinds of other advocacy issues. Social events 

and informal get-togethers are a big part of making this organisation the tight team that it is. 

Donations of food and clothing are always available through their many partnerships. 

www.awaycourier.ca  

Sound Times, Toronto, Canada  

Ten years ago Sound Times, a consumer-operated service, had a budget of around $200,000; it now 

has funding of over one million dollars. Sound Times has been supported by government via capital 

funding to buy the building they are located in. They provide: 

 The opportunity to learn from peers to give and receive support 

 Support to find food, clothing, and other essentials 

 Advocacy 

 Service coordination and referral 

 Education for members  

 Social and recreational opportunities 

 Support for consumers and survivors in contact with criminal justice 

 Harm reduction for drugs and alcohol 

 Community support 

 GAM (Gaining Autonomy with Medication) approach 
 

Sound Times has been heavily involved in providing a consumer/survivor voice in the current health 

system changes. Staff are expected to work from consumer/survivor informed practice. 

www.soundtimes.com  

 

Peer support programmes within mainstream organisations 

Leeds Survivor-Led Crisis Service, England  

This service is part of the mental health network in Leeds but maintains its own identity. The service 

operates: 

 A help line in the evenings  

 A house that is open in the evenings at the weekends, which can arrange transport for people 
who come, and includes a family room where people can come with their children. 

 

The service is staffed by paid employees and volunteers who have regular supervision and a monthly 

reflective practice group. Staff are trained in a variety of issues, including working with self harm, 

suicide, hearing voices, loss and bereavement. There is also a small emotional support budget for 

staff which includes counselling, gym membership and so on.  

http://www.awaycourier.ca/
http://www.soundtimes.com/
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www.lslcs.org.uk 

 

Recovery Innovations, Arizona, USA 

Recovery Innovations is a mainstream agency that has established services in four other American 

states as well as their home state of Arizona. The service creates opportunities and environments 

that empower people to recover, to succeed in accomplishing their goals, and to reconnect to 

themselves, others, and meaning and purpose in life. Some of its major programmes are: 

 Crisis support 

 Peer support & self help 

 Recovery education 

 Peer training & employment 

 Community living 

www.recoveryinnovations.org  

 

Laing House, Halifax, Nova Scotia, Canada 

Laing House is a youth-driven, community-based organisation for youth with mental illnesses 

between the ages of 16 and 30 years with diagnoses of mood disorders, psychosis, and/or anxiety 

disorders. Many staff employed by the agency self identify as consumers, including some working as 

peer support workers. Laing House programmes, including employment, healthy living, education, 

outreach, and peer and family support, are designed to help youth recognise and develop their own 

strengths, talents, and resources. Laing House describes itself as the first and only organisation of its 

kind in Canada. 

http://www.lainghouse.org 

 

Certified Peer Support Specialists, Georgia, USA 

Certified Peer Specialists are responsible for the implementation of peer support services, which are 

Medicaid reimbursable under Georgia's Rehab Option. They serve on Assertive Community 

Treatment Teams (ACT), as Community Support Individuals (CSI) and in a variety of other services 

designed to assist the peers they are partnered with in reaching the goals they wish to accomplish. 

The training and certification process prepares Certified Peer Specialists to promote hope, personal 

responsibility, empowerment, education, and self-determination in the communities in which they 

serve. Certified Peer Specialists are part of the shift that is taking place in the Georgia mental health 

system from one that focuses on the individual's illness to one that focuses on the individual's 

http://www.lslcs.org.uk/
http://www.recoveryinnovations.org/
http://www.lainghouse.org/
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strengths. 

www.gacps.org   

 

Learning and Recovery Centre, Maine, USA  

This sits under the umbrella of a mainstream mental health service. The recovery centre respite 

service allows people to stay between three and seven days. As well, the service provides peer 

support in emergency rooms, weekly peer meetings and ongoing education to mainstream staff. The 

service has worked through many issues in its partnership with the mainstream service that it is a 

programme of, including a successful challenge of human resources policies that excluded people 

with a criminal history working for the Centre. There has also been mistrust and lack of referrals 

between the Centre and mainstream services which is now largely resolved. 

