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This article offers one theoretical perspective of peer 
support and attempts to define the elements that, when reinforced through 
education and training, provide a new cultural context for healing and re­
covery. Persons labeled with psychiatric disability have become victims of 
social and cultural ostracism and consequently have developed a sense of 
self that reinforces the “patient” identity. Enabling members of peer support 
to understand the nature and impact of these cultural forces leads individu­
als and peer communities toward a capacity for personal, relational, and 
social change. It is our hope that consumers from all different types ofpro­
grams (e.g. drop-in, social clubs, advocacy, support, outreach, respite), tra­
ditional providers, and policy makers will find this article helpful in 
stimulating dialogue about the role of peer programs in the development of 
a recovery based system.

I n  the mental health arena, the con­
sumer movement seeks social justice 
through understanding mental illnesses 
in terms of human rights, the social 
suppression of difference, and treating 
differences through psychiatric diagno­
sis. The consumer movement seeks per­
sonal liberation and wellness in the 
context of recovery-based environments 
(Curtis, 2000). Through developing an 
understanding of oppression as a com­
mon theme among all of us with psychi­
atric labels, we discover the ways in 
which people have been marginalized 
by their culture, as opposed to seeing 
us simply as “insane.”

Cultural Context
The cultural mainstream defines and 
decides ranges of “normal,” seeking to 
have those of us with psychiatric labels 
blend into those ranges. People labeled 
with mental illness often fall outside the 
typical definition of “normal” and do 
not smoothly blend with the dominant 
culture. We, as users of mental health 
services, often referred to as con­
sumers, are forced to understand our 
problems as solely a biological matter. 
This denies the social and environmen­
tal factors that may have precipitated or 
contributed to the distress. Having been 
marginalized by this model we have 
adopted roles as “mental patients.”
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Some of us have accepted this role, 
while others have not.

In general, people with perceived differ­
ences internalize the dominant cultural 
perception. This is true of the “mental 
patient” role in society, and is largely 
why we have a mental health industry. 
Yet, even in “insanity,” there are “islands 
of clarity” (Podvoll, 1990). If we can pur­
sue a broader discussion, if we can step 
outside of the box of the medical model, 
what we have revealed is that environ­
ments of health create healthy members 
and environments of illness create pro­
fessional mental patients.

Early on in the consumer movement, 
Zinman and Harp (1987), made clear 
how pervasive the impact of the medical 
model was on mental health policy, on 
practice and research: our “problems” 
have been defined as diseases to be 
“treated” by professionals. This process 
tends to deny that other contributing 
stressors (e.g. abuse, poverty, loss, vio­
lence, and trauma) are factors. 
Perpetrators are thereby overlooked; 
children are overmedicated; and society 
ignores the culturally sanctioned epi­
demic of violence. For example, White 
(1995) writes, “these ways of speaking 
and interacting with people put them 
on the other side of knowledge, on the 
outside. These ways of speaking and act­
ing make it possible for mental health 
professionals to construct people as the 
objects of psychiatric knowledge, to 
contribute to a sense of identity which 
has ‘otherness’ as its central feature”
(p. 14).

Traditional research methodologies and 
hypotheses are founded on beliefs that 
we won’t get over having a mental ill­
ness; we are only capable of “functional” 
healing as we attain certain socially pre­
scribed goals—housing, job security, so­
cial integration, and so forth. There is 
no dialogue about wellness or about 
how we might exist, even thrive, within 
a culture that values and evaluates our

own personal goals. If researchers 
would let go of methodology and episte- 
mology that defines mental illnesses as a 
permanent disability, we could, through 
a dialectical evaluation of how people 
have recovered, explore the relationship 
of peer support and self-help to recov­
ery. In this we could establish a new 
foundation for how we understand 
mental illness within the context of re­
covery What peers know is that we can 
and do get well. We outgrow the role of 
“mental patient.” This discovery came 
from the arena of peer support and ad­
vocacy, however, hence the need to un­
derstand and document the theoretical 
underpinnings of how this works in 
these environments.

