
R E S E A R C H Open Access

© The Author(s) 2025. Open Access  This article is licensed under a Creative Commons Attribution-NonCommercial-NoDerivatives 4.0 
International License, which permits any non-commercial use, sharing, distribution and reproduction in any medium or format, as long as you 
give appropriate credit to the original author(s) and the source, provide a link to the Creative Commons licence, and indicate if you modified the 
licensed material. You do not have permission under this licence to share adapted material derived from this article or parts of it. The images or 
other third party material in this article are included in the article’s Creative Commons licence, unless indicated otherwise in a credit line to the 
material. If material is not included in the article’s Creative Commons licence and your intended use is not permitted by statutory regulation or 
exceeds the permitted use, you will need to obtain permission directly from the copyright holder. To view a copy of this licence, visit  h t t p  : / /  c r e a  t i  
v e c  o m m  o n s .  o r  g / l  i c e  n s e s  / b  y - n c - n d / 4 . 0 /.

Wells et al. BMC Psychiatry          (2025) 25:460 
https://doi.org/10.1186/s12888-025-06851-y

BMC Psychiatry

*Correspondence:
Domenico Giacco
domenico.giacco@warwick.ac.uk

Full list of author information is available at the end of the article

Abstract
Background Relatives/friends (carers) of people who are involuntarily admitted to a psychiatric hospital report 
high levels of stress, feelings of isolation and exclusion from their patient’s care. One-to-one peer support is widely 
implemented for patients, facilitating mental health recovery. Preliminary evidence reports that peer support may 
benefit carers too, but a one-to-one peer support programme to help carers when their relatives/friends are in 
hospital has not been developed.

Objective To explore carers’, patients’, and professionals’ views on what an accessible, feasible and helpful one-to-
one peer support intervention should consider for carers of patients treated under the Mental Health Act (MHA) in 
England.

Method Nineteen one-to-one interviews were conducted online with five carers, four patients, four clinicians, four 
independent mental health advocates and two behaviour change experts. Participants had experience of either 
being treated or supporting someone treated under the MHA within the last 10 years. Audio recordings of the 
interviews were transcribed, and data were analysed using thematic analysis.

Results Five themes were identified: (a) carer availability and awareness; (b) peer support flexibility; (c) early 
promotion of peer support; (d) appropriate training and support for peers, and; (e) anticipated impact of peer 
support. Carers’ lack of time and awareness of support were reported as key barriers to accessing peer support. To 
address this, participants emphasised the need for early introduction of support following patients’ hospitalisation 
and flexible delivery through various communication channels. They also highlighted the need for robust, interactive 
training for peer supporters. Expected benefits included improved carer and peer supporter wellbeing and increased 
carer knowledge and empowerment.

Conclusions These findings highlight the need for structured training for peer supporters and a flexible, accessible 
peer support programme for carers. The findings can inform evidence-based co-production of a carer peer support 
programme for use in England, which could improve carer wellbeing, knowledge and empowerment.
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Background
Involuntary admission to a psychiatric hospital has a sig-
nificant impact not only on the lives of the patients who 
are detained, but also their relatives and friends who 
support them, also known as carers [1]. The experience 
of involuntary hospital admission was described by car-
ers as traumatic [2]. Carers reported feeling isolated dur-
ing the detention of their relative/friend and often felt 
excluded from their relative’s/ friend’s assessment and 
care, causing frustration with mental health services [1–
3]. If carers are left without support, it can have a det-
rimental impact on their mental and physical health [4], 
increasing their risk of developing diagnosable physical 
and mental health disorders [5]. These negative experi-
ences could, in turn, limit carers' capacity to provide the 
necessary support to their relatives or friends, potentially 
leading to poorer patient outcomes [6].

Currently, carer support groups are available, delivered 
by carers with lived experience, also known as 'peer sup-
porters', which have been associated with lower rates 
of depression and caregiver burden [7]. However, these 
support groups face challenges, including carers having 
to repeatedly discuss their situation, difficulties finding 
a convenient time to meet and personal, intimate feel-
ings not being adequately addressed [7]. Two recent tri-
als of online carer support programmes, which included 
a peer-to-peer web chat group forum moderated by 
both professionals and trained peers, were not effective 
at reducing carer distress or increasing wellbeing [8, 9]. 
However, online support has been found to be helpful 
and as effective as face-to-face support in other mental 
health contexts [10–12]. The National Health Service 
(NHS) recommends using various communication chan-
nels to engage carers [13], suggesting that both online 
and in-person peer support should be made available. 
However, it may be that one-to-one peer support models 
are required.

One-to-one peer support could effectively address the 
challenges associated with previous peer support pro-
grammes. One-to-one peer support for mental health 
patients has been found to be feasible and effective in 
facilitating recovery following an acute episode of men-
tal illness [14]. However, there is currently little evidence 
available regarding the benefit of one-to-one peer sup-
port for carers of mental health patients.

To our knowledge, there is only one, one-to-one carer 
peer support programme that has been developed, the 
Experienced Involvement (EX-IN) programme, created 
in Germany. Carers who participated in this programme 

reported a significant reduction in caregiving burden 
and an increase in mental health-related quality of life 
[15]. Part of this programme’s success may be attributed 
to its flexibility in both delivery and content, which was 
identified by previous research as key to successful peer 
support programmes [16–18]. However, this programme 
needs to be adapted in view of the differences surround-
ing mental health legislations between England and Ger-
many, and the current context of carer-focused work 
within the mental health system in England. To effec-
tively adapt the programme, it is important to under-
stand how carer peer support should be developed in 
England to support carers and contribute to long-term 
improvements in the mental health care system.

We previously explored what type of support carers 
of patients treated under the Mental Health Act (MHA) 
would like to receive [19]. We found that they required 
more information surrounding mental health service 
processes and legalities, including their rights, the rights 
of their relatives/friends and practical aspects such as a 
carer’s assessment. Carers also wanted a single, named 
contact, ideally with lived experience, to provide ongoing 
information and emotional support. This previous study, 
while focusing on general support, highlights the value 
of peer support and provides a strong understanding of 
carers’ needs. However, it is important that specific needs 
relating to peer support, including for example organ-
isational barriers and requirements, are explored to fully 
inform a peer support model for carers.

Incorporating users’ perspectives in the design of a 
carer peer support programme, known as co-design, is 
important in ensuring that such a programme is suitable, 
acceptable and beneficial [20]. Without these perspec-
tives, peer support programmes risk missing important 
information required for both peer supporters and car-
ers, and may fail to address key support needs [21]. It is 
also important to consider the views of not only carers 
but those directly in contact with carers, such as profes-
sionals and patients. These groups bring varied experi-
ences and knowledge of the mental health care system, 
and their input can help to ensure the programme bene-
fits all parties. A programme shaped by this range of per-
spectives is more likely to be successfully implemented 
and sustained within the mental health care system, 
positively impacting these services long-term. Therefore, 
the current study aimed to explore carers’, patients’, and 
professionals’ views on what an accessible, effective and 
impactful peer support intervention for carers should 
look like.
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Methods
Design
This was a qualitative, semi-structured interview study. 
Data were analysed using thematic analysis [22] with 
codes and themes identified using a hybrid inductive-
deductive approach [22, 23]. This approach combines 
analysis using a pre-existing framework, based on previ-
ous research on carer peer support [15], with direct anal-
ysis of this study’s interview data to identify new themes. 
This approach provides a more comprehensive under-
standing of the research topic than either an inductive or 
deductive approach alone [23]. Specifically, this analysis 
helped identify key elements from a successful carer peer 
support model in Germany [15] that were relevant to the 
English context, while also highlighting aspects unique to 
professionals, carers, and patients in England.

