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Abstract
Background Peer support roles within mental health services are rapidly increasing in number and scope in the 
UK and internationally. This paper explores the facilitators and barriers to delivering peer support effectively, as 
experienced by Peer Support Workers (PSWs) in a range of services and settings.

Methods We conducted semi-structured qualitative interviews with paid mental health PSWs working across a range 
of settings in England. We took a collaborative, participatory approach. Interviews were carried out by researchers 
with experience of living with and/or supporting others with mental health conditions, and for some having 
experience delivering peer support themselves, and data were analysed using methods guided by general principles 
of thematic analysis.

Results We interviewed 35 PSWs with a range of roles that spanned a range of mental health areas, and regions. 
Overarching facilitators and barriers were identified including the need for roles to have flexibility with some structure 
and boundaries; the need for support, supervision and training to ensure PSWs are skilled in delivering the unique 
elements of their job; the importance of working with a strong team and leaders who support and value PSW; 
the complexity of working where there are tensions between the flexibility of PSW and the structures of existing 
healthcare systems, as well as the systemic factors such as funding, pay and progression can have an effect both on 
the personal experience of PSWs and on the value placed on PSWs in the wider organisation.

Conclusion Our findings highlight the complexity of peer support work and PSW roles, with a variety both of 
facilitators allowing them to carry out roles effectively and the barriers to doing so. As PSWs numbers and the scope 
of their roles increase, awareness of barriers and facilitators needs to inform PSW job roles, support systems and 
integration into teams and systems.
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Introduction
Peer support is an organic and naturally occurring expe-
rience that has become formalised and disseminated 
within mental health services in recent decades [1, 2]. 
Within mental health settings peer support is a special-
ised approach in which someone with lived experience of 
a mental health conditions supports someone else who is 
also experiencing mental health difficulties [1], defined 
by its offering of help that is based on shared under-
standing, respect and mutual empowerment between 
people in similar situations [3]. This definition reflects 
the principles of peer support work as outlined by Gil-
lard and colleagues as having relationships based on 
shared lived experience; reciprocity and mutuality; vali-
dating experiential knowledge; leadership, choice and 
control; discovering strengths and making connections 
[4]. This approach tends to place greater emphasis on 
person-centred outcomes, such as social inclusion and 
empowerment, rather than traditional clinical outcomes, 
such as psychiatric symptomatology [5]. By providing 
emotional, social, and practical support, peer support 
workers (PSWs) aim to achieve improvements in a range 
of health and wellbeing outcomes, including building 
people’s knowledge, skills and confidence to manage their 
condition and improving quality of life and social func-
tioning [6]. The value of embedding lived experience in 
mental health services is recognised internationally, with 
peer support recommended and implemented countries 
including Australia, Canada and the USA [7]. In the UK, 
the implementation of peer support has grown across a 
range of mental health services, including Voluntary, 
Community and Social Enterprise (VCSE) sectors and 
NHS services [8].

As peer support develops internationally, an under-
standing of barriers and facilitators to delivering it effec-
tively is needed to allow design of roles, support systems 
and integration into teams and systems in a range of con-
texts. Our recent umbrella review [7] summarised exist-
ing evidence on facilitators and barriers to implementing 
and delivering peer support within mental health ser-
vices were explored. We found that factors promoting 
successful implementation included adequate training 
and supervision, a recovery-oriented workplace, strong 
leadership, and a supportive and trusting workplace cul-
ture with effective collaboration. Conversely, barriers 
included lack of time, resources and funding, and lack of 
recognised PSW certification.

In England, peer support has grown in the past decade 
a recent workforce stocktake identified more than 800 
PSWs employed across 34 mental health NHS provid-
ers in England (62% of the 55 mental health Trusts in 
England at the time) services nationwide England, with 
approximately 86% directly employed by the NHS and 
the remaining 14% employed by external parties – for 

example, organisations within the voluntary sector [9, 
10]. Currently, implementation plans and policies project 
a further increase in the peer support workforce in Eng-
land, and the development of roles within a more diverse 
range of services than ever before, e.g., outside statutory 
services, within specialist mental health settings such as 
eating disorder services, and at managerial levels [10]. 
The widespread introduction of peer support roles pro-
vides an opportunity to explore the experiences of this 
diverse and growing workforce to ensure that we learn 
from the factors that facilitate and impede them carrying 
out their roles effectively. Given the numerous and some-
times inconclusive results from existing reviews on this 
topic in relation to identifying the barriers and facilita-
tors to delivering peer support within mental health set-
tings [7], our study aims to undertake a qualitative study 
to explore these across among PSWs working in England 
within the current growth of the peer support workforce.

Methods
This study was conducted by the NIHR Policy Research 
Unit in Mental Health (MHPRU), based at King’s College 
London (KCL) and University College London (UCL), 
which delivers evidence to inform government and 
NHS policy in England, agreeing a programme of rapid 
research with policymakers.

We took a collaborative, participatory approach to con-
ducting qualitative interview research [11, 12]. The study 
is reported according to the COREQ checklist (Consoli-
dated Criteria for Reporting Qualitative Research) (see 
S1 Appendix) [13]. The study was approved by the UCL 
(University College London) Research Ethics Committee 
(REF: 19711/001, obtained 9th January 2023).

Research team and positionality
The research team consisted of university-employed 
researchers and lived experience researchers, who have 
personal experience of using mental health services and/
or supporting those who do, from the MHPRU. In addi-
tion, a project working group was established to sup-
port and advise on the study. This group met regularly 
throughout the project, and consisted of the researchers, 
lived experience researchers, academic experts, and key 
stakeholders (e.g. people working in the VCFSE peer sup-
port sector).