At the same time peer support programs 
are developing, they must participate in 
the design of research and evaluation 
processes that are drawn from the rich 
evolving nature of what we are learning. 
Some of these research methods might 
include action research (Rogers & 
Palmer-Erbs, 1996); narrative research 
(Polkinghorne, 1988); ethnography 
Denzin, 1997); life story models (Hertz, 
1997); empowerment research 
(Fetterman, Kaftarian, Wandersman, 
1996); measures of “healing cultures” 
(Mead & Curtis, 2000), and quantitative 
studies that show patterns of recovery 
that challenge traditional prognoses 
(Harding, Zubin, & Strauss, 1992; Ralph 
et al., 2000). Internally, for the peer or­
ganizations, these methods could estab­
lish the benchmarks for quality and 
effectiveness that will support continued 
funding.

Defining Peer Support
Peer support is a system of giving and 
receiving help founded on key princi­
ples of respect, shared responsibility, 
and mutual agreement of what is help­
ful. Peer support is not based on psychi­
atric models and diagnostic criteria. It is 
about understanding another’s situation 
empathically through the shared experi­

ence of emotional and psychological 
pain. When people identify with others 
who they feel are “like” them, they feel a 
connection. This connection, or affilia­
tion, is a deep, holistic understanding 
based on mutual experience where peo­
ple are able to “be” with each other 
without the constraints of traditional 
(expert/patient) relationships. Further, 
as trust in the relationship builds, both 
people are able to respectfully challenge 
each other when they find themselves in 
conflict. This allows members of the 
peer community to try out new behav­
iors with one another and move beyond 
previously held self-concepts built on 
disability and diagnosis. The Stone 
Center refers to this as “mutual empow­
erment” (Miller & Stiver, 1997).

Peer support can offer a culture of 
health and ability as opposed to a cul­
ture of “illness” and disability (Curtis, 
1999). The primary goal is to responsi­
bly challenge the assumptions about 
mental illness and at the same time to 
validate the individual for who they real­
ly are and where they have come from. 
Peer support should attempt to think 
creatively and nonjudgmentally about 
the way individuals experience and 
make meaning of their lives in contrast 
to having all actions and feelings diag­
nosed and labeled.

Many people have learned roles that 
build a strong sense of identity as “men­
tal patient.” Because this becomes a pri­
mary identity we find a sense of 
affiliation with others who have also 
been labeled. Zinman (1998) refers to 
this as “client” culture. This “identity” 
leads us to the assumption that the rest 
of the community can’t understand us 
and creates an “us/them” split with oth­
ers. An imbalance of personal and social 
power lies at the heart of mental illness 
and is the cornerstone of the theory of 
recovery that we wish to present. 
Recovery lies in undoing the cultural 
process of developing careers as “men-

ARTICLES

■
135

Th
is

 d
oc

um
en

t i
s c

op
yr

ig
ht

ed
 b

y 
th

e A
m

er
ic

an
 P

sy
ch

ol
og

ic
al

 A
ss

oc
ia

tio
n 

or
 o

ne
 o

f i
ts

 a
lli

ed
 p

ub
lis

he
rs

.
Th

is
 a

rti
cl

e 
is

 in
te

nd
ed

 so
le

ly
 fo

r t
he

 p
er

so
na

l u
se

 o
f t

he
 in

di
vi

du
al

 u
se

r a
nd

 is
 n

ot
 to

 b
e 

di
ss

em
in

at
ed

 b
ro

ad
ly

.
A

ll 
rig

ht
s, 

in
cl

ud
in

g 
fo

r t
ex

t a
nd

 d
at

a 
m

in
in

g,
 A

I t
ra

in
in

g,
 a

nd
 si

m
ila

r t
ec

hn
ol

og
ie

s, 
ar

e 
re

se
rv

ed
.



P S Y C H I A T R I C  R E H A B I L I T A T I O N  J O U R N A L Peer Support: A Theoretical Perspective

tal patients.” We undo this by practicing 
relationships in a different way.