Ethical approval was granted by the West of Scotland 
REC 3 (REC reference: 21/WS/0098). The Consolidated 
Criteria for Reporting Qualitative Research (COREQ) 
guidelines [24] were used to report on the methods and 
results of this study. As part of this criteria, research-
ers’ background, including their relevant experience, are 
reported in appendix 1.

Participant recruitment
Participants were eligible to take part if they were either: 
(1) a relative or friend with experience of supporting 
someone treated under the MHA in the last 10 years; (2) 
someone who had been treated under the MHA in the 
last 10 years or; (3) a professional (clinician, Independent 
Mental Health Advocate (IMHA) or Behaviour Change 
Expert (BCE)) with experience of treating someone 
under the MHA within the last 10 years. All participants 
had to be from England, 18 years or older and have the 
capacity to consent.

We aimed to recruit five carers, three patients and nine 
professionals including three clinicians, three IMHAs 
and three BCEs. We aimed to recruit a range of par-
ticipant groups to capture diverse experiences to ensure 
the programme benefits all those likely to be involved in 
carer peer support. In these cases, alternative strategies 
for ensuring research credibility and rigor are required, 
such as investigator triangulation [25, 26]. Therefore, we 
employed three multidisciplinary researchers (IW, AGM, 
KW) to code the data, with decisions regarding final 
themes made by four multidisciplinary researchers (IW, 
AGM, KW, DG).

We aimed to interview nine professionals to under-
stand how to develop a peer support programme that 
is effective for beneficiaries and feasible within mental 
health care services. We focused primarily on profes-
sional groups whose roles emphasise person-centered 
care, empowerment, and autonomy.

Participants were recruited using a purposive sam-
pling technique [27], considering participants’ role (carer, 
patient, professional), geographical location (Coven-
try, Warwickshire, East London and Devon) and ethnic 
group. This was done to capture insight from those with 
varying experience with carers and mental health ser-
vices. Carers and patients were identified through NHS 
records accessed by the clinical team at each participat-
ing site (Coventry and Warwickshire Partnership NHS 
Trust (CWPT), East London NHS Foundation Trust 
(ELFT) and Devon Partnership NHS Trust (DPT)). Car-
ers were also identified through carer groups and flyers 
provided in NHS facilities at each participating site. Pro-
fessionals were identified through principal investigators’ 
(PIs) personal networks and invited to contribute. Demo-
graphic details of recruited participants were regularly 
monitored and discussed with both lived experience and 
professional groups involved in this study, who offered 
suggestions on ways to obtain a more diverse sample. 
From these suggestions, clinical staff discussed the study 
with communities frequented by those from typically 
underrepresented groups (e.g. minority ethnic groups). 
Lived experience and professional members who were 
themselves part of an underrepresented group also dis-
cussed the study with their personal contacts.

Participants received a brief overview of the study. 
Those who agreed to take part were contacted by the 
research team by either telephone or email to arrange a 
suitable time for interview. Carer and patient participants 
were compensated £25 for their participation. Written 
or verbal informed consent was obtained from all par-
ticipants. No participants dropped out once they had 
consented.

Procedure
All participants were interviewed one-on-one by the 
study co-ordinator (IW), which they were informed of 
prior to their interview. IW contacted participants to 
arrange a suitable time for interview, but did not have 
any contact with participants prior to this. The interviews 
were conducted online via Microsoft Teams. No repeat 
interviews were carried out. Field notes were made by IW 
after each interview to aid analysis. Transcripts were not 
returned to participants for comment and/or correction.

Semi-structured topic guides were used to guide the 
interviews, one for each participant group (see appen-
dix 2). The topic guides focused on questions that 
encouraged participants to generate ideas about how 
to develop an accessible and effective peer support pro-
gramme for carers as well as the potential impact of such 
a programme.

All interviews were audio-recorded and transcribed 
verbatim using an external transcription company (Dic-
tate2Us), omitting any personal data. This company 
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respected the same standards of confidentiality used in 
the University of Warwick and NHS.

Analysis
The interview data were analysed systematically using 
an inductive-deductive thematic analysis [23]. A deduc-
tive coding framework was generated by a member of 
the research team (AGM) using findings obtained from 
previous literature [15], with input from IW and DG. The 
deductive coding framework developed was used for our 
previous interview study on 21 carers [19] as well as the 
current study. The transcripts were then systematically 
coded line-by-line according to this framework. From 
this deductive analysis, our transcripts identified eight 
out of the 11 possible codes from the original framework. 
Each transcript was then coded openly to explore any 
additional codes, themes or subthemes found as well as 
to rearrange themes or subthemes based on additional 
codes. Interviews were coded independently by three 
researchers (IW, AGM, KW). This analysis was facilitated 
by NVivo version 12.0 for Windows [28]. The codebook 
was refined through several discussions among authors 
(IW, AGM, KW, DG). Participants did not provide feed-
back on the codebook. The final codebook included two 
subthemes based on codes from the deductive frame-
work while the remainder were generated through our 
inductive coding process. We then generated a logic 
model from the findings to showcase how an effective 
carer peer support programme should be carried out and 
its expected benefits. This model could be used to inform 
implementation of carer peer support by healthcare 
organisations or in future studies.

Co-design process
This study incorporated co-design through two facets: a 
lived experience advisory panel (LEAP), who shaped the 
design, data collection and analysis of the study, and the 
participants, who used their experiences to inform con-
siderations for the development of a carer peer support 
programme in England.

The LEAP involved nine carers of people who had been 
treated under the MHA. Discussions were held with the 
LEAP to inform topic guides, ensuring questions cap-
tured relevant information for informing an effective 
peer support programme. They also reviewed partici-
pant-facing materials for clarity and accessibility for carer 
and patient audiences.

In the analysis phase, the LEAP provided feedback on 
the draft deductive codebook, reviewing the codebook 
and engaging in discussions with the research team to 
ensure that the themes identified were relevant to car-
ers. This feedback was incorporated, and six LEAP mem-
bers later reviewed a draft of the inductive-deductive 

codebook, helping to identify important themes and 
refine subthemes. Their input was crucial in shaping the 
final codebook. Two members further contributed to this 
manuscript, reviewing and sharing their perspectives and 
recommendations.

Professional, carer and patient participants in this 
study have provided insightful suggestions for designing 
an effective carer peer support programme in England. 
These suggestions can inform co-production of a support 
programme for carers, ensuring that stakeholders’ expe-
riences are considered and utilised throughout the entire 
process.

Results
Nineteen participants across three sites (nine from DPT, 
six from ELFT and four from CWPT) took part in an 
online one-to-one interview between December 2021 
and August 2022. Participants included 10 professionals, 
five carers and four patients. Interviews lasted between 
20 and 50 min.

The majority of professionals were clinicians, primar-
ily mental health nurses, and IMHAs, specifically mental 
health care and complaints advocates. One of the BCEs 
also reported having experience as a carer for someone 
treated under the MHA. Details on the characteristics of 
each participant group can be found in Table 1.