Interviews were carried out by lived experience 
researchers (TJ, KM, BC, SJ, PS, LM, KP, VN, NL), 
with some of these LERs also having experience work-
ing in peer support, including of working as PSWs 
in mental health services and training peer work-
ers. Interviews were conducted independently by the 
LERs, however were requested by the LER a university-
employed researcher accompanied the LERs to support 
with the process-based elements such as managing the 
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recording processes and data management (UF). LERs 
received training in interviewing skills and data analysis. 
Following the interviews, LERs could debrief with mem-
bers of the wider team including with a member if the 
research staff or other LERs in the study team, as well has 
having the option to take part in regular reflective spaces 
(which was independently managed by a LE expert) to 
discuss their experiences of conducting the interviews. A 
team of LERs and university-employed researchers coded 
the data and were actively involved in the analysis and 
writing of findings.

Within peer support work, a range of terminology 
describes providers and recipients of peer support. 
Within this paper we aim to use consistent language 
where possible when referring to peer support workers 
(PSWs) and those they support, e.g., service users, but 
acknowledge that there is a wide range of terms that are 
used within the peer support literature and by the par-
ticipants involved within this study.

Participants
Participants were eligible if they were adults (18 + years), 
who were employed to use their personal experience 
of mental health conditions in paid PSW roles across a 
range of mental health services (e.g. NHS, VCFSE). We 
excluded people: working as volunteer PSWs; working in 
services solely supporting people who experience organic 
neurological conditions or substance misuse, or who 
solely provide peer support through online forums or via 
online psychoeducation or online psychological interven-
tions that did not have any one-to-one interaction from a 
peer supporter.

We recruited using purposive sampling to ensure rep-
resentation of a range of PSW roles, and age groups. 
Recruitment occurred through circulating the study 
advert via (i) organisations that provide training for peer 
support, including organisations who support people 
who may be underrepresented in peer support research, 
such as people working with children and young people 
or with minority ethnic groups; (ii) the national and local 
service user networks known to members of the study 
team; (iii) social media. Interested participants contacted 
the research team via email, who confirmed eligibility, 
provided the participant information sheet and offered a 
phone or video call to discuss the study. Participants gave 
informed consent to participate in the study. Participants 
were offered the option of an in person or remote inter-
view by video or telephone.

Data collection
To develop the topic guide, we held an initial meeting as 
a research team inclusive of LERs, university-employed 
researchers, and members of our project working group 
to discuss potential content. An open document was 

then shared with the MHPRUs Lived Experience Work-
ing Group, a group made of a wide range of LERs to add 
specific topics and questions that would be important 
to include, guided by experiential expertise, knowledge 
of peer support practice and current gaps in the lit-
erature. We then developed the topic guide through an 
iterative process of development with regular meetings 
with the project working group and research team. The 
topic guide was piloted on the first ten interviews (See 
S2 Appendix). We then held a sense checking workshop 
with the research team and the project working group 
to discuss initial findings and agree and make minor 
changes to the topic guide. The topic guide explored the 
following areas with PSWs:

  • Their roles and unique aspects of their professions.
  • The support they provide.
  • Their ability to use their lived experience as they 

would choose to.
  • Barriers and facilitators they experience.
  • Experiences within mental health teams.
  • Supervision, training and career progression.
  • Their impact on the mental health system and wider 

community.

All interviews took place between March and August 
2023, remotely via video call on Teams. and were audio-
recorded. Before the start of the interview, informed 
consent was obtained and demographics collected from 
participants. Participants were informed that their inter-
viewer was a lived experience researcher. Interviews 
ranged from 30  min to 2  h with the average interview 
length being 1  h 14  min. Participants were emailed a 
study debriefing sheet after the interview (giving a list 
of resources and the option to speak with one of the 
academic researchers for support, should they feel any 
distress after the interview). Participants received a gift 
voucher (£20) for taking part.

Data analysis
Interviews were recorded, transcribed and anonymised 
prior to coding. Data were coded and analysed by the 
research team (lived experience researchers and univer-
sity-employed researchers) using collaborative meth-
ods refined during previous studies conducted by the 
MHPRU team [11, 12]. Following this process, each 
member of the research team undertook a preliminary 
analysis of an interview they had conducted, each pro-
posing developing thematic ideas. Using a team meet-
ing, we produced a preliminary coding framework of the 
teams’ combined themes, during which they were dis-
cussed, refined and amalgamated to create preliminary 
themes to which the team coded remaining interviews 
to alongside the flexibility to add new codes and themes 
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as they developed from new interview data. This team 
of LERs and university-employed researchers meet as 
a team regularly to discuss coding and analysis to work 
towards agreed themes and findings. The analysis process 
used methods guided by general principles of thematic 
analysis [14]. The analysis occurred in 5 stages:

1. Preliminary coding: the research team (lived 
experience researchers, n = 8, academic researchers, 
n = 2) each coded one transcript of an interview 
(using the same transcript). Using a coding matrix, 
they noted thematic ideas developed and interpreted 
from the transcript that seemed to articulate core 
aspects of the interviewee’s.