Peer support, therefore, becomes a nat­
ural extension and expansion of com­
munity rather than modeling 
professionalized caretaking of people 
defined as defective. As peers feel less 
forced into their roles as “patients,” they 
naturally come to understand their 
problems in the larger social and politi­
cal context from which they emerge, 
rather than pathologizing themselves. 
Peer support is a simultaneous move­
ment towards autonomy and communi­
ty building. It is not based in deficits 
model thinking. It is a model that en­
courages diversity rather than homo­
geneity, and recognizes individual 
strengths.

Finally peer support is not about “join­
ing a club for the mentally ill.” It is not a 
competition of stories or symptoms or 
about being rescued or infantalized.
Peer support is an inclusive model that 
creates room for all people to fully ex­
perience “being who they are,” growing 
in the directions of their choice and, in 
the process of being supported in these 
goals, begin to help restructure larger 
systems.

Historically many peer-run drop in cen­
ters have been “illness assigned” cul­
tures in which people felt an affiliation 
based on their shared experience of hav­
ing mental illness, being labeled, infan­
talized, oppressed, and marginalized. 
The assumptions about mental illness 
and the internalizations of “otherness” 
have significantly contributed to the cul­
tural acceptance of “problems” as ill­
ness, or abnormal. We see ourselves in 
the role of the “mental patient” and 
learn to make meaning as defined by the 
roles that keep us feeling hidden and 
separated from others (Mead & Palmer,
1997). Being labeled, or even living with 
perceived unacceptable differences, cre­
ates a self-image or central belief, that 
controls the way we live, the way we

think about controlling our behavior, 
and how we define and react to prob­
lems versus opportunities. It is the 
premise of this analysis that, in the con­
text of mutually empathic relationships 
in peer support environments, we can 
practice seeking and finding new mean­
ing and seeing ourselves as having per­
sonal worth and social power (Friere,

1995).

Relationships that heal challenge the 
need to hide and to use defensive, self- 
justifying explanations in social encoun­
ters. Peer support can and should 
contribute to the challenge, not foster 
collusion with roles that we have de­
fined ourselves by in the past. At its best, 
peer support should begin a process of 
building “affiliation” but not end there. 
People have felt alone in their “other­
ness” for a long time, and need to prac­
tice “their new identities” within a 
context of safety and mutual support.

Affiliations are a property of a success­
ful, dynamic society. Affiliation helps us 
see our commonalities and builds trust. 
It helps us understand each other as 
“whole” people with a range of experi­
ences that are familiar and therefore ac­
ceptable. Without a sense of affiliating, 
many people build a dual identity of 
“other-than,” and “acting as if.” One 
woman who spends time at a peer cen­
ter describes this:

There was a time when things were 
totally out of control. I would just 
be alone in my apartment and be 
bombarded by the voices. I felt like 
there was nothing I could do but be 
alone and get through it. Then I got 
told that if I wanted to have visita­
tion with my kids that I would have 
to have a job. Having a relationship 
with my kids was really important to 
me. I was terrified about having a 
job but I did it. I got a job at an art 
supply store. Every morning I would 
get up and go watch every move of 
the people around me, on the bus, 
at the store and on the way home. I

ARTI CLES

would imitate whatever I saw other 
people doing, trying my best to 
make sure that nothing about me 
looked out of the ordinary. It was 
exhausting. I had everything in strict 
control. I knew, over time, that I had 
to reach a balance of being “out of 
control” and “being in too tight con­
trol (T. Thomson, personal commu­
nication, April 1996).

When new members of most peer pro­
grams first start attending, there is an 
obvious reluctance to engage in activi­
ties because of feelings of vulnerability. 
As in any community, feeling welcomed, 
learning the rituals and language are 
part of a larger process of building trust. 
When new members hear stories about 
types of situations that they’ve experi­
enced, there is a sudden relief in know­
ing that they’re not alone and that 
others share the same concerns. Caring 
is offered and received. Where we have 
felt isolated most of our lives, we begin 
to make friends and establish a sense of 
community. We build a deepening com­
mitment and a willingness to share in 
community growth.