Thematic data analysis
Five overarching themes were identified from the the-
matic analysis: (1) carer availability and awareness; (2) 
peer support flexibility; (3) early promotion of peer sup-
port; (4) appropriate training and support for peers, 
and (5) anticipated impact of peer support. Within the 
themes are various associated subthemes. An overview 
of the themes and subthemes identified are outlined in 
Table 2. Supporting quotes have been provided to illus-
trate the themes and can be found in-text.

Carer availability and awareness
Time restraints
Both carers and professionals identified time restraints as 
a potential barrier to carers accessing peer support. Each 
group highlighted their respective busy schedules. Carers 
and professionals felt that the demands of supporting a 
relative or friend during treatment could make it difficult 
for carers to seek or receive peer support. They high-
lighted that carers’ time is often taken up by caregiving 
responsibilities, including frequent communication with 
ward staff and professionals, and managing day-to-day 
tasks. Professionals’ limited time could make it difficult 
for them to discuss support options with carers, includ-
ing promoting peer support, or for carers to approach 
them to discuss support options.
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“I guess, one [challenge] is going to be time because peo-
ple are going to have to commit their time to this while 
struggling in lots of other, I guess, things” (BCE 1).

“I think sometimes just…because the wards tend to be so 
busy, information doesn’t always get passed on to the right 
people.” (IMHA 1).

“it’s knowing that actually resources are limited and get-
ting somebody’s time is quite hard” (Carer 1).

“I’ve got three kids, and with running a business, and 
it’s a bit like, oh my God, trying to do it all is really hard” 
(Carer 1).

Awareness of available support
All three participant groups felt that carers are often 
unaware of services that could benefit them, which could 
become a major barrier to carers accessing peer support. 
Carers and patients suggested that this may be because 
carers are not always provided with this information. 
They felt that professionals should clearly and concisely 
communicate this information to carers and ensure it is 
offered alongside other essential information.

“I think it’s just understanding, because there’s a lot of 
legalities obviously, there’s a lot of stuff that they [profes-
sionals] may not have offered.” (Carer 1).

“Professionals have to realise that a lot people don’t 
know about what’s available to them, especially in this 
situation [having a relative/ friend detained].” (Patient 1).

“I mean, [carers] are going through a hell of a lot when, 
you know, when this is happening to their family, the last 
thing they want to do is basically have to go looking for 
support themselves when the NHS can quite easily do this.” 
(Patient 1).

One carer reported receiving almost no information 
from professionals when their relative/friend was receiv-
ing MHA treatment.

“[Hospital staff] tell you the bare minimum. When you 
go and visit, you’re allowed to visit and that’s about it// 
you don’t get any information, none at all” (Carer 2).

Professionals in this study also identified the role men-
tal health professionals have in the providing this infor-
mation to carers so that they are aware of the support 
available. However, they also emphasise that it can be 
difficult to ensure that this occurs due to the busy ward 
environment.

“the communication isn’t always great, from the profes-
sionals to carers. // I think sometimes just…because the 
wards tend to be so busy, information doesn’t always get 
passed on to the right people.” (IMHA 1).

Table 1 Participant characteristics
Carers (n = 5) Mean years (SD) N (%)
Age 52 (17.0)
Gender
 Female 2 (40)
 Male 3 (60)
Relationship to patient being 
supported
 Parent 2 (40)
 Sibling 1 (20)
 Spouse 1 (20)
 Uncle 1 (20)
Ethnic group
 White 4 (80)
 Black 1 (20)
Patients (n = 4) Mean years (SD) N (%)
Age 39.5 (10.7)
Gender
 Female 1 (25)
 Male 3 (75)
Diagnosis
 PTSD* 1 (25)
 Psychosis 1 (25)
 Paranoid schizophrenia 2 (50)
Ethnic group
 White 2 (50)
 South Asian 1 (25)
 Black 1 (25)
Professionals (n = 10) Mean years (SD) N (%)
Age 46.5 (12.9)
Gender
 Female 7 (70)
 Male 3 (30)
Professional role
 Clinician 4 (40)
 IMHA* 4 (40)
 Behaviour change expert 2 (20)
Ethnic group
 White 7 (70)
 South Asian 2 (20)
 Black 1 (10)
Note: *PTSD = post-traumatic stress disorder, IMHA = independent mental health 
advocate.

Table 2 Overview of themes and subthemes
Themes Subthemes
1. Carer availability and 
awareness

 Time restraints
Awareness of available support

2. Peer support flexibility Offer various channels of 
communication
Tailor support to the individual

3. Early promotion of peer 
support

N/A

4. Appropriate training 
and support for peers

Deliver robust, interactive training
Define expectations and boundaries
Provide continued psychological support

5. Anticipated impact of 
peer support

Increase in psychological and social 
wellbeing
Empowerment through knowledge
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Peer support flexibility
Offer various channels of communication
The findings highlighted the importance of offering car-
ers multiple communication channels for peer sup-
port. Some carers and professionals preferred written 
communication, considering it to be the most desirable 
option. This method was seen as particularly useful in 
cases where communication barriers exist, such as lan-
guage differences or limited time with professionals, as it 
remains easily accessible.

“it’s knowing that actually resources are limited and 
getting somebody’s time is quite hard, so maybe just some 
kind of information sheet, as simple as that really would 
be good” (Carer 1).

“So I’d prefer having it sort of written down and sort of 
something that I can access straightaway.” (Carer 3).

“A printed version that’s available with links for other 
easy read versions or foreign language versions, for exam-
ple.” (Clinician 1).

Written communication was also seen as an opportu-
nity to signpost carers to relevant services through an 
information sheet. Carers wanted these sheets to also 
include details about the treatment process, helping them 
understand what will happen to their relative/friend.

“Just saying, if your friend, family member, whatever it 
is, is being sectioned undera section 2  , then, this is what 
will happen next, or this is the process that they’re likely 
to follow. Just because it was all so new, we’ve never been 
through it before.” (Carer 1).

Other participants thought that the provision of sup-
port through online platforms could be a way to increase 
accessibility. They suggested that these platforms would 
allow carers who are restricted due to geographical or 
other accessibility issues to access relevant services.

“I think it’s about accessibility. So, I think if it was easier 
for a carer to join the meeting remotely especially if their 
loved one is out of area, then that would be adequate.” 
(IMHA 2).

“I think like [online support is] more…it’s easier…I guess 
if you’re a bit like I don’t know if I want to go to the car-
ers [support] tonight, if you know that you could just log 
in and log out on your laptop rather than have to drive 
somewhere and park especially now with petrol prices and 
stuff.” (Clinician 2).

Some carer, professional and patient participants felt 
that information or support communicated through tele-
phone or face-to-face interactions would be preferable as 
this would generate a direct line of contact between the 
carer and peer supporter. This would also give the carers 
an opportunity to have a more in-depth discussion about 
their concerns and receive information that is more per-
sonal to their situation.

“I personally would much rather a phone call and talk 
to somebody” (Carer 4).

“the information online…it doesn’t apply to everyone 
because [patients’] health conditions are actually differ-
ent…it should be said in person because all mental health 
conditions are not the same thing.” (Carer 5).