2. Developing a coding framework: the research 
team met to review and combine matrices. Similar 
thematic ideas were grouped together to develop 
a provisional coding framework. The provisional 
coding framework was then circulated to the 
research team and a meeting held to review and 
refine the framework. A smaller research team (lived 
experience researchers, n = 4, academic researchers, 
n = 1) piloted the framework on one-or-two different 
interviews each (in NVIVO (version 14), Excel 
or Word; [15–17]. Another meeting was held to 
review and refine the framework after piloting, 
with decisions made about dividing or adding new 
themes. An initial coding framework was thus 
developed.

3. Initial coding of data: the smaller research team 
coded all interviews from transcripts using the 
coding framework (in NVIVO or Microsoft Word; 
[16, 17]).

4. Refining the coding framework: throughout 
interview coding the smaller research team met 
regularly to discuss whether the interviews they 
coded offered a good fit with the framework or 
to agree on revisions to the framework. A revised 
framework incorporating any adapted or new themes 
was then produced.

5. Writing up the analysis: The revised framework 
was used by the smaller research team to write up 
each theme, using example quotes and annotations 
to write an analytical narrative around the data. 
This involved regular meetings to (i) read, review 
and further consolidate the themes; (ii) draft the 
description of the themes; (iii) review and finalise the 
theme write-up. We made further refinements to the 
themes through discussion with the wider working 
group.

To help address the research aim of understanding the 
wide-ranging barriers and facilitators experienced by 
PSWs across the system, themes were organised into 

wide categories that followed Bronfenbrenner’s ecologi-
cal theory [18]. Key themes were therefore organised 
across the three levels of the macro, meso and micro sys-
tems to provide a framework to help understand the com-
plexity and interconnectivity of the issues being explored 
and to allow an understanding of the research questions 
from the systematic/ organisational perspective, local on 
the ground perspective, and the individual perspective. 
Bronfenbrenner’s theory moves beyond focusing solely 
on individual characteristics or immediate environments 
and supports analysis to recognise the how the individual 
is influenced by a web of interconnected systems. This 
approach allows the analysis to acknowledge of the layers 
underpinning the complexities of the healthcare system 
within an increasingly interconnected world.

Findings
We conducted interviews with 35 eligible participants. 
Despite confirming eligibility prior to the interview, four 
participants were excluded post-interview as it emerged 
during the interview that they did not meet eligibility cri-
teria for their peer support role, e.g. they were working 
in unpaid roles. No participants withdrew from the study 
after the interview. Participant characteristics are shown 
in Table  1. Most participants were from a white British 
ethnic background (n = 23), were aged between 35 and 44 
years (n = 11), and female (n = 23). The majority of par-
ticipants worked in NHS settings (n = 21), with fourteen 
working in other settings such as charities or commu-
nity-based groups. Considerable variety in job title was 
found among participants, 11 identified their job as “peer 
support worker”, and 12 identified as senior peer support 
roles or peer support coordinator roles. Other job titles 
included peer consultant, peer coach, peer specialist, 
peer leader, and peer recovery worker.

Themes are presented using three levels representing 
themes coded to the micro (personal), meso (organisa-
tional) and macro (systemic/ societal) levels. Each theme 
level has a number of subthemes outlined in Fig. 1. Fig-
ure 1 highlights the key facilitators and barriers to deliv-
ering peer support associated to these domains that 
are further discussed and exemplified in the following 
section. Data extracts and quotations to illustrate each 
theme and key analytic points are presented in a supple-
mentary table (S3 Appendix).

a. Micro level: doing the work.

Participants spoke about the core values and unique ele-
ments that make the peer support role different to that 
of their non-lived experience colleagues. When explor-
ing elements of what PSWs do at an individual level of 
the role, there were three core areas in which influences 
on how effectively peer support could be delivered were 
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identified; (i) exploration of the need to strike a bal-
ance between the flexibility needed to do PSW and hav-
ing some structure in relation to job role to aid against 
job ambiguity, (ii) the unique element of PSW in which 
PSWers use their lived experience to be a bridge between 
clinical colleagues and service users, and (iii) the unique 
aspect of PSW requiring a balance between being open 
and personal, but boundaries and safe. These three sub-
themes are explored below:

i. ‘You need flexibility and structure in this role’: 
striking the balance.

Many participants spoke about the need for the role to 
be flexible in its nature to ensure that they are delivering 
a person-centred approach, a core value of peer support 
work. Peer workers described a tension between flexibil-
ity that can be useful in developing the role in a way that 
feels right to them and the service users and working with 

a structure that provides clarity and security, which pre-
vents being asked to undertake work that does not seem 
a good fit with a peer role. While flexibility was seen as 
an important facilitator to delivering the core elements 
of the work, it was also felt to be a barrier to delivering 
effective peer support for some participants, particularly 
for those working in third sector roles where it was felt 
that there was too much flexibility and that there was a 
need for some structure in the role to aid clearer expec-
tations and boundaries for the role. It was felt that hav-
ing clearer structure and expectations would facilitate 
PSWs to undertake their role more effectively as it helped 
to ensure the role was contained and understood. With-
out this, some participants felt their role was ambiguous, 
evidenced by people asking them to fulfil tasks outside 
of their remit, e.g. helping with physical restraints on 
inpatient wards. In contrast, participants who worked 
in more structured roles, i.e., roles with fixed guidelines 
regarding types of support offered (e.g., delivery of struc-
tured self-management tools) and the number of sessions 
that can be offered, noted that this acted as a barrier to 
them delivering peer support as intended as they were 
restricted in what they could offer. Furthermore, there 
were concerns from peer workers that the role was 
becoming too closely integrated into standard clinical 
practice, and thus the role feeling more like a clinical role 
rather than being peer support. Clinically led task such as 
being hands-on during restraint or the delivery of CBT 
interventions were examples of when PSWers felt their 
role was reflection a clinical role or feeling like it was 
becoming an assistant psychology role rather than PSW.

ii. ‘We work differently’: having a shared connection 
with service users’.