The Centre has been engaged in narrative evaluation of the service since it opened. 

www.sweetser.worldpath.net/peers.aspx  

 

Craigmillar Peer Support Service, Scotland  

This is a recovery orientated service staffed by peer specialists who build a relationship with people 

to assist them in finding a way forward in life, as well as involving them in social activities. The staff 

have worked hard at gaining the trust of professionals, but this is still a challenge. An evaluation of 

the pilot showed that people who use the service were very satisfied with it and had been able to 

exceed their own expectations of recovery. 

www.penumbra.org.uk/craigmillarpeersupport.htm  

http://www.gacps.org/
http://www.sweetser.worldpath.net/peers.aspx
http://www.penumbra.org.uk/craigmillarpeersupport.htm
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Appendix 2  Some New Zealand evaluations 

 

Several evaluations of peer support services have been completed in New Zealand. The following is 

found information on three of them. 

 

Key We Way 

Key We Way is a peer-delivered recovery house for people in crisis on the Kapiti Coast, run by 

Wellink Trust. It opened in January 2007. The peer staff are trained in Intentional Peer Support. An 

evaluation of Key We Way (Peters, 2009) found: 

 The cost of a bed at Key We Way was approximately 40 percent of the cost of an inpatient bed in 

an acute psychiatric ward. 

 In an analysis of 58 written responses 100 percent were very positive about the service. The 

main contributor to their positive experience was the staff who they described as empathetic, 

compassionate, caring and respectful. 

 ¢ƘŜǊŜ ƘŀǾŜ ōŜŜƴ ƴƻ ΨǎŜǊƛƻǳǎ ƛƴŎƛŘŜƴǘǎΩ ŀǘ YŜȅ ²Ŝ ²ŀȅΦ 

 

Tupuaki and Counties Manukau DHB Peer Support Teams 

Counties Manukau DHB has recently funded external evaluations of two of its peer support services 

ς peer support specialists within the DHB multidisciplinary teams, and a peer-staffed alternative to 

acute inpatient care. These peer support workers have been trained through Recovery Innovations. 

The reports identified: 

 Service users, peer support staff and multi-disciplinary team staff all consistently report that 

peer support is having positive impacts on those who are using peer support services. 

 People using peer support consistently report enhanced skills in, and experience of, wellbeing 

and recovery. 

 A high proportion of Mņori (as well as people from Pacific and Asian backgrounds) access the 

services and it appears to be a valued and effective option for them. 

 Other multi-disciplinary team staff report a better understanding that recovery is possible for 

everyone, are more mindful about recovery language and are more inclusive of their clients. 

(S Hallwright, personal communication, January 2011) 
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Warmline Canterbury 

This is a confidential 0800 number staffed by peer volunteers within Comcare, for people diagnosed 

with mental illness in Canterbury. The evaluation showed that callers appreciated and valued 

Warmline and some used it for crisis prevention. The trained volunteers gained personally from their 

work and local mental health workers surveyed had high levels of satisfaction with the way 

Warmline was being delivered to their clients (Gawith and Palmer, 2009). 
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Appendix 3 A synthesis of international peer support curricula 

 
Peer support curricula and qualifications have been developed in parts of the USA, Scotland, England 

and New Zealand, and are in the process of being developed in Australia (Peters, 2010), and Canada 

through the Mental Health Commission of Canada. Of these countries, Scotland, Australia and 

/ŀƴŀŘŀ ŀǊŜ ŘŜǾŜƭƻǇƛƴƎ ŀ ƴŀǘƛƻƴŀƭ ŎǳǊǊƛŎǳƭǳƳ ŀƴŘ ǉǳŀƭƛŦƛŎŀǘƛƻƴΦ !ǳǎǘǊŀƭƛŀΩǎ ŎǳǊriculum covers all peer 

roles for consumers and family members in the mental health system, including advisory roles. 

 

A synthesis of the content of the peer support curricula follows. No single curriculum includes or 

emphasises everything in this list. All curricula emphasise lived experience of major mental distress 

and recovery as foundations for peer support. None of these curricula have a primary focus on 

addiction peer support, although Recovery Innovations has a separate addiction peer support 

curriculum. These items were taken from the following curricula descriptions: 

 Katz, J., & Salzer, M. (2006). Certified peer specialist training programme descriptions. University 
of Pennsylvania Collaborative on Community Integration. Available online. 