“I think sometimes people just need someone to talk 
to, and let off steam and, someone else to listen to what 
they’re experiencing. So, if that is on the phone, then, it’s 
better than nothing, yeah” (IMHA 1).

“someone to be able to just go for coffee with and be able 
to talk about how things are and share their experiences” 
(Patient 2).

If multiple communication channels are offered to car-
ers, both carer and professional participants suggested 
that the optimal approach would be for a peer to first 
provide information and support through a phone call 
or face-to-face interaction. This could then be followed 
up with a written summary of the conversation, includ-
ing key information and signposting to relevant services. 
This approach ensures that carers receive direct support 
while also having a tangible resource to refer to in their 
own time.

“So, I think initially you want to speak to somebody and 
make sure everything’s all right. And then I think, follow 
that up with something written in the post or an email, 
anything, really. Something written that you can read and 
just remind yourself of the conversation you had.” (Carer 
4).

“I just think it’s a very emotional time because I feel like 
being given information alongside of having it explained, 
then they can go home and refresh their memory of the 
conversation they have just had.” (IMHA 2).

Tailor support to the individual
Both carer and professional participants mentioned the 
need to make peer support person specific. The previous 
subtheme highlights the heterogeneity of views regarding 
optimal communication, emphasising the need to adapt 
the support offered case-by-case. One way to tailor the 
peer support would be to allow for flexibility in the con-
tent of support offered, adapting the support to fit the 
individual needs of the carer.

“Again, it’s blue sky thinking but tailor [peer support] to 
the family member or the person at the time that you’re 
dealing with [them].” (Carer 1).

“And I’m sure that everyone’s going to be different 
because there’s no one diagnosis fits all. Everyone has to 
be treated in according to what their particular problem 
is” (Carer 2).

“I think it [peer support] should be individualised to 
whoever it is really.” (Clinician 2).

In terms of when support should be delivered to car-
ers, both carer and professional participants emphasised 
the need for flexibility, with regular check-ins, to accom-
modate carers’ other commitments. Carer participants 
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highlighted that some carers, particularly those who 
work, may struggle to access support during standard 
working hours. Carer participants also expressed con-
cerns about carers’ limited emotional capacity to take on 
additional commitments, including peer support, while 
caring for their relative/ friend. Professionals echoed 
these concerns, reinforcing the need for an adaptable 
peer support programme.

“I think it would have to be something that would be 
done on an individual basis, because there are people that 
work a lot, and then there’s people that don’t work, and 
obviously, it’s almost kind of having a conversation again, 
or some kind of an email conversation again whether it’s a 
case of like, is there a good time to get hold of you” (Carer 
1).

“You’d be setting up carers and service users to fail if you 
do it [peer support] between 9:00 to 5:00 because everyone 
works as well and we need to take account of that.” (Clini-
cian 3).

“I don’t know how quickly [peer supporters] can give a 
lot of information because, you’re trying to deal with the 
here and now and like, where is [the patient] going right 
now, and what’s going to happen to them right now.” 
(Carer 1).

“You actually don’t think about anything else except 
how poorly that person is and how you can get them the 
help they need. So, [support has] got to be flexible to the 
differing times and needs of the carers.” (IMHA 3).

Early promotion of peer support
While participants emphasised the need to adapt the 
delivery of peer support to fit carers’ circumstances, 
some patient and professional participants stressed the 
importance of introducing this support to carers as early 
as possible. This early introduction would ensure that 
carers are aware of the support available and can access 
it when it best suits their needs. These participants sug-
gested that support should be offered as soon as possible 
following the involuntary hospital admission of a carer’s 
relative/friend, ideally within 24–48 h. They felt that this 
would remove the need for carers to look for support 
themselves or go through potentially time-consuming 
processes such as referrals.

“As soon as someone is, you know, sectioned under the 
Mental Health Act, you know, one of the first things that I 
would recommend is that the family are… like, you know, 
through some type of leaflet of literature of information, 
they are told about this [peer support] straight away.” 
(Patient 1).

“So, I think it [peer support] needs to come sort of, you 
know, within 24 hours, 48 hours, from the peer support 
worker directly explaining what they do.” (Patient 2).

“So, I think, yeah, the salient issue would be how can 
people get access to that peer support worker as soon as 

they want it basically? So, it’s not like a referral that then 
takes a week.” (IMHA 2).

Appropriate training and support for peers
Professionals identified the need for peers to receive 
appropriate training and support to effectively support 
carers during their relative’s / friend’s MHA treatment. 
Using their expertise in delivering support, they pro-
vided training recommendations and emphasised the 
importance of establishing boundaries. Carers, drawing 
on their own experiences, identified key information and 
support techniques that peers should provide to carers 
during this challenging time. This can be used to inform 
the content of training for peers, equipping them for 
effective discussions with carers.

Deliver robust, interactive training
Professionals felt that peer supporters should be given 
robust, interactive training. They believed that the train-
ing should focus on information relevant to supporting 
carers of involuntarily hospitalised patients. It was also 
suggested that using multiple methods to communicate 
this information, such as combining informative teaching 
with interactive activities and vignettes, would enhance 
engagement and promote learning.

“So, they [peer supporters] need to have a robust kind 
of induction, teaching and supervision process with giv-
ing that information in multiple forms with some teaching 
embedded” (Clinician 1).

“perhaps, have the bit of the challenging scenarios 
where perhaps the carer is really struggling and perhaps 
not really listening or engaging in what you’re saying, and 
you’re trying to offer support, how would they deal with 
that situation” (BCE 1).

“I think, to make that training very interactive will be 
important. So, in terms of giving them ways of actually 
experiencing what that role may involve.” (BCE 1).

Carers, drawing on their own experiences of the infor-
mation and support they received during their relative’s/
friend’s MHA treatment, highlighted the need for peer 
supporters to provide information about the MHA, 
including general hospital procedures and details on spe-
cific treatments.

“So, personally for me, I’d like to know that are there 
regular staff there? That’s something else I’d like to know. 
But other than that, it’s just the practicalities of will [the 
patient] be looked after?” (Carer 4).

“I don’t think we really knew what was happening 
because we’ve never experienced any kind of mental 
health service. So, it was all new. So, I think some kind 
of guidance or support, saying this is what will happen” 
(Carer 1).
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“I think you’ve got to understand the system, got to know 
how that system works because none of us really on the 
outside understand how the system works.” (Carer 2).

Carers also emphasised the need for peer supporters to 
understand how to effectively communicate with carers 
and share their experiences in a pragmatic yet compas-
sionate way that will practically and emotionally benefit 
carers.

“I think [peer supporters], what I think is important is to 
share the story and they also shouldn’t just show the nega-
tive side, both positive and negative, it’s so important to 
know what’s expected of them and know how to prepare.” 
(Carer 5).

“I think from my point of view, I suppose having a com-
passionate person to talk to.” (Carer 1).

Define expectations and boundaries
Boundaries are important to protect the safety and well-
being of both the peer supporter and carer receiving sup-
port. One carer highlighted the potential risks of a peer 
support programme lacking clear boundaries, noting that 
peer supporters might unintentionally reinforce distress-
ing or harmful attitudes instead of offering balanced and 
supportive guidance.

“It could be really helpful// but then it could go the other 
way, where you will feel that you…you need to complain 
and rebel about what is going on//so maybe if you’re all 
a little bit fiery, it could go the wrong way// you could fire 
up other people as well” (Carer 2).