At the core of the work delivered, PSWs felt it was impor-
tant that they kept a clear distinction between themselves 
as peers and clinical staff, with the shared experience as 
a core element that helped to distinguish this difference 
in how individuals connect and experience the support 
provided by a peer worker in contrast to a clinician. This 
shared experience was seen as a key factor in facilitating 
a connection with service users and building the relation-
ships with them. Examples of peer workers being able 
to connect with service users who are either disengaged 
from or perhaps neglected by traditional clinical services 
displays how a shared connection can be used to improve 
care for service users and help them re-connect with ser-
vices. Peer workers therefore have unique skills which 
they report enable them to build connections between 
clinical services and service users that is embraced by 
professionals and service users alike.

The experience of mental ill health and use of mental 
health services shared between service users and peers 

Table 1 Participant characteristics
Characteristic Category Number
Age (years) 18–24 years 6

25–34 years 6
35–44 years 11
45–54 years 6
55–64 years 5
> 65 years 1

Gender Female 23
Male 10
Non-binary/gender self-defined 2

Ethnicity White British 23
Asian or South Asian 5
Other white 3
Black Caribbean 2
Black African 1
Any other mixed or multiple ethnic 
backgrounds

1

Peer support role Peer Worker 23
Senior or managerial peer support 
worker role

12

Peer support setting NHS* 21
VCFSE sector services, e.g. charities, 
community-based groups, or educa-
tion settings

14

Contract type Permanent contracts 20
Fixed term contracts 15
Self-employed 1

Employment type Full time 17
Part time 18

Length of time in 
peer role

< 1 year 11

1–2 years 9
2–5 years 9
5–10 years 4
> 10 years 2
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was felt to be an important facilitator to delivering effec-
tive peer support, reducing power dynamics and hierar-
chies and creating more of an equal playing field. This is 
particularly felt to be important where people have had 
poor experiences of mental health services, have experi-
enced iatrogenic harm, or have mistrust in services due 
to cultural or systemic barriers. Through a PSW being 
able to understand the impact of these harms on the 
service user, it creates mutuality and helps them feel the 
peer is there to support them and their goals, instead of 
operating as a component of the system. Furthermore, 
peer workers felt this shared experience moved beyond 
experiences of mental illness or problems to encompass a 
more diverse, intersectional lens, e.g., understanding not 
only sharing an experience of mental health conditions 
but also understanding how this may be experienced 
from the perspective of a man, or someone from a black 
background. While there was real value felt by having 
peers sharing themselves, some peer workers from ethnic 
minority backgrounds faced challenges when they were 
working in wider teams with no colleagues from similar 
backgrounds or when they experienced initial prejudice 
from service users during their work.

iii. ‘It’s important to be open about my experience 
but you have to have boundaries’: being open but 
boundaried.

A core feature of peer support work is the PSW and ser-
vice user having lived experience and shared understand-
ing of mental ill health, but participants reported that to 
do this in a healthy, safe and effective way they needed to 

be clear about how much of themselves and their expe-
riences they are willing to share with others. Sticking to 
such boundaries was considered important in avoiding 
burnout and relapse, as participants said that the emo-
tional burden of sharing their own traumas and reliving 
difficult experiences, as well as hearing other people’s 
pain was challenging and not always acknowledged by 
colleagues and managers. This was also enhanced by hav-
ing clear personal boundaries about how much you were 
willing to share and having self-awareness of your own 
triggers.

Participants felt that having training in how to utilise 
lived experience, set boundaries and have self-awareness 
about sharing was seen as key in peer support roles to 
ensure safety of self and service users. A further facilita-
tor to ensure PSWs could work within safe boundaries 
was identified as having a clear job role, and clear expec-
tations and prescribed limitations. Where participants 
faced job ambiguity, there was a sense of being unsure of 
the limits that they could set in their work, and perhaps 
being subject to pressure from their clients, or co-option 
by staff to assist with other work.

b. Meso level: working within the organisation.

Participants recognised that they did not deliver their 
work in a vacuum, and that it was important to contex-
tualise this personal delivery of work within the wider 
working culture in which they were situated. The sup-
port they received from managers and colleagues, as 
well as the connections they had with other team mem-
bers all had an impact on how they could deliver their 

Fig. 1 Key themes
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work. Furthermore, how peer support work was viewed, 
whether it was valued, and the knowledge about PSW 
across team members and wider colleagues was felt to 
influence this. These themes are explored in more detail 
below:

i. ‘Sometimes peer support is really, really hard…’: 
the importance of good support and supervision.

Given the emotional responsibility and intensity that is 
experienced by PSWs, participants felt good support was 
necessary to be able to deliver effective peer work. Most 
participants reported feeling well supported in their role, 
with high value placed on the support they received from 
their managers. Several peer workers in the third sector 
reported more inconsistency in or absence of the support 
element that their NHS counterparts reported.