Although peer programs would like to 
think we act differently than other 
providers, however, we often run into 
the same quandaries around “manag­
ing” difficult, frightening behaviors. 
Often the focus of both peer centers and 
traditional services is on relaxing, “calm­
ing down,” and avoiding conflict or 
stressful situations. When people be­
have differently they are sometimes cate­
gorized as “symptomatic,” in need of 
more intensive services, or outside of 
peer jurisdiction. Even with training and 
dialogue it is hard to develop new cul­
tural norms. In other words, the sponta­
neous reaction to a situation that makes 
us feel afraid is the need to take control. 
We develop an inability to explore or 
reevaluate someone’s experience as his 
or her subjective experience; one that 
we are not comfortable with. An exam­
ple of this might be a person with first
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hand knowledge of hallucinations, feel­
ing unable and afraid of another person 
who cuts themselves as a reaction to 
their abuse history. Another example is 
how we react to other peers in crisis by 
modeling how staff members in the hos­
pital reacted to us when we were in cri­
sis, even, for example, suggesting that a 
peer might think about increasing his or 
her medication.

Peer support training can help develop 
our ability to tolerate discomfort while 
we explore the dynamics of our relation­
ships. It is helpful to understand what 
people’s “hot spots” are, and the kinds 
of situations that feel comfortable, toler­
able, or absolutely intolerable. Peer sup­
port is about normalizing what has been 
named as abnormal because of other 
people’s discomfort (Dass & Gorman, 
1985). Discovering this in a peer com­
munity reveals a different way of under­
standing our behaviors and presents an 
excellent framework to explore personal 
and relational change.

If we are truly committed to the devel­
opment of peer programming, we must 
take the time to consider the kinds of 
programs that we will most benefit 
from. Traditional services have generally 
been reactive to crisis. Prevention based 
services, which is the larger category 
within which peer support services fit, 
should include an array of services that 
meet a continuum o f needs (Biss & 
Curtis, 1993). In that context, it is useful 
to think of all the options really neces­
sary to have effective peer-run pro­
grams. The use o f warmlines, hotlines, 
peer programs, advocacy programs, out­
reach, mobile crisis teams, and respite 
are all necessary if we really want to 
help people grow out of their patient 
roles. The prevention based peer center 
may offer resources, groups, activities, 
and opportunities to give members a 
chance to rethink their ideas and beliefs 
about mental illness and move beyond

disability (Mead & Palmer, 1997). Some 
of the resources might include:

• Strengthening self-advocacy (creat­
ing your own wellness and/or treat­
ment plan, creating advanced 
directives, negotiating with your psy­
chiatrist, ways of getting out of the 
payee system, etc.)

• Understanding the difference be­
tween advocacy “with” and advocacy 
“for”

• Developing advocacy and action 
skills for social and systemic change

• Practicing mutuality and reciproci­
ty-building mutually empowering 
relationships, understanding conflict 
as a tool for relationships to grow

• Recognizing and diminishing code­
pendency in multiple forms and 
guises

• Parenting classes for people trying 
to get back or keep custody o f their 
children

• Working through the damaging ef­
fects o f past or current abuse and vi­
olence (understanding the personal, 
relational, and political)

• Generating Wellness Recovery 
Action Plans (WRAP) which can help 
people strategize ways to stay well 
(Copeland, 1997)

• Offering alternative views and 
strategies for people who hear 
voices (Deegan, 1995)

• Creating music as a form of taking 
social action and a way to communi­
cate difficult feelings (Mead, 1995)

• Developing a variety of social activi­
ties that break down isolation and 
help build community.

The above discussion has outlined the 
philosophical framework within which 
peer supports operate. Within that 
framework there are a number of con­
cepts and values that have been identi­
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fied over time by the actual process of 
“doing” peer support. The following 
section will attempt to specify what 
those concepts are, and then offer ways 
to put them into action in peer services 
and in training curriculum. These com­
ponents can be useful to any aspect of 
peer programs but particularly impor­
tant to peer support (e.g. warmline, hot­
line, outreach etc.) and peer supervision 
where these same guiding principles 
would be utilized.