Professionals also emphasised the importance of estab-
lishing and maintaining boundaries within the peer sup-
porter role. They suggested that peer supporters should 
be made aware of the expectations of their role and asso-
ciated boundaries, and for these to be clarified during any 
training that may take place.

“I don’t think the training has to be sort of like a month 
worth of training, but it’s really, you know, this is what 
the role involves, these are the expectations, these are the 
aims” (BCE 1).

“Perhaps just being really clear on what the expectations 
of the role are and who the point of contact is” (BCE 1).

“It’s about providing how to set those professional 
boundaries as a carer providing support to other carers.” 
(BCE 1).

“You have to be very, very boundaried about how you 
take that and how you deal with it because you’ve got…
actually, a carer is very vulnerable in that situation. I 
think it would be very easy between two carers to be in 
quite an unboundaried relationship” (IMHA 2).

One professional suggested playing out scenarios 
where boundaries between the peer supporter and carer 
are blurred so that peer supporters gain a further under-
standing of the consequences of this and how they could 
deal with this situation.

“You can have scenarios where you, perhaps, have some 
case studies where you test where the boundaries are being 
blurred, and get the carers to explore what that means, 
how would they deal with these tricky situations” (BCE 1).

Provide continued psychological support
Professionals mentioned that offering peer supporters 
psychological support and supervision throughout the 
programme was important. Professionals reported that 
the provision of peer support could expose peer support-
ers to potentially triggering situations, which could be 
emotionally taxing. Professionals recommended regular 
support from a psychologist as well as group meet-ups 
with other peer supporters to share experiences of sup-
port. Professionals felt this would help peer supporters 
feel they were looked after, that they could decompress 
and were not alone.

“And then I think also just like, yeah, how triggering it 
can be to be speaking with someone who’s been through 
something very similar to you and making sure that those 
people [peer supporters] have the right tools to decom-
press.” (IMHA 2).

“I think the first point is adequate supervision, like abso-
lutely like regular supervision, really important, probably 
from psychology, I think. Yeah. So, like supervision, regu-
lar supervision” (IMHA 2).

“Regular get-togethers of other carers, peer support car-
ers for that kind of like team feeling because I think a lot 
of this work would probably be quite isolative.” (IMHA 2).

One professional highlighted that providing this sup-
port could also ensure that a peer support programme 
for carers is sustainable as it could improve peer sup-
porter retention.

“I think, definitely, we have found retaining staff, or you 
know, laypeople involved as having contact with them, 
making sure everything’s okay, giving them a safe space to 
kind of debrief as well.” (BCE 1).

Anticipated impact of peer support
Increase in psychological and social wellbeing
All participants felt that a key benefit of a peer support 
programme would be an increase in carer wellbeing. 
They felt that receiving appropriate support could help 
reduce carers’ worry, anxiety or stress.

“I think it will, perhaps, for the actual carers, it hope-
fully will help with their own emotional challenges in 
terms of, like I said, anxiety, worry, guilt, all those sort of 
things.” (BCE 1).

Carers and professionals also felt that receiving peer 
support could improve carers’ wellbeing by giving them 
reassurance and hope for the future that their relative/ 
friend can improve, and that there is support available for 
them.
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“it’s a case of somebody just making you feel a bit more 
assured that things will be looked after” (Carer 1).

“Just reassurance that you’re not alone. And if you are 
worried about anything, get support” (Carer 4).

“just giving them some kind of hope that there are, you 
know, there is light at the end of the tunnel, that things 
can improve and, there is help out there as well” (IMHA 
1).

One patient felt that carer peer support could also 
increase peer supporters’ wellbeing. They thought that 
engaging in actions which they know will be beneficial 
to someone else could make them feel good as they are 
making a difference.

“I think it could be beneficial for both sides on, obviously 
the family are getting the help that they need and the sup-
port worker is basically, you know, like in a position to feel 
good about themselves, like they’re making a difference in 
a small way, trying to help them” (Patient 1).

Carers and professionals also highlighted how peer 
support could help alleviate feelings of isolation. A peer 
support programme could offer carers a safe space where 
they can openly share their experiences with someone 
who understands their struggles.

“Well, I don’t know because if I met someone with a 
similar attitude to myself, you know, I probably would 
(pause) maybe get some comfort, out of having someone 
else to talk to, who understood what I was talking about” 
(Carer 2).

“I think to have an outside community support system 
where you could fall back on people that weren’t in the 
professional side of it to give their opinions on things then I 
think that would definitely be helpful.” (Carer 3).

“I think a lot of the time it’s just reassurance or under-
standing because I think if you kind of feel// like you’re 
going through this for the first time and you’re probably 
the only one who’s ever gone through it, it’s that typical 
feeling of, like no one could probably feel how I feel at 
the moment. And obviously, a lot of people would feel it 
because they have been through it.” (Carer 1).

“And I think, the reason why peer support is important 
is because, like I say, sharing those experiences, you have 
that connection, that common goal. You have the common 
struggles or challenges that people may have experienced.” 
(BCE 1).

Empowerment through knowledge
Carer and professional participants felt that a peer sup-
port programme would facilitate information sharing, 
helping carers, especially first-time carers, better under-
stand MHA processes. They believed that gaining this 
knowledge would further empower carers to engage with 
professionals, which may support them in advocating 
more effectively for their relative/friend.

“Well, I think it’s like any situation. If you understand it, 
you can find a way through it, you can find little openings 
that may help” (Carer 2).

“I think they’ll be more informed; they’ll know their 
rights. I think it will give them more confidence to be able 
to kind of speak up in ward rounds and things like that” 
(Clinician 2).

“Knowledge is power and if you know and understand 
what’s going on, you’re less worried about it as well and 
you’re more informed and more confident to be able to 
speak up and advocate for your family member”. (Clini-
cian 2)

All three participant groups also pointed out that a 
peer support programme could equip carers with further 
knowledge on how to best support their relative/friend. 
They felt this could help carers become more involved 
with their relative’s/friend’s care, which could improve 
their relative’s/friend’s recovery as well as their relation-
ship with them.

“it can be so stressful and sometimes if you become 
unwell yourself, then you’re not able to support them. Sim-
ple, it’s just as simple as that. And if you fall away from 
them, then unfortunately, who have they got that knows 
them best at that time?” (Carer 4).

“I think you’re important in these people’s lives and you 
need to look after yourself so that you can fight for them. 
And so that in itself is big.” (Carer 4).

“So, that would then have an impact on the carer hope-
fully, feeling a little bit more equipped to deal with the 
situation, and knowledgeable. Which would hopefully, 
improve the carer-patient relationship consequently.” 
(IMHA 1).

“The kind of [carer] being able to do something for me 
whilst I was in hospital such as, you know, look into recov-
ery groups or things like that would have been really—will 
help keep that connection there definitely.” (Patient 2).

This benefit was reported by carers and patients with 
varying relationships, including spouses and parents. 
One patient did specify the influence of gender roles on 
why her spouse being more well equipped would have 
improved their relationship while she was under MHA 
treatment.

“this is specific to me being a woman, him being a man; 
men quite like a job and actually, you know, if [carer] had 
known when I came out of hospital, it’s his job to help 
me access the Recovery Learning College or go and join 
this group, that would’ve been really helpful because it 
would’ve given him something to do.” (Patient 2).