It was felt that this support should be flexible to mir-
ror the nature of the PSW role, with PSWs reporting the 
benefit of utilising a range of support structures includ-
ing from direct line managers as well as through external 
clinical supervision with lived experience practitioners 
and other reflective spaces. Having shared ownership of 
the agenda for formal supervisions and support sessions 
was seen as helpful to many participants as it allowed 
them to utilise these spaces for what was important to 
them and their role. This meant elements of the role that 
might cause anxiety and the finer details of working with 
service users could be discussed and supported. While 
formal sessions were valued and necessary to help peers 
do their job well and safely, informal support was also 
helpful, including managers being contactable outside 
of pre-arranged meeting times. This informal support 
was particularly valuable when things were difficult, or 
for people predominantly working alone, e.g., doing lone 
work, or work in rural areas.

ii. ‘No peer is an island and all that’: the impact of 
the wider team.

Most participants who worked within a wider, multi-dis-
ciplinary team felt that they had good working relation-
ships with their coworkers within their immediate team 
and that this contributed to their enjoyment of the role. 
In addition, these positive team relationships were felt to 
add to the informal support that peer workers received. 
For those who were in large multidisciplinary teams 
(MDT), being integrated into a team with people in dif-
ferent roles was beneficial, as it allowed them to learn 
from others and provided safe spaces to discuss issues 
in their work and problem solve. This was particularly 
felt across NHS roles. For those who were able to con-
nect with other peer workers this was felt to enhance 
their experience of being a PSW as the shared experience 

of doing the role built a connection and helped them to 
share knowledge and skills to improve their practice. For 
some without these connections, they reported feeling 
isolated in their role.

While most participants felt they had positive working 
relationships with colleagues in their team some faced 
challenges when being open about their experience of liv-
ing with mental health problems. Specifically, they noted 
the negative impact of colleagues’ assumptions about 
those with lived experience and fears regarding an indi-
vidual’s vulnerability or risks, and concerns about saying 
the wrong thing were felt to impact working relationships 
and work more widely. This feeling of fear of colleagues 
who are clinicians was more prominent in areas where 
peer work was new, e.g., eating disorder services. Train-
ing team members who are not peer workers in peer sup-
port principles was seen as beneficial to the wider team, 
helping to break down barriers to promote acceptance 
and integration of the peer role.

iii. ‘Do you know what peer support is?’: the 
heterogeneous nature of the peer support role.

The peer support role was felt by participants to be het-
erogeneous and diverse, with many regional and local 
variations, reflective of the wide and varying nature of 
mental health services. This contributed to a lack of clar-
ity regarding the roles, e.g., the role is hard to define and 
understand. Lack of understanding of peer support roles 
had an impact on practical day-to-day working, with par-
ticipants being asked to undertake tasks outside of their 
role and receiving unsuitable referrals from colleagues. 
More importantly, participants felt that the lack of under-
standing concerning peer support roles reflected the lack 
of value being placed on peer support work more widely. 
This ambiguity was more pronounced in services where 
peer support work was new in the organisation, com-
pared to where peer support was established.

Facilitators that were felt to help address these issues 
included having clear strategies, protocols and systems 
in place, preferably co-designed with service users, and 
to have peer support visibility, for example through staff 
training or representation at higher levels within leader-
ship teams. In addition, having managerial and leader-
ship support was felt to facilitate the development of 
such policies and strategies to embed these roles. Having 
suitable peer workers on executive boards and govern-
ing bodies or developing more lived experience or peer 
roles at higher bands were all felt to improve visibility, 
staff buy-in and patient acceptance of peer support while 
also increasing the understanding and value of peer work 
across managers and staff. For some, this increased ‘pro-
fessionalisation’ of PSW as a role was seen as a positive 
factor as it addresses this issue of role ambiguity and by 
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having recognised qualifications this may in turn increase 
the value held of these roles. For others however, this was 
seen as a barrier to the core values of PSW, as it works 
towards removing flexibility from the role and assimilat-
ing it into the clinical system.

c. Macro level: beyond the workplace – systemic 
factors.

There was acknowledgement among participants of 
wider systemic issues affecting PSWs such as funding, 
pay, job instability and career progression. It was impor-
tant to consider how these wider, structural factors have 
an impact on the delivery of peer support work, as well 
as their personal impact on the PSWs. These themes are 
explored in more detail below:

i. ‘The frustration of it is not having funding for 
peer support workers’: the impact of limited 
funding and resources.

Almost every participant noted frustrations or challenges 
facing peer support work because of limited funding and 
a lack of resources both for the current workers and for 
the further development and growth of peer work set 
out in key policies and strategies. Frustrations included 
the stagnant nature of the role due to limited resources 
for development, training or progression, as well as the 
challenging interface this creates when informing service 
users there are not resources for longer term support. 
The lack of resources not only referred to limited fund-
ing for staffing or support systems but also for more basic 
elements needed to do the job. Participants reported not 
having access to computer equipment, funds to pay for 
travel to attend vital training sessions, a lack of office 
space which for one participant lead to them having to do 
all meetings including supervision and client meetings in 
public coffee shops, and not being able to claim expenses. 
Such restrictions around allocation of funding, resources 
or expenses had an immediate impact on people’s ability 
to deliver their work.

Funding decisions was felt by participants to be related 
to the value placed on PSW. While it was acknowl-
edged that services for mental health are underfunded 
and stretched, it was felt that this was more prominent 
for PSW with a lack of funding for long-term posts and 
lack of investment into resources like training being felt 
strongly. While not unique to PSW, the fact these issues 
were perceived to be hitting PSW harder than other 
workers suggested that peer work was not as valued as 
clinical roles in the organisation.

ii. ‘There are a lot of problems around retention, 
people leave because they need money!’: low pay 
and lack of progression.

