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ARTICLE

A bridge to recovery: an interpretative phenomenological analysis with peer 
support specialists in Singapore
Jing Ting Lynn Ng and Joanna Barlas

School of Social and Health Sciences, James Cook University, Singapore

ABSTRACT
Recovery-oriented mental health care approach is gaining acceptance in Asian countries, includ-
ing Singapore. Following Western countries, Singapore started hiring peer support specialists 
(PSS) as part of mental healthcare services. The aim of this paper was to explore and understand 
how individual peer support specialists in Singapore perceive and make sense of their role given 
their unique perspective as both recipients and providers of mental healthcare treatment. Six PSS 
in Singapore were interviewed utilizing a semi-structured interview schedule. Interviews were 
transcribed verbatim and analysed using interpretative phenomenological analysis. Four super-
ordinate themes were generated illustrating how PSS viewed their role: embracing and embody-
ing recovery, balancing on a bridge, impossible without support, and helping to end stigma. 
Findings also illustrated participants’ awareness of the nature of the job and the role of PSS as still 
in the infancy stage. They embraced a recovery-oriented mindset despite experiencing stigma 
from professionals and/or their social support. The need to understand familial attitudes towards 
the PSS role is discussed. The limitations, contributions to the research, and several areas for 
future research are also outlined.
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Introduction

Over the last three decades there has been a widespread 
paradigm shift in mental health services from a traditional 
biomedical model, which characterizes recovery as an 
absence or stabilization of symptoms, to a recovery- 
focused model, which illustrates recovery as an improve-
ment in quality of life (Thorton & Lucas, 2011). Singapore 
has relatively recently been trying to move towards 
a recovery approach within its mental healthcare system 
and has been employing peer support specialists (PSS) 
since 2012 (Gun & Leong, 2016). PSS are in a unique 
position of being both recipients and providers of mental 
healthcare treatment. As such it is important to under-
stand how they perceive and make sense of their role 
within the mental healthcare system as their perspective 
sheds light on the ways in which a key tenet of the 
recovery approach, peer support, is functioning. From 
a review of the peer-support literature it will be shown 
that the perspectives of PSS have been sought in several 
ways but rarely, and never in Singapore, using interpre-
tative phenomenological analysis (IPA), thus providing 
the foundation for this study.

Clinical recovery comes from a medical model of men-
tal health that views recovery as an absence or stabiliza-
tion of symptoms and the restoration of premorbid 
functionality (Slade et al., 2008; Whitley & Drake, 2010). 
In contrast, the definition of recovery as a transformative 
process of leading a meaningful life after the diagnosis of 

mental illness (Chamberlin, 1995; Deegan, 2002) emerged 
from peer-initiated services which empowered people 
with mental illness to take charge of their recovery jour-
ney during the deinstitutionalization movement and 
uprising civil rights movement in the United States 
(Davidson et al., 1999; Slade et al., 2008). Currently, the 
most widely used and endorsed conceptual framework 
for recovery (van Weeghel et al., 2019) was generated 
from a review of 97 articles encompassing descriptions 
and models of personal recovery (Leamy et al., 2011). The 
CHIME framework identifies five processes that are 
deemed to be essential to successful recovery; connect-
edness, hope and optimism about the future, identity, 
meaning in life; and empowerment. Andresen et al. 
(2003) further define five stages of recovery: (i) morator-
ium; (ii) awareness; (iii) preparation; (iv) rebuilding; and (v) 
growth.