Carer peer support logic model
Our logic model, developed based on the findings of this 
study and literature on a previously successful carer peer 
support model [15], is shown in Fig. 1 below. The model 
is organised into three categories: (1) resources required 
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to run a peer support programme for carers, (2) activi-
ties necessary to ensure that peer support achieves the 
desired outcomes, and (3) the anticipated outcomes of 
such a programme. These categories are further divided 
by population group, including peers, carers, and 
patients, to illustrate how each category applies to the 
respective groups.

Discussion
Multiple stakeholders highlighted the importance of a 
peer support programme directed at carers of people 
who have been involuntarily hospitalised. The key ben-
efits expected were improved carer and peer supporter 
wellbeing as well as increased understanding of MHA 
processes among carers. This increased understanding 
could enhance carers’ communication with professionals 
and positively impact their relative’s/friend’s treatment. 
To achieve these benefits, three key factors should be 
considered. The first is for peers to receive an interactive 
training programme that clearly defines their role and 
boundaries. The second is to offer peer support to carers 

as early as possible, ideally within the first 24 to 48  h 
after their relative’s/friend’s admission, to ensure they are 
aware of the available support. Finally, to overcome time 
constraints, flexible delivery of the programme using 
both remote and in-person communication channels 
should be offered to carers.

The findings of the current study closely align with 
the views expressed by carers in our previous study [19], 
particularly regarding carers’ requests for further infor-
mation and guidance on mental health services [19]. 
However, this study goes further by providing insights 
into how peer support can be designed to be accessible, 
effective, and impactful. Additionally, it incorporates per-
spectives from a wider range of stakeholders with diverse 
experiences of the MHA, identifying key factors such as 
organisational barriers and requirements for a successful 
peer support programme.

The need for peer supporters to receive training and 
support has also been highlighted in previous research 
on mental health patients [21]. However, patients 
reported their training to be over-professionalised, 

Fig. 1 Logic model for a one-to-one carer peer support programme. Note. MHA* = Mental Health Act. f2f* = face-to-face
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lacking role-specific knowledge and failing to address 
their wellbeing as peer supporters [21]. This can have a 
detrimental impact on peers’ mental health due to the 
highly emotional nature of peer support [21]. Co-produc-
ing a peer support training programme with stakeholders 
can help empower peers and ensure their mental health 
needs are met, further enhancing the benefits for both 
themselves and the carers they support.

Carers in previous studies reported feeling distressed 
and isolated during their relative’s/friend’s treatment 
process [3, 19], highlighting the need to offer carers peer 
support early on during this process. An early introduc-
tion can ensure that carers are aware that peer support 
is available and that they can access it from the outset, 
helping to reduce distress. Lower distress and greater 
satisfaction among carers during their relative’s/friend’s 
treatment can, in turn, positively influence patient out-
comes [6].

Offering flexibility in the delivery and content of peer 
support for carers, as suggested by stakeholders in this 
study, can help maximise accessibility and engagement 
[13, 16–18]. Offering remote delivery of support can save 
carers time and transport costs while maintaining the 
effectiveness of face-to-face support [10–12]. However, 
factors like connectivity and digital literacy would need 
to be considered [10]. Face-to-face support may be most 
appropriate for those with limited digital skills or those 
who would feel safer discussing their experiences in-per-
son [29].

Beyond delivery methods, tailoring peer support con-
tent to carers’ specific needs and commitments is key to 
programme success, as highlighted in both the current 
and previous studies [15–18]. This need for flexibility 
extends not only to carers but also peer supporters, who 
may have their own commitments. For peer support to 
be successfully integrated into healthcare systems, organ-
isations should provide flexible working arrangements. 
This would allow them to both excel and to remain well 
in their role [18].

Implications
This study builds on existing literature and guidelines 
around peer support to identify three key factors to be 
considered when designing an accessible and effective 
peer support programme for carers of people who are 
involuntarily hospitalised.

First, peer supporters should receive comprehensive 
training on MHA processes, effective communication 
with carers, and safeguarding. This training should use 
interactive methods such as roleplay to promote engage-
ment. While peer supporters can provide some guid-
ance around MHA processes, professionals must remain 
responsible for providing legal and procedural informa-
tion to carers. To support peer supporters’ wellbeing, 

regular psychological support should be provided by pro-
fessionals and fellow peers.

Second, carers should be offered peer support as early 
as possible following their relative’s/friend’s hospital 
admission. This could help reduce carer distress.

Finally, peer support should be flexible in both delivery 
and content. Offering a mix of remote and in-person sup-
port, along with adapting the length and objectives to fit 
carers’ individual needs, can improve accessibility. How-
ever, factors such as digital literacy and internet access 
must be considered to prevent exclusion.

These factors can be used to inform co-production of 
an accessible, engaging carer peer support programme. 
This co-produced programme could improve carer and 
patient wellbeing, reduce psychological distress and pro-
mote patient recovery, leading to lower long-term health-
care costs. Future research should explore the feasibility 
and cost-effectiveness of embedding peer support into 
existing healthcare structures to ensure sustainability.

Strengths and limitations
To our knowledge, this is the first study to explore the 
perspectives of carers, patients, and professionals on 
developing a peer support programme for carers of 
individuals who have been involuntarily hospitalised. 
All interviews were coded by three multidisciplinary 
researchers, with final themes discussed among four 
multidisciplinary researchers. Additionally, carers with 
experience supporting someone who had been involun-
tarily hospitalised were actively involved in the study’s 
development and analysis.

Although efforts were made to recruit a more diverse 
sample, including reaching out to underrepresented 
communities and approaching personal contacts of lived 
experience and professional members involved in the 
study, we received interest mainly from those who were 
of white British ethnicity. As a result, their voice and 
preferences are represented more strongly than other 
groups. We faced challenges in recruiting participants 
for this study, particularly carers and patients. While it 
is difficult to determine the exact reasons for this, one 
possible explanation is the difficulty in accessing these 
groups, which are often noted as challenging to reach 
for recruitment purposes [2, 3, 30, 31]. Another possible 
explanation is the limited research on carers in this area, 
which may mean they are less familiar with research pro-
cesses, potentially influencing their decision to partici-
pate. These recruitment challenges may have affected the 
generalisability of our sample.

It is also important to note that over half of our study 
sample were mental health professionals, which may 
have shaped the scope and focus of the themes. Recruit-
ing professional participants through our PIs' per-
sonal networks could also have implications for the 
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representativeness of our professional sample, as par-
ticipants may have shared similar views. Additionally, 
some professionals may have felt a perceived obligation 
to participate. To mitigate these concerns, we empha-
sised confidentiality and voluntary participation during 
recruitment and interviews. However, further research is 
needed to capture the perspectives of more diverse com-
munities and improve recruitment strategies.

While our analysis did not find differences based on 
the relationship between carers and patients (e.g. par-
ents, siblings), it is still possible that these relationships 
influence carers’ experiences and the type of support 
they need. Our study may not have included questions 
that would capture these potential differences. Future 
research should explore this aspect to determine whether 
a carer peer support programme should be tailored based 
on the carer-patient relationship.