Overall, the low level of pay and lack of progression for 
PSWs was felt to be a considerable issue facing this area 
of work. Low pay was felt to represent the lack of value 
placed on PSW in the mental health system, with some 
participants feeling that it showed that the importance of 
peer work still wasn’t recognised for being the vital but 
hard and effective work that it is. Other factors related to 
how peer support was organised in practice that added 
to participant confusion and frustration regarding pay 
and progression for these roles included inconsistent 
pay scales and bandings, and the set-up of these roles, 
e.g., some staff being paid by a third sector organisation 
but embedded in the NHS. The ambiguity about band-
ings, career development, and lack of transparency in 
the role descriptions creates a very unclear picture of 
peer support and its place in the wider system. This was 
not consistent across participants, with some people 
acknowledging that they are happy with their banding 
or pay scales. Participants were motivated to continue 
this work due to their love of the role and its role in their 
recovery.

In addition to pay, there were challenges regarding pro-
gression in the role. Many participants felt that although 
they loved the nature of peer work, the lack of progres-
sion and career development in the role may mean they 
have to look to other employers or other roles to fulfil 
their career needs. It was suggested that many people 
leave the role due to the lack of career prospects and con-
sequently, the organisation loses the PSWs’ lived experi-
ence expertise. Some participants reported they were 
happy with their current role and did not want to transi-
tion into a different role to develop their career.

iii. ‘It’s really complicated!”: Working in complex 
mental health systems.

Working within the wider mental health system brought 
complexity to PSW roles. This was more pronounced for 
those working in the NHS as this has its own politics, lan-
guage and structures to navigate. Working within mul-
tidisciplinary teams, where there were many competing 
demands and views to negotiate and understand could 
be challenging. Being embedded in teams and collaborat-
ing with a range of services was felt to help peer workers 
understand how services may link up and to see the big-
ger picture but was still experienced as very challenging, 
frustrating, and ever changing. As well as the nature of 
the NHS as a very large organisation with many moving 
parts, participants noted the challenge of having to navi-
gate the siloed working and red tape within the system in 
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which there was felt to be a lack of cohesion between and 
within services. As a result, some feared that peer work 
would itself become overtaken by this culture rather 
than retaining its core elements as a flexible and person-
centred way of working. Some participants reported that 
they felt hopeless in navigating a complex system which 
contributed to feeling burnt out and challenged in deliv-
ering interventions that instil hope to clients. This was 
particularly salient for those working in rural areas in 
which they were often in a small team, or where there 
was only one peer worker (Table 2).

Discussion
The findings presented within this study provide insight 
into the facilitators and barriers that influence whether 
PSW are able to deliver peer support effectively. While 
the findings identify a varied workforce and experiences, 
with PSWs spanning a range of mental health settings, 
specialisms, and regions, there were overarching facilita-
tors and barriers identified as important to PSWs. These 
included the need for support, supervision and training 
to ensure PSWs are skilled in delivering the unique ele-
ments of their job, e.g., understanding boundaries for 
working and sharing their lived experience. This not only 
highlights the need for self-awareness and personal strat-
egies for engaging with the work, e.g., adaptability and 
flexibility to deliver person-centred care, but also allows 
us to view the important role of team members, man-
agers and organisations in providing space and support 
to allow PSWs to do this work. Organisations must take 
their duty of care towards PSWs seriously and ensure 
clear guidelines are in place regarding engagement 
with clients and the importance of self-care is regularly 
addressed. The findings from this paper show that team 
preparation and ongoing support for teams is necessary; 
this is not only a responsibility for managers and supervi-
sors but also a role for co-workers and wider team mem-
bers as this helps to foster a positive working culture in 
which team members can learn from PSWs, and PSWs 
can feel supported in the challenges of the work, draw-
ing on and sharing their personal experiences of mental 
distress and recovery. It was recognised that to enable 
these key factors there is a need for wider systemic sup-
ports and cultures, including having clear PSW strategies 
to ensure clarity about what PSW is, and what the role 
adds to the current systems and for whom. Furthermore, 
there is a need for sustainable funding, with clear oppor-
tunities for PSWs to develop and grow, with clear career 
pathways. These systemic elements all add to a culture of 
value for PSW, and work towards tackling key barriers 
observed across all levels, e.g., motivation, ambiguity of 
role, and flexibility in the role.

Many of these issues confirm and validate previous 
reported findings [2, 7, 19–22]. However, by providing 

insight into the layers at which these barriers and facilita-
tors exist and inter-relate, and by helping to understand 
how PSWs can be supported personally and at an organ-
isational and systemic level, we can help inform how 
workforce plans to increase PSW roles in mental health-
care are implemented effectively [9, 10, 23–25]. Many 
of the concerns identified in this study are addressed 
within these frameworks and policies, therefore future 
work needs to explore whether these guidelines are being 
implemented and whether concerns about pay and career 
development are being fully addressed.

One key element highlighted within these findings was 
the ambiguity of PSW roles and what is considered peer 
support. This is a longstanding issue that continues to 
face PSWs globally [26–28], and is particularly important 
as PSW roles keep developing to include the evolving 
nature of remote and teleworking, as well as the expan-
sion of PSWs into specialist areas such as services for eat-
ing disorders or rough sleeping. As a result, systems are 
needed to ensure the role can work in this way, through 
provision of training to the PSWs and their colleagues, 
recognised qualifications, and the provision of suitable 
supervision and support.