Western countries are familiar with recovery 
model approaches and have been including peers 
to work alongside other non-peer professionals in 
providing mental healthcare services since deinstitu-
tionalization in the role of PSS (Clossey et al., 2016; 
Lawton-Smith, 2013). Peer leaders across six conti-
nents collectively defined the role of PSS as using 
their personal recovery experience to guide and 
facilitate another person’s recovery journey by instil-
ling hope and empowerment to achieve a better 
quality of life (Stratford et al., 2017).
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Since the spread of the recovery model and the 
increased hiring of PSS, research with PSS has prolif-
erated in several areas, which can be illustrated briefly 
by consideration of the number of review articles in 
this field. There are narrative reviews considering the 
developments, benefits and challenges of PSS (e.g., 
Davidson et al., 2012; Mahlke et al., 2014; Miyamoto & 
Sono, 2012; Repper & Carter, 2011), systematic 
reviews investigating the efficacy and effectiveness 
of PSS in improving outcomes for individuals with 
mental health problems (e.g., Ali et al., 2015; Fortuna 
et al., 2020; Lloyd-Evans et al., 2014; White et al., 2020) 
as well as facilitators and barriers to implementation 
(Ibrahim et al., 2020; Mutschler et al., 2021) and 
a scoping review exploring the mechanisms under-
pinning peer support work (Watson, 2017).

Within this broad field of PSS research, the experi-
ences of PSS have been studied using qualitative 
methodologies such as grounded theory (e.g., 
Clossey et al., 2016; Moran et al., 2013) and interpre-
tative phenomenological analysis (e.g., Dyble et al.,  
2014); quantitative designs (e.g., Cronise et al., 2016; 
Lapidos et al., 2018) and mixed-method approaches 
(e.g., Ahmed et al., 2015; Vandewalle et al., 2016). The 
existing evidence from these studies indicates both 
positive and negative experiences in providing peer 
support, which is further supported and summarized 
in Walker and Bryant’s (2013) metasynthesis of quali-
tative findings.

A notable feature of the current research involving 
PSS is the dominance of samples and settings in 
Western, and mostly English-speaking countries. For 
example, across three review papers, a meta-synthesis 
(Walker & Bryant, 2013), a meta-analysis (Lloyd-Evans 
et al., 2014) and a systematic review (Mutschler et al.,  
2021), no studies outside Western countries were 
included. This is not surprising given that the growth 
and application of a recovery-oriented approach is 
still in its initial stages in non-Western countries, 
including Asian countries (Tse et al., 2013).

At the theoretical level, research into the concep-
tual understanding of recovery has also tended to be 
dominated by Western narratives (Leamy et al., 2011; 
van Weeghel et al., 2019). The field is expanding, 
however, and a recent scoping review by Kuek 
et al. (2020) provides an overview of the meaning 
of recovery in Asia from 30 studies across 10 coun-
tries (China, Hong Kong, India, Israel, Indonesia, 
Japan, Korea, Malaysia, Taiwan). The authors identi-
fied dominant themes of recovery from an Asian 
perspective, including the dual perspectives of symp-
tom remission and successful reintegration into 
society, cultural and religious explanations of symp-
toms, and personal, social, and religious factors sup-
porting or hindering recovery.

Research involving PSS in Asia specifically is also 
limited, and much of the existing research has come 

from Hong Kong. Qualitative studies have explored 
the experience of PSS workers in Hong Kong (Tse 
et al., 2017); how individuals with bipolar disorder 
made sense of knowledge provided by mental health 
professionals and peer support workers (Tse et al.,  
2019); and how family caregivers of individuals with 
bipolar disorder perceive recovery and peer support 
workers and how they interact with them (Yuen et al.,  
2019). Mak et al. (2021) used a longitudinal design to 
investigate the effect of recovery attributes (e.g., 
hope, self-esteem) of peer support workers on recov-
ery-related outcomes of mental health service users.

Singapore has been training peers in a Certified 
Peer Support Specialist Programme since 2016. 
Currently, the certification course consists of both 
classroom learning and practicum placement to 
equip individuals with relevant knowledge and prac-
tical skills to provide peer support to peers who are 
struggling in their own mental health journeys. 
Participants with a lived experience learn how to 
share their personal recovery story from a resilient 
perspective to empower and bring hope to peers, 
and how to maintain ethical boundaries as a PSS 
using principles of recovery and resilience (Social 
Service Institute, 2022). Certified PSSs have been 
employed by the Institute of Mental Health (IMH) 
and other mental health voluntary welfare organiza-
tions to provide peer support services, which include 
empowering and/or advocating for clients to the pro-
fessional staff, providing supportive counselling to 
clients, sharing strategies to cope with mental illness, 
and increasing hope for a better quality of life whilst 
living with a mental health diagnosis (Gun & Leong,  
2016).