Finally, whilst we examined three sites that are mark-
edly different in their diversity and deprivation levels 
[32, 33], there are still several other regions across Eng-
land and the UK that differ from the sites included. To 
enhance representation of the findings, further studies 
could examine wider geographical regions.

Conclusion
A peer support programme for carers of people who 
have been involuntarily hospitalised is seen as beneficial 
by stakeholders. An accessible and effective programme 
should include comprehensive training for peer support-
ers, early introduction of the programme for carers, and 
flexibility in its delivery to meet diverse needs. The key 
components identified in this study can be used to inform 
policy recommendations to integrate carer peer sup-
port into UK mental health services, helping to improve 
carer wellbeing, support patient recovery, and ultimately 
reduce long-term healthcare costs.

Abbreviations
MHA  Mental Health Act
IMHA  Independent Mental Health Advocate
BCE  Behaviour Change Expert
NHS  National Health Service
CWPT  Coventry and Warwickshire Partnership NHS Trust
ELFT  East London NHS Foundation Trust
DPT  Devon Partnership NHS Trust
PI  Principal Investigator
LEAP  Lived Experience Advisory Panel
PTSD  Post–Traumatic Stress Disorder
F2F  Face-to-face

Supplementary Information
The online version contains supplementary material available at  h t t p  s : /  / d o i  . o  r 
g /  1 0 .  1 1 8 6  / s  1 2 8 8 8 - 0 2 5 - 0 6 8 5 1 - y.

Supplementary Material 1

Supplementary Material 2

Acknowledgements
The authors would like to thank the patient and public involvement 
representatives, including Debs Smith, Carrol Lamouline, Farzana Kausir and 
Miss M. Ogden for their invaluable contribution to the design, development 
and analysis of this study.

Author contributions
I.W. contributed to the formulation of research questions, conducting 
interviews, analysis of data and writing the manuscript. K.W. contributed 
to the formulation of research questions, analysis of data and writing the 
manuscript. A.GM. contributed to the formulation of research questions, 
analysis of data and reviewing the manuscript. D.G. contributed to the 
formulation of research questions and topic guides, analysis of data and 
reviewing the manuscript. K.N. and Z.M. contributed to the development 
of the study, analysis of data and reviewing the manuscript. B.L.E, S.G., R.M., 
M.Y.M., C.M., S.S. and S.P reviewed the manuscript.

Funding
This work was supported by the National Institute for Health and Care 
Research (grant number: NIHR201707, awarded to D.G.)

Data availability
The data that support the findings of this study are available from the 
corresponding author, D.G., upon reasonable request.

Declarations

Ethics approval and consent to participate
This study was conducted in accordance with the ethical principles of the 
Declaration of Helsinki. Ethical approval was granted by the West of Scotland 
REC 3 (REC reference: 21/WS/0098). Written or verbal informed consent was 
obtained from all participants, including their consent to publish their data.

Consent for publication
Written or verbal informed consent was obtained from all participants, 
including their consent to publish their data.

Competing interests
The authors declare no competing interests.

Clinical trial number
Not applicable.

Author details
1Warwick Medical School, University of Warwick, Coventry, UK
2Division of Psychology, College of Health, Medicine and Life Sciences, 
Brunel University London, London, UK
3GKT School of Medical Education, King’s College London, Strand, 
London, UK
4Division of Psychiatry, University College London, London, UK
5School of Health & Medical Sciences, City St George’s, University of 
London, London, UK
6Coventry and Warwickshire Partnership NHS Trust, West Midlands, UK
7University Medical Centre Hamburg Eppendorf, Hamburg, Germany
8East London NHS Foundation Trust, London, UK
9Centre for Psychosocial Medicine, University of Hamburg, Hamburg, 
Germany

Received: 28 November 2024 / Accepted: 11 April 2025

References
1. Stuart R, Akther SF, Machin K, Persaud K, Simpson A, Johnson S, et al. Carers’ 

experiences of involuntary admission under mental health legislation: sys-
tematic review and qualitative meta-synthesis. BJPsych Open. 2020;6(2):e19.

2. Dixon J, Stone K, Laing J. Beyond the call of duty: A qualitative study into the 
experiences of family members acting as a nearest relative in mental health 
act assessments. Br J Social Work. 2022;52(7):3783–801.

https://doi.org/10.1186/s12888-025-06851-y
https://doi.org/10.1186/s12888-025-06851-y


Page 13 of 13Wells et al. BMC Psychiatry          (2025) 25:460 

3. Jankovic J, Yeeles K, Katsakou C, Amos T, Morriss R, Rose D, et al. Family 
caregivers’ experiences of involuntary psychiatric hospital admissions of their 
relatives-a qualitative study. PLoS ONE. 2011;6(10):e25425.

4. Cormac I, Tihanyi P. Meeting the mental and physical healthcare needs of 
carers. Adv Psychiatr Treat. 2006;12(3):162–72.

5. Yesufu-Udechuku A, Harrison B, Mayo-Wilson E, Young N, Woodhams P, Shiers 
D, et al. Interventions to improve the experience of caring for people with 
severe mental illness: systematic review and meta-analysis. Br J Psychiatry. 
2015;206(4):268–74.

6. Giacco D, Fiorillo A, Del Vecchio V, Kallert T, Onchev G, Raboch J, et al. 
Caregivers’ appraisals of patients’ involuntary hospital treatment: European 
multicentre study. Br J Psychiatry. 2012;201(6):486–91.

7. Worrall H, Schweizer R, Marks E, Yuan L, Lloyd C, Ramjan R. The effective-
ness of support groups: a literature review. Mental Health Social Inclusion. 
2018;22(2):85–93.

8. Sin J, Henderson C, Elkes J, Cornelius V, Woodham LA, Batchelor R, et al. Effect 
of digital psychoeducation and peer support on the mental health of family 
carers supporting individuals with psychosis in England (COPe-support): a 
randomised clinical trial. Lancet Digit Health. 2022;4(5):e320–9.

9. Lobban F, Akers N, Appelbe D, Iraci Capuccinello R, Chapman L, Collinge L, et 
al. A web-based, peer-supported self-management intervention to reduce 
distress in relatives of people with psychosis or bipolar disorder: the REACT 
RCT. Health Technol Assess. 2020;24(32):1–142.

10. Buckman JE, Saunders R, Leibowitz J, Minton R. The barriers, benefits and 
training needs of clinicians delivering psychological therapy via video. Behav 
Cogn Psychother. 2021;49(6):696–720.

11. Prescott MR, Sagui-Henson SJ, Welcome Chamberlain CE, Castro Sweet C, 
Altman M. Real world effectiveness of digital mental health services during 
the COVID-19 pandemic. PLoS ONE. 2022;17(8):e0272162.

12. Hopwood J, Walker N, McDonagh L, Rait G, Walters K, Iliffe S, et al. Internet-
Based interventions aimed at supporting family caregivers of people with 
dementia: systematic review. J Med Internet Res. 2018;20(6):e216.

13. NHS England. Accessible Information Standard: Meeting communication and 
information needs 2016. Available from:  h t t p  s : /  / w w w  . e  n g l  a n d  . n h s  . u  k / w  p - c  o 
n t e  n t  / u p  l o a  d s / 2  0 1  6 / 0  4 / M  e e t i  n g  - i n  f o r  m a t i  o n  - a n  d - c  o m m u  n i  c a t i o n - n e e d s . p d 
f

14. Johnson S, Lamb D, Marston L, Osborn D, Mason O, Henderson C, et al. Peer-
supported self-management for people discharged from a mental health 
crisis team: a randomised controlled trial. Lancet. 2018;392(10145):409–18.