F r o m  C o n c e p t s  t o  A c t i o n  

Concepts
1. Turning oppression into conscious­

ness

2. Self-awareness and self-reflection

3. Creating dialogue

4. Understanding mutuality and reci­
procity

5. Honest direct communication

6. Flexible boundaries

7. Shared power

8. Shared responsibility

9. Creating new ways of “making 
meaning”

10. Empathy and accountability

11. Respect that comes from your heart

12. Absolute belief in the recovery of 
everyone

13. Valuing community

14. Having fun

15. Not using symptoms as an excuse 
for bad behavior

16. Being held accountable

17. Mutual validation

18. Taking care o f yourself

19. Giving and receiving critical feed­
back
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20. Learning to work through conflict

21. Understanding of larger cultural and 
political issues

Action 1: Participatory listening. 
Participatory listening means that, rather 
than just listening to someone retell 
their story, the listener engages in a dia­
logue about the story and what it means 
(Rogers, 1999; White & Epston, 1990). 
The intent is to help a person develop a 
new sense of self in the larger social 
context of their peer community and 
hopefully in the general community in 
which they live. It requires an ability to 
take a fresh and critical look at oneself 
and each other, and an openness to ex­
amine both our strengths and weakness­
es. Rather than continually justifying 
ourselves, tugging and pulling another 
person into our way of seeing things, we 
share our perceptions and our critiques 
without worrying about the “fragility” or 
the stability of the other person.

Many people get stuck in their need to 
feel safe and good about themselves and 
stunt their social success through pro­
tective behavior that avoids responsibili­
ty for personal actions and the effects 
they have on others. This dynamic gives 
rise to a number of problem behaviors 
that require confrontation, examination, 
and reform. Participatory listening cre­
ates a dialogue that pursues a mutual 
commitment to personal and social im­
provement (Friere, 1995). One begins 
by admitting that personal change is 
necessary and that one’s peers will be 
able to assist in that process.

Action 2: Understanding perceptional 
frameworks: Story telling and the re­
construction o f self. People have differ­
ent ways of looking at the world. We 
each come from a context of community 
and family, or culture, that defines how 
we think about things, how we describe 
ourselves and ultimately, how we under­
stand and live our lives (Gergen, 1991). 
The medical model is the dominant per­

ceptual framework in the mental health 
environment. We have learned how to 
speak and think about our experiences 
within the context of that model.
Because of this imposed way of making 
meaning we become unable to experi­
ence life to its fullest.

One of the ways that we can help each 
other to grow beyond the stereotypical 
identity is to examine the interior mod­
els that we have constructed. These 
models have shaped how we think 
about ourselves and how we perceive 
the world. Peer support environments 
help us to safely examine our assump­
tions about who we are and where 
we’ve come from by learning new ways 
of interpreting what has happened to 
us. Introducing people to the idea that 
we have “perceptual frameworks” is a 
key contribution to helping people get 
well. The following teaching metaphor 
is one way to help people revisit their 
self-concept and begin to change it into 
a more positive and fulfilling self-image 
(White & Epston, 1990).

The house as self. Each of us lives within 
a house. It has an outside that others 
see as well as an inside that no one else 
can see or fully know. Its basic frame­
work is the physical, emotional and spir­
itual self that we are born with. Over the 
years, many changes are made to the 
house—both inside and outside. Its 
rooms become “decorated” by all the 
messages and experiences we’ve had. If 
early in life we are adored, talked to, 
held, and told that we are the most 
wonderful person on earth, our house 
might include plush rugs, attractive fur­
niture, and a fireplace. If an important 
person comes into our life and gives us 
negative messages, the interior of our 
house changes. Often negative messages 
and fears are relegated to our “base­
ment” where dark secrets are kept. More 
positive messages create upstairs rooms 
with windows and doors where it is 
more sunny, relationships are more
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transparent, and communication goes 
back and forth. Messages of “otherness” 
might create an attic.