Public attitude towards mental illness in Singapore 
is predominantly negative with high levels of preju-
dice and misconceptions over mental illness in 
society, as well as reduced tolerance to mental illness, 
and preference for increasing social distance and 
restricting social roles for individuals with mental ill-
ness (Yuan et al., 2016). Mental health professionals 
are generally more positive in aspects of tolerance, 
social restrictiveness, and prejudice and misconcep-
tions but their attitudes towards social distance were 
similar to that of the general public (Yuan et al., 2017). 
Therefore, the stigma and discrimination PSS may face 
in their role may be from the non-peer professionals’ 
acceptance in the treatment team and possibly from 
their own families and/or clients’ families.

To date, there has been one published study 
involving PSS in Singapore; Kuek et al. (2021) used 
reflexive thematic analysis (Braun & Clarke, 2006) to 
explore barriers and facilitators of peer support 
work at IMH in Singapore. Facilitators were identi-
fied as supportive figures, having a defined role, 
opportunities for personal growth and identifying 
personal coping strategies. Barriers included having 
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an unclear role, hostility from non-PSS staff and 
unsupportive working environments. The authors 
hope that their research will “generate more con-
ducive dialogue on changes that need to be made 
to existing policies and operation frameworks” 
(Kuek et al., 2021, p. 8) and that more research 
with PSS in Singapore will help further support 
these efforts.

Building on Kuek et al.’s (2021) research, this study 
seeks to understand how individual peer support 
specialists perceive and make sense of their role 
within a mental health system that is relatively new 
to the recovery approach. Being both recipients and 
providers of treatment within healthcare systems 
PSS’ narratives offer a window into the unique 
experience of straddling both sides of healthcare 
delivery. PSS are both striving towards their own 
recovery and helping others in their recovery jour-
neys, all within a healthcare system that typically has 
a medicalized view of recovery. Therefore, asking 
PSS, as key stakeholders, how they make sense of 
their role and seeking rich narratives of their lived 
experiences of providing peer support gets to the 
heart of the recovery movement and the peer- 
initiated services it advocates for. The aim of this 
interpretative phenomenological study is therefore 
to explore the lived experiences of PSSs and their 
perceptions of their role working in mental health 
organizations in Singapore to deepen our under-
standing of what it is like to provide peer support.

Method

Research design

This was an exploratory study, using a qualitative 
approach and collecting data using in-depth semi- 
structured interviews, to address the study’s aims. 
IPA was chosen for its theoretical foundations of phe-
nomenology, hermeneutics, and idiography. IPA was 
developed to examine personal lived experience and 
using this methodology allows for convergence and 
divergence within the participant sample (Smith,  
2017). Thematic analysis has been used previously to 
develop a broad understanding of peer support work 
across groups of PSS (e.g., Griffiths & Hancock- 
Johnson, 2017; Kuek et al., 2021; Tse et al., 2019; 

Yuen et al., 2019). In contrast, IPA has been used 
with PSS in only one study in the UK (Dyble et al.,  
2014). Analysing the data collected using IPA allows 
for a thorough and in-depth exploration of partici-
pants’ experiences, which was deemed the most sui-
table approach to achieve the study aims of exploring 
the lived experiences of PSS in Singapore to under-
stand how they perceive and make sense of their role 
within the mental healthcare system. Whilst IPA is an 
inductive approach, the results will be considered in 
relation to the CHIME processes (van Weeghel et al.,  
2019), and stages of recovery (Andresen et al., 2003), 
as well as Asian perspectives of recovery (Kuek et al.,  
2020).