 Mind and Body www.mindandbody.co.nz  

 Recovery Innovations of New Zealand. (no date). Peer Employment Training: New Zealand 
edition. Unpublished manuscript. 

 Intentional Peer Support www.mentalhealthpeers.com  

 Scottish national curriculum http://www.sqa.org.uk/sqa/42943.html 

 Australian national peer worker competencies 
www.cshisc.com.au/index.php?option=com_content&task=view&id=545&Itemid=162  

 
 
The synthesised curricula headings 

 

Personal development 

 Whole of life personal development e.g. understanding own distress and recovery and personal 

skills  

 Work related personal development e.g. understanding and planning for stress, burnout and 

vicarious trauma 

 

Knowledge development 

 Wellbeing, mental distress, addiction and recovery e.g. determinants of wellbeing and mental 

distress and addiction, and recovery and the process of recovery 

 Helping systems e.g. mental health and other systems, occupations, diagnoses and treatments, 

legislation 

http://www.mindandbody.co.nz/
http://www.mentalhealthpeers.com/
http://www.sqa.org.uk/sqa/42943.html
http://www.cshisc.com.au/index.php?option=com_content&task=view&id=545&Itemid=162
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 Critical perspectives on mental health and addictions e.g. power, coercion and re-

traumatisation, consumer perspectives and experiences of helping systems 

 Communities and cultures e.g. discrimination, community development and cultural diversity 

 Values and key concepts in peer support 

 Peer support practices e.g. WRAP, PACE, intentional peer support, recovery education 

 Peer support ethics e.g. autonomy, reciprocity, accountabilities, self-disclosure, boundaries, 

shared risk taking 

 

Skills development 

 Process skills e.g. self-help management tools, collaborative note taking, strengths assessment 

 Recovery planning, organisational policy and procedures 

 One to one skills e.g. ability to share story for benefit of others, developing trust and rapport 

 Active listening, empowering and motivating others, assisting others to problem solve 

 Group skills e.g. group dynamics, group facilitation, presentation skills, and conflict resolution 

 Cultural and diversity skills e.g. biculturalism and multiculturalism, The Treaty of Waitangi 

 Competence in Maori protocols, greetings in Maori and Pacific languages 

 Workplace skills e.g. Working in challenging situations, workplace communication and culture 

 Advocating in the workplace 

 Community skills e.g. networking, finding and working with community services and resources 
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Appendix 4 Similarities and differences between Buddies and acute inpatient care 

philosophies 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Acute inpatient unit 

 Legislative mandate ς  
professionals have power  

to take action and make  
decisions about the person 

 Bio-medical construct 

 ά9ȄǇŜǊǘέ ƪƴƻǿƭŜŘƎŜ 

 Focus on treatment 

 Grounded in science 

 Focus is mitigating  
symptoms 

 

 

 

Buddies 

 Voluntary 

 Equal relationship 

 Experiential knowledge 

 Respect 

 Focus on support 

 Relationship-based 

 Grounded in recovery 
   concepts 

 Future focus ς hope 

 

 

Rules 

 Leave off the 
ward 
 

 Access to 
Buddies  
 

 Responsibility 
 

 Obligation to 
collect data 

Opportunity to change the rules through: 

 Dialogue 

 Training 

 Acknowledging difference  

 Acknowledging power dynamics 
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Appendix 5  Information sheet 

BUDDIES 

Peer Support Service  

EVALUATION OF BUDDIES PEER SUPPORT SERVICE 

Buddies peer support service offers support and companionship primarily to people admitted to Te Whare O 

Matairangi inpatient psychiatric unit. The service is designed on developing relationships that are based on 

shared experience, mutual help, choice and decision making with the goal of offering service users hope, a key 

concept of recovery.  

 

¢ƘŜ ŜǾŀƭǳŀǘƛƻƴ ƻŦ ǘƘŜ .ǳŘŘƛŜǎ ǇŜŜǊ ǎǳǇǇƻǊǘ ǎŜǊǾƛŎŜ ǎŜŜƪǎ ǘƻ ŎƻƭƭŜŎǘ ǇŜƻǇƭŜΩǎ ŜȄǇŜǊƛŜƴŎŜǎ ƻŦ ǘƘŜ ǎŜǊǾƛŎŜ ōȅ  

facilitating focus groups ς it aims to find out the following: 

What aspects of Buddies have been successful and are there areas that could be improved? 