Our perspective changes, depending on 
the view as we move from room to 
room. The view from the basement is 
different from the view from another 
room. If we spend too long in the base­
ment we may find ourselves defining 
ourselves solely from that dark perspec­
tive, and even forget that there are other 
rooms in our house. Bachelard (1958) 
writes about this phenomenon in the 
following way:

All inhabited space bears the essence 
of the notion of home. Whenever the 
human being has found the slightest 
shelter we see that the imagination 
build “walls” of impalpable shadows, 
comfort itself with the illusion of pro­
tection—or just the contrary, trem­
ble behind the thick walls, mistrust 
of the staunchest ramparts. In short, 
in the most interminable of dialec­
tics, the sheltered being gives percep­
tible limits to his shelter. An entire 
past comes to dwell in a new house 
(p. 5).

Furthermore no one can actually see the 
interior of our house. We can try to de­
scribe it to others, but language is not 
the reality (Gergen, 1991). We often use 
language as a way to recognize similarity 
and then we sometimes make the mis­
take of “over-relating.” We say: “I know 
what you mean, I ’ve had the exact same 
experience.” This is one of the mistakes 
often found in peer support groups 
where we over-identify and keep relat­
ing to each other through the mental 
patient role.

Describing our “house” to another per­
son is a broader description of our 
whole self—if we don’t get stuck in one 
room or view (e.g. a negative identity).
If we find ourselves stuck in one room, 
effective peer support environments can 
help us break out of this room and 
begin to explore the rest of our house
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and the community in which it sits. If 
we think about our houses in the con­
text of relationships, we see that we are 
constantly changing and reconstructing 
the house and the contents of its rooms, 
based on our interactions with other 
people and environments, and the 
meaning we attribute to our past and 
present experiences. If we think about 
our house as being in a neighborhood 
of similar looking houses, we can begin 
to understand how our “stories” about 
ourselves are embedded in the culture 
and language of the “neighborhood.” 
This process dialog opens the “win­
dows” to both self-exploration and to 
the deepening of relationships.

Action 3: Considering trauma world­
views: An alternative perceptual frame­
work. Trauma worldview is one way that 
people have learned to be in a relation­
ship. Those of us who have experienced 
trauma in the form of sexual and physi­
cal violence, don’t trust, we blame our­
selves as innately bad, we are afraid of 
conflict and we “act as i f” in our rela­
tionships. Understanding the impact 
that trauma has had on our lives and re­
lationships gives us an alternative per­
ceptual framework and provides a more 
accurate context or understanding of 
the dynamics in peer communities.

Violence is a fact in our society. We im­
plicitly and explicitly condone violence 
and then we blame the victims.
Although the sequelae of violence and 
abuse are profound, mental health pro­
fessionals have often either neglected to 
ask or have ignored the situation. Lately 
more educated professionals (with the 
help of domestic violence and sexual as­
sault programs) are recognizing and un­
derstanding the long-term damaging 
effects of past violence. Questions like 
“what happened to you?” vs. “What’s 
wrong with you?” are being asked in the 
more trauma informed systems of care 
(Bloom, 1997, p .191).

Peer programs are the natural resource 
to help synthesize our knowledge of do­
mestic violence and mental health.
Grass roots, advocacy, empowerment- 
centered peer organizations have long 
grappled with the labeling of oppressed 
groups and have focused on choice, 
rights, and systems change (Friere,
1995). Translating this philosophy into 
the development of trauma informed 
peer organizations is not a stretch. The 
difficulty is that many members of peer 
programs have been taught to think of 
their difficulties as mental illnesses and 
been treated with medications and of­
fered no explanation of the correlation 
between past violence and current life 
difficulties. Consequently a parallel “dis­
sociation” occurs as a result; a sec­
ondary level of abuse takes place. Often, 
the discovery that this has happened 
takes place in peer programs. Therein 
lies the opportunity to reeducate and 
liberate the individual from the place in 
their house where they have been im­
prisoned by society and from the coer­
cive practices of the mental health 
system. Conversations and education 
about the extent to which trauma and 
past abuse impact self-concept, relation­
ships, and community is a way to break 
down people’s sense of victimhood— 
feeling responsible for making the abuse 
happen, incapable of mutually support­
ive relationships, or discomfort with 
their bodies. When we begin to speak 
the truth of our lives, express our pain, 
and find out the depth of the embedded 
messages common to abuse survivors, 
the language o f symptoms is replaced by 
the deepening of personal relationships 
and our ability to advocate for a more 
politically astute mental health system.