Participants

A purposive sample of six individuals, above 21 years 
of age, who had worked or were currently working as 
a PSS for at least 6 months in a mental health orga-
nization in Singapore were recruited. This sample size 
is in line with IPA recommendations for exploring the 
lived experiences of a homogenous group 
(Pietkiewicz & Smith, 2017). These six participants 
reported diagnoses of mood disorders and psychosis, 
and more information about their work experiences is 
listed in Table 1. Participants’ ethnic groups were 
represented by Chinese and Indian individuals. In 
addition, the educational levels of the participants 
ranged from GCE “O” Levels to Postgraduate 
Degrees. Participants were assigned pseudonyms for 
the duration of the research.

Procedure

Ethical approval (approval number H7076) was 
granted by James Cook University Human Research 
Ethics Committee. Participants were recruited 
through a contact person who assisted in dissemi-
nating information about the study to the pool of 
PSS in Singapore. Interested participants contacted 
the first author by email or telephone. Written 
informed consent was obtained from all participants. 
Socio-demographic details (e.g., gender, age, ethni-
city, and other information such as mental health 

Table I. Participant information.
Pseudonym Gender Working Experience Working Status

David Male More than 3 years, Worked in more than 1 mental health 
organization

Full-time, Peer support

Mary Female More than 1 year Full-time, Peer support
Julia Female More than 6 months Part-time, Peer support
John Male More than 3 years, Worked in more than 1 mental health 

organization
Full-time, Peer support

Anna Female More than 1 year Part-time, Peer support
Susan Female More than 1 year Full-time, Integrated job: Peer support and non-peer 

role
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diagnosis and remuneration) were gathered using 
a questionnaire.

The first author conducted semi-structured inter-
views consisting of open-ended questions and 
prompts to gather in-depth narratives from each par-
ticipant about their experiences as PSS. The semi- 
structured interview schedule was developed from 
literature and refined through discussions between 
the first and second authors. To understand how PSS 
view their role it was deemed important to start with 
an open question about their experiences as a PSS 
and then three subsequent questions that probed 
their view of how the role helps in their own recovery, 
how they make use of support within the role, and 
how they see the role fitting within the broader sys-
tem. The interview schedule was applied flexibly, and 
prompts were used to probe further into participants’ 
unique experiences in line with IPA’s idiographic 
approach. The interviews were between 40 and 110  
minutes long and were audio recorded and tran-
scribed verbatim, alongside additional notes (e.g., 
nonverbal gestures) taken by the first author during 
the interviews.

Data analysis

IPA was used to analyse the data collected (Smith & 
Osborn, 2008) with the aim to understand how PSS 
make sense of and view their role. Following the 
guidelines of Pietkiewicz and Smith (2014), the initial 
process of analysis involved the first author familiariz-
ing herself with each transcript and annotating sig-
nificant comments, similarities and differences, and 
making preliminary interpretations in the left-hand 
margin. These initial interpretative comments were 
centred around participants’ descriptions of their 
experiences as a window into how they made sense 
of the different aspects of their role. Next, the first 
author read through the transcript to build on these 
provisional notes and interpretations and document 
emerging themes in the right-hand margin that 
involved more abstract concepts. The first author 
listed emergent themes separately for each transcript, 
looked for connections and clustered similar themes 
and superordinate concepts that moved beyond that 
which was stated explicitly in the transcripts. The 
entire process was then repeated with the remaining 
transcripts, one-by-one. Once all the transcripts were 
analysed, the first author looked across all the tran-
scripts for repeated themes to form superordinate 
themes which provided valuable insights into the 
participants’ experience as a PSS and enabled us to 
understand how they view their role. The themes 
were then checked back against the transcripts to 
ensure they were grounded within participants’ 
experiences and Smith’s (2011) guideline of an 

agreement of at least three cases having the same 
theme to form the superordinate theme was followed.