In addition, the findings of this paper add to our under-
standing of the potential friction between the PSW role 
as a distinct and independent role that is positioned to be 
an ally for service users within clinical settings, and the 
need or want for PSWs to be more integrated into wider 
clinical teams [29]. There is a real need to strike a balance 
in which the role can continue to provide the allyship 
and flexibility that is unique to the PSW role, without 
losing the closer working and support that can be pro-
vided by clinical colleagues and within the wider organ-
isational systems. There was recognition that the system 
has a place for both elements, although a distinction was 
needed to ensure that the unique element of PSW utilis-
ing lived experience perspectives was enabled and not 
lost or sidelined. Furthermore, these findings highlight 
the tension that faces PSW roles as they become more 
embedded in clinical institutions, leading to the potential 
for these roles to be co-opted and assimilation into more 
clinical processes thus risking PSWs losing their unique 
standpoint. As noted within the findings and within the 
wider literature, PSWs are concerned about the potential 
of such peer drift happening and the roles deviating from 
the practices that distinguish peer workers from clinical 
providers [1, 30]. Given the unique elements of the role 
that provide a ‘bridge’ between the service user and ser-
vices, careful attention and effort must be made by ser-
vices to ensure that such systematic co-option doesn’t 
occur for the peer workforce and that the underlying 
principles of peer working remains central to the role. 
These tensions may be addressed by tackling the barrier 
of role ambiguity experienced by some of the participants 
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Table 2 Key facilitators and barriers to delivering effective peer support identified by system level
Facilitators Barriers

Micro 
level

• Having flexibility and autonomy in the role to allow delivery of 
person-centred care.
• Having a structured workplace and job role to provide clarity 
about the role, support structures, and boundaries of what a PSW 
does and doesn’t do.
• Being to some extent outside the clinical team to ensure that 
the PSW can act as an ally to service users.
• Seeing impact of PSW for service users to provide motivation 
and encouragement for doing the work.
• Disclosing a shared experience with service users as way to 
build relationships.
• Having self-awareness of boundaries (e.g., what you are happy 
to share with service users and colleagues), including under-
standing of own triggers.
• Having training on safety and boundaries regarding sharing 
personal experiences to support personal and professional work-
ing structures.

• Role ambiguity can create confusion about what PSW is, or what a 
PSW does/ doesn’t do.
• Lack of management and support.
• Having too much structure and a lack of flexibility in the role hamper-
ing delivery of person-centred care.
• Being too boundaried about lived experience can hamper relation-
ships with service users, knowledge of PSW, and can block the ‘unique 
element’ of what PSW does.
• Lack of standardised policies about disclosure of shared experience.

Meso 
Level

• Having a good working relationship and trust with present and 
receptive manager or supervisor.
• Having a choice of options for support, supervision, and/or 
reflective practice, including choice for an external supervision
• Flexible working conditions, allowing for reasonable adjust-
ments for mental health needs
• Having connections with other lived experience colleagues, 
particularly having a manager or mentor with lived experience 
to provide support and guidance around using lived experience 
professionally.
• Access to learning and training, particularly training relevant 
to area of mental health working, e.g., specialist services such as 
eating disorder services.
• Strong relationships with wider team members to harness a 
feeling of connection and community.
• Professionalisation of the PSW role, including completing 
qualifications in the area, increases feelings of validity and value 
of the PSW role.

• Lack of clear and timly management, supervision and support 
structures.
• Lack of manager or leadership buy-in for PSW reflecting a lack of value 
at this level placed on PSW.
• Universal PSW training misses the needs of those in specialist areas 
of mental health (Eating Disorders, Early Intervention in Psychosis, 
inpatient etc).
• Lack of training beyond core PSW training, e.g., statutory and manda-
tory training.
• Variations in support depending on employer e.g., NHS vs 3rd sector.
• Isolation and disconnection from other peer workers, and other non-
peer worker colleagues.
• Assimilation/ institutionalisation into clinical teams making PSWs feel 
uncomfortable or losing the unique skills and elements of what peer 
support is.
• Lack of understanding from others and self about what the PSW role 
is (and is not).
• Professionalisation and assimilation to clinical structures of PSWs lead-
ing to a loss the nature of PSW

Macro 
Level

• Investment in workforces shows systemic value for PSW
• Seeing career opportunities.
• PSWs in workforce plans or policies provides hope and value for 
future of PSWs.
• Flexibility of peer support pathways and employment 
arrangements.
• Embedded training to wider staff across and throughout 
system to understand the role of PSWs and create a culture 
change towards accepting and acknowledging the role of Lived 
Experience.
• Having a variety of PSW roles means it can be applied across a 
range of settings and availably across the MH system.

• Inconsistent funding for PSW affecting job insecurity, implementation, 
structures for supporting the working of PSW, and longevity/ future 
planning for PSW within a service.
• Hard to evidence impact and make a case for PSW funding.
• Lack of resources e.g., computers, office space etc.
• Low pay and a lack of career progression/ opportunities for PSWs lead-
ing to a culture lacking the value of PSW within and across a service.
• Losing good skills/ people because of low pay/ banding/ needing to 
go elsewhere to progress.
• Lack of equity with other professionals.
• Regional inequalities in resources and funding.
• Service variation and inequalities
• Complexity of the MH system
• Lack of service availability for ‘client’ makes work harder e.g., signpost-
ing, and makes PSWs feel hopeless
• Lack of policies and plans for implementation and support for PSW 
more widely shows lack of value of PSW
• Changing structures creates an unsteady environment for implement-
ing PSW.
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of this study, which has also been attributed to high burn-
out and poor job satisfaction within the wider literature 
[7, 31].