15. Heumann K, Janßen L, Ruppelt F, Mahlke C, Sielaff G, Bock T. Auswirkungen 
von Peer-Begleitung für angehörige auf belastung und lebensqualität. 
Zeitschrift für Psychiatrie, Psychologie und Psychotherapie; 2016.

16. Gillard S. Peer support in mental health services: where is the research taking 
Us, and do we want to go there? Taylor & Francis; 2019. pp. 341–4.

17. Shepardson RL, Johnson EM, Possemato K, Arigo D, Funderburk JS. Perceived 
barriers and facilitators to implementation of peer support in veterans health 
administration primary Care-Mental health integration settings. Psychol Serv. 
2019;16(3):433.

18. Gillard S, Edwards C, Gibson S, Holley J, Owen K. New ways of working in 
mental health services: a qualitative, comparative case study assessing and 
informing the emergence of new peer worker roles in mental health services 
in England. Southampton (UK): NIHR Journals Library; 2014.

19. Wells I, G-Medhin A, Owen N, Thelwell ELR, Giacco D. Experiences of support 
received by carers of people who are involuntarily admitted to hospital under 
the mental health act: qualitative study of carers’ perspectives. BJPsych Open. 
2024;10(3):e82.

20. Slattery P, Saeri AK, Bragge P. Research co-design in health: a rapid overview 
of reviews. Health Res Policy Syst. 2020;18(1):17.

21. Kane L, Portman RM, Eberhardt J, Walker L, Proctor EL, Poulter H, et al. Peer 
supporters’ mental health and emotional wellbeing needs: key factors and 
opportunities for co-produced training. Health Expect. 2023;26(6):2387–95.

22. Braun V, Clarke V. Using thematic analysis in psychology. Qualitative Res 
Psychol. 2006;3(2):77–101.

23. Fereday J, Muir-Cochrane E. Demonstrating rigor using thematic analysis: A 
hybrid approach of inductive and deductive coding and theme develop-
ment. Int J Qualitative Methods. 2006;5(1):80–92.

24. Tong A, Sainsbury P, Craig J. Consolidated criteria for reporting qualitative 
research (COREQ): a 32-item checklist for interviews and focus groups. Int J 
Qual Health Care. 2007;19(6):349–57.

25. Tight M. Saturation: an overworked and misunderstood concept?? Qualita-
tive Inq. 2024;30(7):577–83.

26. Carter N, Bryant-Lukosius D, DiCenso A, Blythe J, Neville AJ. The use of trian-
gulation in qualitative research. Oncol Nurs Forum. 2014;41(5):545–7.

27. Palinkas LA, Horwitz SM, Green CA, Wisdom JP, Duan N, Hoagwood 
K. Purposeful sampling for qualitative data collection and analysis in 
mixed method implementation research. Adm Policy Ment Health. 
2015;42(5):533–44.

28. NVivo. NVivo qualitative data analysis. Version 12: QSR International Pty Ltd. 
2018. Available from:  h t t p  s : /  / s u p  p o  r t .  q s r  i n t e  r n  a t i  o n a  l . c o  m /  n v i v o / s /

29. Greenwood N, Habibi R, Mackenzie A, Drennan V, Easton N. Peer support 
for carers: a qualitative investigation of the experiences of carers and peer 
volunteers. Am J Alzheimers Dis Other Demen. 2013;28(6):617–26.

30. Kanuch SW, Cassidy KA, Dawson NV, Athey M, Fuentes-Casiano E, Sajatovic M. 
Recruiting and retaining individuals with serious mental illness and diabetes 
in clinical research: lessons learned from a randomized, controlled trial. J 
Health Dispar Res Pract. 2016;9(3):115–26.

31. Onocko-Campos RT, Díaz ARG, Dahl CM, Leal EM, Serpa ODJ. Methodological 
challenges in the use of focus groups with people with severe mental illness. 
Cad Saude Publica. 2017;33(6):e00187316.

32. Ministry of Housing. The English Indices of Deprivation 2019 (IoD2019): The 
Stationery Office. 2019. Available from:  h t t p  s : /  / w w w  . g  o v .  u k /  g o v e  r n  m e n  t / s  t a t 
i  s t  i c s  / e n  g l i s  h -  i n d  i c e  s - o f  - d  e p r i v a t i o n - 2 0 1 9

33. Office of National Statistics. Regional Ethnic Diversity: The Stationery Office. 
2022. Available from:  h t t p s :   /  / w w  w .  e t h  n i c i  t  y -  f a  c  t  s - fi   g u r   e s  . s e  r v  i  c e .   g o   v .  u  k /  u k - p  
o p  u l   a t i   o n - b  y -  e t h   n i c  i t y  / n  a  t i  o  n a  l - a  n d  - r  e  g i o  n a l -  p o  p  u  l a t i  o n s  /  r  e g i  o n  a  l - e  t h  n i c  -  d i  
v e r s   i  t y /  l a  t  e  s t  # a  r e a s  - o f  - e n g l a  n d  - a n d - w a l e s - b y - e t h n i c i t y

Publisher’s note
Springer Nature remains neutral with regard to jurisdictional claims in 
published maps and institutional affiliations.

https://www.england.nhs.uk/wp-content/uploads/2016/04/Meeting-information-and-communication-needs.pdf
https://www.england.nhs.uk/wp-content/uploads/2016/04/Meeting-information-and-communication-needs.pdf
https://www.england.nhs.uk/wp-content/uploads/2016/04/Meeting-information-and-communication-needs.pdf
https://support.qsrinternational.com/nvivo/s/
https://www.gov.uk/government/statistics/english-indices-of-deprivation-2019
https://www.gov.uk/government/statistics/english-indices-of-deprivation-2019
https://www.ethnicity-facts-figures.service.gov.uk/uk-population-by-ethnicity/national-and-regional-populations/regional-ethnic-diversity/latest#areas-of-england-and-wales-by-ethnicity
https://www.ethnicity-facts-figures.service.gov.uk/uk-population-by-ethnicity/national-and-regional-populations/regional-ethnic-diversity/latest#areas-of-england-and-wales-by-ethnicity
https://www.ethnicity-facts-figures.service.gov.uk/uk-population-by-ethnicity/national-and-regional-populations/regional-ethnic-diversity/latest#areas-of-england-and-wales-by-ethnicity

	Co-designing a peer support programme for carers of people treated under the Mental Health Act: views from stakeholders
	Abstract
	Background
	Methods
	Design
	Participant recruitment
	Procedure
	Analysis
	Co-design process

	Results
	Thematic data analysis

	Carer availability and awareness
	Time restraints
	Awareness of available support

	Peer support flexibility
	Offer various channels of communication
	Tailor support to the individual

	Early promotion of peer support
	Appropriate training and support for peers
	Deliver robust, interactive training
	Define expectations and boundaries
	Provide continued psychological support

	Anticipated impact of peer support
	Increase in psychological and social wellbeing
	Empowerment through knowledge
	Carer peer support logic model

	Discussion
	Implications
	Strengths and limitations

	Conclusion
	References