Action 4: Accepting flexible boundaries. 
Boundaries are often cited in peer pro­
grams as an arbitrary construct for nego­
tiating the terms of a relationship (Mead 
& Copeland, 2000). Rather than explor­
ing each individual interaction and de­
veloping relationships, people have

learned to set traditionally clinical 
boundaries when some situation might 
be difficult to negotiate. Being honest 
has long been associated with “hurting 
someone’s feelings” or even getting in 
trouble. Clinical boundaries have been 
the model for what is “appropriate” in 
particular circumstances. For example, 
when asked in peer training if people 
would give out their home phone num­
bers to members they are being paid to 
serve, the response is often an emphatic 
no. We forget that the people we serve 
are also long-term friends we’ve been 
receiving and making phone calls to and 
from for years. Without these flexible 
and individually negotiated boundaries 
we perpetuate the power structure of a 
more formal professional relationship 
(Curtis & Dupre, in press).

Action 5: Building mutually empower­
ing relationships through shared re­
sponsibility and shared power. 
Assumptions about power define the dy­
namics of any community. It is no differ­
ent in peer communities. Many peer 
support center mission statements in­
clude statements about everyone being 
equal, with no one having power over 
anyone else. While fine in theory, there 
are often overt or covert hierarchies. 
Some members are considered staff, 
some supervisors to staff (directors), 
and some just members. Where there is 
money, and where there are titles, there 
are power differences, even if they are 
minimized. If this power dynamic goes 
unrecognized, it leads the community 
members to being less than honest and 
saying or not saying things from fear of 
retribution.

Many power inequalities are less visible 
than the ones to do with money and 
title. Some o f these include: level o f ed­
ucation, professional type job (or having 
any job), financial means, charisma, 
service level (e.g. person in an Assertive 
Community Treatment (ACT) team vs. 
someone no longer in the system), con-
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fldence, and the more obvious ones 
such as gender, race, age, sexual prefer­
ence, and background. In communities 
o f people who have been marginalized, 
there is an embedded sense of power­
lessness that goes unrecognized. 
Identifying and talking about power dy­
namics is a beginning step toward 
breaking them down.

This is also true for sharing responsibili­
ty in relationships. When one person is 
the “helper,” it is often difficult to switch 
roles and ask the other person for help. 
Sometimes people are afraid to say what 
they really mean, because they worry 
about what the other person might do 
(for example, “If I say that, maybe 
he/she will get symptomatic . . .  commit 
suicide”). Shared responsibility is a fun­
damental operating principle for peer 
programs to maintain a nonclinical, 
growth-oriented philosophy.

Action 6: Managing conflict. Within all 
communities there are tendencies to fac­
tion or split. There are internal conflicts 
(ongoing internal self-criticism), inter­
personal conflicts, and community con­
flict. Often our own internal conflict 
influences all the other types of conflict. 
If we are struggling with the internal 
turmoil that voices itself through nega­
tive messages, interpersonal conflict 
style becomes one of avoidance and 
submission. If the message is “if you 
don’t win, you’re dead,” conflict can be­
come a battle of wills and blaming. The 
form that this then takes is a covert con­
flict within the whole community, with 
the formation of cliques or factions that 
vie with each other for control and au­
thority. Gossip becomes the main mech­
anism for communication, and the 
atmosphere becomes filled with tension. 
When conflict or difficulties arise we 
often fall back into old roles of silence 
and avoidance, or of power and control. 
For many, conflict is linked to stressors 
that lead to escalating symptoms and 
therefore, in the medical model, should