What do participants understand Buddies service to be about? 

What are the critical success factors of the service?  

If the service was to be further developed or expanded into other areas what would be the key  

 considerations? 

What does being a participant mean? 

Being a part of a focus group to discuss the Buddies service and your experience with this service. 

To participate you must: 

Have been in the inpatient unit during the past 12 months 

Not be in the inpatient unit currently 

Have used the Buddies Peer Support service 

As a recognition for your involvement Kites will offer participants a koha to acknowledge your time and 

input. The focus groups will be held locally and will take approximately 1 ½ hours. 

Your rights as a participant are: 

You do not have to be involved in this project and you are under no obligation to accept this invitation. If 

you decide to participate, you have the right to: 

Decline to answer any particular question 

Ask any question about the evaluation at any time during participation 

Provide information on the understanding that your name will not be used  

   unless you give permission to the researcher 

Be given access to a summary of the project findings when it is concluded 

 

If y  If you choose not to participate in the evaluation it will not affect your access to Buddies. 

INFORMATION SHEET 
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Appendix 6  Participant consent form 

 

 

 

 

Level 6, Education House,  

West Wing, 178 Willis Street  

PO Box 9392 Wellington 6141 

Kites TrustτBuddies Peer Support Service Evaluation 

PARTICIPANT CONSENT FORMτINDIVIDUAL 

 

I have read the information sheet and have had the details of the evaluation explained to me.  

My questions have been answered to my satisfaction, and I understand that  

I may ask further questions at ay time. 

 

 

  ς I agree with the focus group being sound recorded 

 

  ς I agree to participate in this evaluation under the conditions set out in the  

    information sheet. 

 

 

{ƛƎƴŀǘǳǊŜΥ ΧΧΧΧΧΧΧΧΧΧΧΧΧΧΧΧΧΧΧΧΧΧΧΧΧ 5ŀǘŜŘΥ ΧΧΧΧΧΧΧΧΧΧΧΧΧΧΧ 

 

 

Full name ς ǇǊƛƴǘŜŘΥ ΧΧΧΧΧΧΧΧΧΧΧΧΧΧΧΧΧΧΧΧΧΧΧΧΧΧΧΧΧΧΧΧΧΧΧΧΧΧΧ 

 

 

Please feel free to contact Kerri-June or Marge if you have any questions about  

the focus group or project in general. 

Kerri-June Clayton 

Operations Manager ς Kites Trust 

Marge Jackson 

Manager ς Kites Trust 

kerri-june@caseconsulting.co.nz 

Phone 04 384 3303 

margej@kites.org.nz 

Phone 04 384 3303 
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Appendix 7 

Buddies evaluation: focus group questions 

 

  

Background: 

1. How did you get involved with Buddies? 

2. Why did you get involved with Buddies? 

   

Present: 

3. What is the Buddies service about? 

4. Which parts of the Buddies service work well? Why? 

5. !ǊŜ ǘƘŜǊŜ ǊŜŀǎƻƴǎ ǿƘȅ ǇŜƻǇƭŜ ŘƻƴΩǘ ǳǎŜ .ǳŘŘƛŜǎΚ LŦ ǎƻΣ ŀǊŜ ǘƘŜǊŜ ǿŀȅǎ ǘƻ ŎƘŀƴƎŜ ǘƘŜǎŜΚ 

6. Does Buddies help with moving from ƘƻǎǇƛǘŀƭ ǘƻ ƘƻƳŜΚ όLŦ ȅƻǳ ƘŀǾŜƴΩǘ ƘŀŘ ǘƘƛǎ ŜȄǇŜǊƛŜƴŎŜΣ 

how could Buddies help?) 

7. Has Buddies had an impact on staff attitudes? If so, in what way? 

8. What is the difference between a Buddies volunteer and ward staff, friends or family? 

  

Future: 

9. Which parts of Buddies could be improved? Why/ how? 

10. If Buddies could be expanded, what other areas could the service provide support in? 
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