The double hermeneutic stance of IPA recognizes 
that the authors’ professional and personal experiences 
may lead to preconceptions and biases within the ana-
lysis process (Smith, 2011), as such the authors’ back-
grounds are disclosed here. The first author is 
a Singaporean clinical psychologist who was in training 
at the time of interviewing. The first author has experi-
ence working in local mental health services, specifically 
with PSS, and is supportive of the introduction of 
a recovery approach to Singapore. The second author 
(the first author’s research supervisor) is a British lec-
turer in clinical psychology at an Australian university in 
Singapore. The second author has previous experience 
of working in secondary and tertiary mental health 
services in the United Kingdom. Both authors hold 
both personal and professional beliefs about the impor-
tance of the recovery approach.

Throughout the analysis the first author discussed her 
annotations and emerging themes with the second 
author as part of the reflexive process during supervision 
sessions. This included reflections on preconceptions and 
biases stemming from previous work and academic 
experiences. Both qualitative (Yardley, 2000) and IPA spe-
cific (Nizza et al., 2021) guidelines were followed to 
ensure rigour and quality control in the research.

Results

Four superordinate themes were generated illustrat-
ing how PSS made sense of and viewed their role: 
embracing and embodying recovery, balancing on 
a bridge, impossible without support, and helping to 
end stigma (Table 2). The order of the superordinate 
themes was arranged to illustrate the lived experience 
of PSS’s view of their role.

Embracing and embodying recovery

This superordinate theme captured the sense of the PSS 
role being intrinsic to participants’ own recovery. 
Through deliberate openness and choice in accepting 
their own mental health problems they saw the PSS role 
as offering opportunities to move closer to their own 
recovery and to help others in their recovery journeys in 
a mutually beneficial cycle. Their reflective stance 
enabled them to view their own mental health pro-
blems from a position of positivity, and they were grate-
ful that the PSS role allowed them to derive meaning 
and fulfilment from their own, likely challenging, past 
experiences. Two subordinate themes were generated.

Acceptance and opportunity
Most participants viewed the PSS role as closely inter-
twined with the ongoing process of accepting their 
mental health diagnosis and the trajectory of their 
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mental health condition. Participants spoke about the 
stigma they had experienced associated with their 
mental health diagnosis from themselves and others 
within various situations while on their own recovery 
journey and when providing peer support. Positivity 
contributed to participants’ level of acceptance of 
their mental health diagnosis and potential setbacks 
in their recovery journey. Mary explained, “ I have 
accepted this truth as a reality and not living in denial 
but really face it positively. So, I hope my sharing of my 
recovery story . . . they (peers) can walk towards recovery 
and not give up hope”. Mary’s experience highlighted 
her own struggles in accepting her diagnosis “Because 
of this mental health condition, I have to give up my 
previous (non-PSS) job”, nonetheless, her turning point 
in her recovery journey was her acceptance. 
Thereafter, she managed to embark on her own 
recovery journey and through her role, she was able 
to help others in their recovery journey “ . . .It’s like 
I am encouraging myself and also encouraging the 
peers too”. Similarly, David’s change of perspective 
about his own mental health condition enabled him 
to see it as an opportunity for helping others “. . .My 
mental illness seemed to be a curse in the beginning but 
now it’s a blessing that can share recovery for others ”.

Half the participants viewed the PSS role from 
a position of gratitude as it provided them with mean-
ingful and purposeful work opportunities that left 
them with a sense of fulfilment. In Mary’s narrative, 
she shared her feelings of gratitude several times “. . . 
grateful that I am doing such a good job”. For Susan, 
she felt her role gave her meaning in her life after her 
mental health diagnosis“ Recovery also means like for 
me doing a meaningful job, doing a peer support spe-
cialist job is a meaningful and I can contribute back to 
society and I can live a meaningful life”. Anna also 
shared the satisfaction experienced from her role as 
PSS “ I found that there’s a lot of fulfilment in peer 
support specialist because I really get to help others and 
I really enjoy like helping and being in touch with my 
own issues and I really enjoy working with people ”. 
They seemed to view their own recovery as an 
ongoing testimony of the approach while bringing 
about recovery to peers in need.