be avoided. However, in this model, 
learning to confront conflict is a way of 
building and deepening relationships 
and community. It is an unavoidable dy­
namic, part of the real world, present in 
all programs, but people in peer sup­
port programs have learned how dan­
gerous it is supposed to be and the 
potential results for engaging in it. Yet, if 
conflict is addressed proactively, people 
learn ways to negotiate, facilitate, and 
manage it. This approach moves beyond 
the medical model definition of struggle 
as symptoms to be avoided and leads to 
building respect, reciprocity, and toler­
ance for others (Shore & Curtis, 1997).

Action 7: Strengthening peer supervi­
sion, reflection and evaluation. Every 
peer program starts out with the best in­
tentions. There comes a time, however, 
when conflicts arise, gossip is out of 
control, and communication and rela­
tionships at the center break down. Our 
communities tend to retreat to what 
we’ve known in the past. Peer supervi­
sion that transcends roles is helpful in 
revealing to the community how it self- 
destructs. Peer supervision needs to 
model the concept of reciprocity (every­
one gives and receives critical feedback). 
Supervision helps the community learn 
to sustain its commitment to personal 
change. In addition, supervision can cre­
ate a framework to begin the evaluation 
and long-term research needed to docu­
ment how peer support works.

Self-reflection and critique are tools to 
help one another keep from defining 
any one way as “right.” Being able to de­
liver and receive difficult messages, as 
common practice, maintains the peer 
support philosophy and supports the 
stability and integrity of the center and 
its community of members and staff. 
Fostering this level of mutuality, supervi­
sion assumes a proactive role in creating 
an environment in the peer support 
program that supports the dynamics for 
personal change described above.

Supervision maintains the program phi­
losophy and interpersonal skill building 
that enables the membership to deal 
with the fear, the conflict, and the 
power dynamics essential for our per­
sonal and social growth.

R e s u l t s

Implications for the Future
We are developing peer programs at an 
exciting time in mental health care re­
form (Jacobson & Curtis, 2000). 
Warmlines are run in almost every re­
gion of every state, protection and advo­
cacy groups are part of every system, 
and peer support respite programs (of­
fering an alternative to traditional hospi­
talization), are starting to appear around 
the country. Peer support centers are 
emerging in a variety of forms serving 
diverse interests.

Unfortunately there is little funding for 
peer support services compared to 
other mental health care funding.
Rarely, if ever, has funding for peer sup­
port services comprised even one per­
cent o f a state mental health budget.
Peer centers are competing with each 
other for the little money states are will­
ing to invest. Research dollars have not 
been allocated for examining the effec­
tiveness of peer supports, and state gov­
ernment will remain reluctant to invest 
significantly until this approach has 
been validated by the mental health es­
tablishment.

We find ourselves in the same battles as 
any other competing organizations. As 
in any movement there will be “turf” 
battles and a struggle to develop the sol­
idarity required to move the research 
agenda and achieve true systemic accep­
tance of the peer support model and 
thereby justifying its inclusion in state 
mental health care budgets.

If peer support programs can standard­
ize their models, build them on effective
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values and principles as we have de­
scribed in this paper, they will draw 
more resources to each other, but they 
also will be a powerful voice in the fu­
ture design of services. Already we’ve 
helped to reduce people’s dependence 
on professional supports, learned effec­
tive ways to help people go back to 
school and return to work. We have 
helped many to learn how to stay out 
of crisis and thereby stay out of the 
hospital.

As an evolving culture, peer support has 
the opportunity to forge not just mental 
health system change but social change 
as well. As we eliminate the notion of 
“otherness” as deviant, and support 
each other in healing, assumptions must 
change (Aronson, Wilson & Akert,
1994). The focus of responsibility for 
healing and change will be on a culture 
that currently condones violence and 
supports homogeneity. Instead of social 
control, perhaps there will be social re­
sponsibility It is at this level of change 
that peer programs must come together. 
It is at this level of development that 
“we can change the world.”
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