Strengths and limitations
This paper has a strength in the wide range of partici-
pants that were included, showing the diversity and range 
of peer support roles in England. This allows our findings 
to exemplify the commonality of many of the facilitators 
and barriers facing the whole workforce. Furthermore, 
this study used a self-selection recruitment approach and 
only included views from individuals currently employed 
within paid PSW roles, and many of these had only 
been in position a relatively short time. Future research 
would benefit from including PSWs who have both been 
employed longer, and those who have left the profession 
to understand the longer-term impact that this work may 
have on them, and how the barriers identified within this 
work may impact recruitment and retention. n.

Implications for policy and practice
The findings in this paper have clear implications for 
both policy and practice. At a workforce management 
level these finding present indicators for the needs of the 
PSW workforce by identifying the factors that help and 
hinder them doing their roles. There is a clear need for 
attention to be paid to the career development pathways 
aligning with the progression pathways that exist for 
other healthcare professions. As noted within this paper, 
without these clear progression pathways skilled PSWs 
are likely to leave for other roles such as nursing or psy-
chology where there are clear pathways for promotion 
and growth. These issues can only be done when there 
are longer term secure funding streams in place to tackle 
the key issues of fixed term contracts and job insecurity 
within the field. Some participants had started peer work 
as volunteers. There is a place for this, and it can help 
someone decide if it is a potential career for themselves 
or not without the commitment. However, in mental 
health care in particular, stability of staff and those who 
support you is important, and volunteer roles are likely 
to be less stable than employed PSWs. Finally, volunteers 
must not be used as a substitute for paid staff and PSW’s 
must not be used as a cheap option to dispense with clin-
ically trained staff. In a healthy organisation all these will 
work together in a symbiotic way.

In practice, the emotional burden of this work cre-
ates a need for more support for PSWs at the individual 
level through the provision of supervision and clear line 
management, and support from other peers and clinical 
colleagues. While training is growing in the field and is 
highly valued by PSWs, these findings demonstrate that 
there is a need to provide additional training and aware-
ness of peer support across teams including clinical 

colleagues and managers in leadership or senior organ-
isational roles, something that is becoming part of the 
new normal in mental health services [32]. Such training 
can ensure that the value of PSWs and clarity about the 
role, understood and valued in line with the regional and 
local policies and frameworks [9]. Health professional 
educators also need to ensure that continuing, or contin-
uous, professional development (CPD) and pre-registra-
tion training curricula include content on the nature and 
purpose of PSW roles in the modern mental health work-
place [33]. Furthermore, the findings indicate that organ-
isations need a clear PSW strategy so that opportunities 
for development, promotion and influence are clear.

Conclusion
In conclusion, this paper highlights the complexity facing 
PSWs noting numerous facilitators that can better sup-
port them in their roles and numerous challenges that 
can create barriers. Issues outlined note the importance 
of having clarity in the role; the need for balance between 
flexibility and structure in the role; the need for support 
in the form of connections with other lived experience 
workers, colleagues, and managers; as well as the need 
for recognition and value being placed on the PSW role 
through increased funding, promotion, qualifications and 
career development opportunities. While some of these 
issues have been previously identified within the litera-
ture, they remain significant to PSWs in todays’ work-
force. Given the increased number of peer workers and 
a growing demand for their work and the increased reach 
that PSWs are having in mental health services, there is 
a real need for these barriers to be addressed and facili-
tators to be enhanced to ensure that peer workers can 
deliver their work effectively.

Lived experience commentary (written indepen-
dently of this study by Dr Hannah Lewis and Mark 
Holden, members of the wider MHRPU Lived Experi-
ence Researcher team).

As lived experience researchers (LERs), we welcome 
this paper which explores the barriers and facilitators 
to implementing roles as peer support workers (PSWs), 
where people apply their experiential knowledge in 
supporting others to manage their mental health. It is 
encouraging to see a more “collaborative, participatory 
approach” when the research team conducts qualitative 
interviews with participants. However, it would’ve been 
better to also explore the positionality of the research 
team alongside similar demographics collected from 
research participants. The paper recognises how peer 
support is recovery-focused, and rooted in “person-cen-
tred outcomes, such as social inclusion and empower-
ment, rather than traditional clinical outcomes, such as 
psychiatric symptomatology”.
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Furthermore, this paper alludes to tensions surround-
ing the mandate from the NHS to formalise PSW roles. 
It highlights the ambiguity in defining the role, which is 
a barrier for PSWs currently – and we share concerns. 
Whilst we appreciate that formalising these roles can act 
as a facilitator by enabling standardised career progres-
sion pathways and competencies, we acknowledge that 
this could appear to be contradictory to the grassroots 
origins of PSW roles. However, it is important to ensure 
that PSW roles have consistent, standardised training 
and good quality supervision applied across all mental 
health settings, enabling role-specific competencies and 
psychological safety for both PSWs and the people they 
support.

This paper is a positive step in considering some criti-
cal barriers and facilitators in embedding PSWs across 
mental health services. Whilst the benefits of their 
involvement in mental health services is undeniable – 
with their role “being a bridge” and fostering trust and 
hope – a PSW is only as good as the service they work in 
and should not be seen as a ‘silver bullet’ in mental health 
care. Hiring more PSWs should not detract from some of 
the systemic failings that remain in mental health service 
provision.
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