Additionally, all participants emphasized the 
importance of approaching the PSS work from 
a stance of positivity. They remained positive despite 
challenges from various sources, including peers, care-
givers, and the workplace. Adopting a positive mind-
set appeared to facilitate growth and development in 
their role. John explained, “When we become peer 
support specialists, we have to face the challenges, 
and we see the challenges as not as problem, not as 
a roadblock, but as obstacles, which we can eventually 
overcome to grow and develop ourselves”. Their posi-
tivity was also reflected in their interactions with their 
peers, as Julia explained, “ I’m glad that you came to 
seek help rather than suffering on your own . . . and let 
us take care of you ”. Julia found it helpful to positively 
reframe and reassure peers to encourage them in 
their recovery as peers often had negative and 
unpleasant past experiences in seeking treatment for 
their mental health problems. For their peers, partici-
pants saw the PSS role as embodying principles of 
connectedness, non-judgement and hope.

Recovery is reinforced
All participants made sense of the role they played by 
seeing providing peer support as leading to perpetu-
ating effects in recovery. Participants described the 
PSS role as being integral to their own ongoing recov-
ery while providing peer support and how their shar-
ing encouraged peers, who initially did not respond 
to traditional treatments, to embark on their recovery 
journey.

Susan acknowledged that acceptance of self and 
others was not an easy process even in individuals 
without mental health conditions. Hence, she saw the 
process of sharing in her PSS role as valuable in bring-
ing about her own acceptance and eventual recovery, 
“ When you can talk to other people that means you are 
accepting yourself already. That means accepting your-
self and accepting of other people in your life and their 
views”. Being more accepting then seemed to facil-
itate her acceptance of others.

Furthermore, participants believed that using their 
approach to recovery and peers’ improvements 
brought about changes in the perceptions of 

Table II. Compositional structure of IPA themes.
Superordinate themes Subordinate themes

1. Embracing and embodying recovery 1.1 Acceptance and opportunity 
1.2 Recovery is reinforced

2. Balancing on a bridge 2.1 Looking after self versus others 
2.2 Pushing forward and pulling back

3. Impossible without support 3.1 Family support 
3.2 Professional support 
3.3 Faith

4. Helping to end stigma 4.1 Using self as a tool 
4.2 One voice in the system
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professional medical teams. From John’s perspective, 
“ . . .As I’m sharing my recovery strategies, clients (peers) 
start listening and feeling better, recovery strategies that 
I shared gets reinforced on me and I start getting better 
and when the system sees both of us getting better, the 
system starts getting better ”. This suggests that John 
sees the PSS role as having value beyond the indivi-
dual interactions with peers by facilitating a more 
encouraging environment for recovery which even-
tually becomes reality.

Susan and Anna found dual meaning in positive 
encouragements they received from their peers; see-
ing it as evidence of peers’ empowerment and valida-
tion of their own progress. Susan described an 
interaction with a peer which evoked feelings of 
empowerment and encouragement from her own 
sharing, “ . . . she was saying thank you for your encour-
agement because you told me that I can do it. I didn’t 
know that I can do it and I found a job . . . ”. Hence, 
through the role of PSS, important elements of the 
recovery model like provision of hope, encourage-
ment and empowerment enabled peers to embark 
on their recovery journey, thereby, accentuating the 
effectiveness of peer support.

Balancing on a bridge

This superordinate theme represented the tensions 
experienced by PSS while performing their role. 
Three participants, Julia, Susan, and Anna explicitly 
used the term “bridge” in their narratives to describe 
how they viewed themselves as a connection 
between mental health professionals on one side 
and their peers in recovery on the other side. Being 
this connection often meant engaging in a careful 
balancing act between their own and others’ recovery 
and between the views of mental health professionals 
and their peers in recovery. They saw having to deal 
with challenging circumstances and making difficult 
decisions while providing peer support as inherent in 
the role. Overall, participants believed personal quali-
ties like sensitivity and maturity, and maintaining neu-
trality and flexibility were important when faced with 
challenging situations at work. In the two subordinate 
themes generated, participants viewed success in the 
PSS role as effectively striking a balance between their 
personal needs and the needs of their peers and 
between the hesitation of others and their own eager-
ness to push a recovery agenda.

Looking after self versus others
All of the participants emphasized their awareness of 
limits to their psychological capacity to support peers 
in their role. Although they enjoyed the process of 
supporting another in their recovery journey, they 
often felt challenged and overwhelmed which con-
tributed to emotional fatigue. Mary, Susan, and Anna 

shared their experiences of near relapse or relapse 
due to insufficient self-care. As such, participants 
believed it was important to value themselves before 
caring for others. From Susan’s experience, “ . . . 
Awareness of ourselves is important, I think we need 
to do what we can do . . . step back, what we cannot 
do . . . self-care is very important . . . we have the kind of 
energy and the self-care part is done properly, you’re 
able to manage ”.

For David self-care meant pacing himself whilst at 
work according to his energy level, which he believed 
allowed him to be effective in his role as a PSS, “So 
I know my energy, when I’m most energetic early in the 
morning then it comes to evening when I’m most tired, 
I cannot continue my work because I may make mis-
takes.” For Julia, self-care meant being assertive both 
at work and at home in order to have the capacity to 
perform her role as PSS,

I was able to say no to some . . . I think at work, there 
are bound to be things to say no . . . I cannot take any 
more patients for now, I cannot do this, I can’t take 
this media engagement, this doesn’t suit me, I will tell 
my boss that this is not good, I need a computer. 
I think being assertive helps with mental health rather 
than being quiet. The assertiveness goes with my 
family as well, sometimes I’m tired, I don’t want to 
go out on Saturday, I say no. I’m not going out . . . 

(Julia)

It seems that being in the role of PSS, required parti-
cipants’ constant awareness of any physical or emo-
tional symptoms to gauge their own capacity to 
provide peer support, being assertive in communicat-
ing their own needs for self-care and being consistent 
with self-care regimes to continue providing peer 
support.

Pushing forward and pulling back
All of the participants spoke with pride about over-
coming the challenges they encountered while pro-
viding peer support with care and maturity. They 
seemed to view managing systemic expectations of 
peers’ recovery and being mindful of following the 
pace of peers in their recovery journey as another 
fundamental part of the PSS role.

Anna made sense of working as a PSS by situat-
ing it within and contrasting it to a mental health-
care system which is still in the early phases of 
adapting towards the recovery model. Here Anna is 
acutely aware of the need to subtly manage and 
work within the constraints of the mental health 
system and the workplace culture, by knowing 
when to advocate for peers and when to step 
back, in order to most effectively support peers’ 
recovery.

It’s so dominated by. . .non-recoveryperson. Ithink it’s 
more about the person, whether they are ready to 
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receive us, whether they are ready for our inputs. . . 
important to have peer support specialist, especially in 
hospitals because it’s difficult and. . .the culture 

Julia’s perception of her peers as feeling trau-
matized by the healthcare system, and as a result 
of disengaging from their medical team, led her to 
view her role as a “bridge” to recovery which often 
required her to stay neutral when supporting her 
peers.

I have to explain that this is the rationale, but also 
emphasize that they (doctors) might not be totally 
right . . . but if you really want to let them (doctors) 
know how you feel, I advocate the patients to go and 
tell them (doctors) . . . just talk to them (doctors), trust 
them (doctors), tell them (doctors) how you feel . . . 

(Julia).

Participants saw it as their responsibility to persist in 
the face of rejection by peers and/or peers’ family 
members. They used their lived experience and sensi-
tivity to peers’ feelings to mentally prepare them-
selves for negative reactions and interpreted such 
rejections objectively and as part of the recovery 
journey. David believed that PSS need to recognize 
peers’ readiness and acceptance towards peer sup-
port and recovery using empathy, sensitivity, and 
maturity to create a safe space for their peers, “ Not 
everyone will buy in what you want to share with them, 
at that moment. And not everyone will learn and receive 
the message at the same time. So the aha moment 
takes time.”

In addition, a few of the participants believed it 
was important to be observant and considerate to 
individual needs to tailor the peer support that 
would be helpful for a particular peer. Julia elaborated 
on her process of individualizing peer support, “I have 
to think very carefully before I talk because I’m not just, 
I’m not just me anymore . . . I have to be sensitive, I need 
to understand how to help that person in the best way 
possible because everyone is different . . . ”. This sug-
gests that Julia understood the need for individualiza-
tion of peer support whilst also, perhaps, feeling 
compelled to fulfil the image peers may have of her. 
Her repetition of the phrase “have to” indicates that 
she thinks she must be intentionally more aware, 
sensitive, and understanding to the needs of each 
individual peer.

Impossible without support

This superordinate theme encapsulated the view that 
being effective in the PSS role was dependent on 
support from others. All the participants shared in 
detail the significance of emotional support and self- 
care that enabled them to perform their role as PSS. 
This suggests that participants perceive providing 

peer support as requiring immense amount of emo-
tional strength and energy, and they recharge by 
receiving support from their own social support net-
work. Three subordinate themes were generated.

Family support
All participants' narratives reflected the importance of 
receiving familial support while performing their role 
as PSS. They shared that the role of PSS was emotion-
ally taxing and that their family members were under-
standing and provided the support needed at home. 
John, Julia, and Mary shared similar experiences, that 
there was implicit understanding from their family 
members without having to share with them details 
of their work as their family members were more 
concerned about their psychological well-being.

John shared that having a close relationship with 
his father enabled his father to be sensitive and notice 
any symptoms John may be experiencing. This close 
social support helped to detect early changes in 
John’s mental state which reduced John’s chances of 
relapsing and thus John could continue to perform his 
role as PSS “ My dad is aware of it (relapse prevention 
plan) . . . so sometimes if I miss the symptoms . . . my dad 
will know.”

Julia viewed her family’s unconditional support as 
essential to being able to function in the PSS role, “my 
family’s understanding . . . I need that space, I need that 
time to recuperate ”. For Julia, her family was able to 
step in with chores and caregiving needs while she 
performed her daily routine of meditation as part of 
self-care. Her family’s support enabled her to fulfil 
both her personal commitments at home and her 
role as a PSS. Hence, these participants believed that 
when their families tried to create a stress-free envir-
onment for them at home, they were able to recup-
erate at home which enabled them to be at their best 
whilst at work.

Susan saw the support from her family as giving 
her strength to continue in the role of PSS, “My 
mother is the main support . . . she is a strong woman . .  
. so she gives me the kind of strength to move on . . . 
there are so many people for you to help”. Support 
from the family came in different forms in each parti-
cipants’ family, such as being aware of relapse symp-
toms, giving space whilst at home, and being the 
source of encouragement. These elements of unwa-
vering and unconditional support from their families 
enabled the participants to gain strength, both physi-
cally and psychologically, and seemed to be essential 
to continuing to provide peer support to their peers.

In contrast, Anna and Julia saw the role as creating 
some tension with their families, mainly with media 
engagement and stresses faced at work. All partici-
pants were living with their family, a typical living 
arrangement in Singapore. Hence, ensuring peace 
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and harmony within the family was seen as important. 
Media engagement often required PSS to appear on 
various media platforms to share their recovery jour-
ney, this also meant that PSS were required to dis-
close their diagnosis on media. Anna shared her 
struggle with her family members to seek their 
approval to appear on media, “My mother is actually 
very supportive . . . my younger sister is a bit more 
reserved. So I try to manage”. Anna understood that 
her self-disclosure of mental illness on media was 
associated with experiences of stigma by her family 
members. Ultimately the differing levels of support 
and acceptance within her family led Anna to take 
into consideration her family members’ feelings and 
she eventually compromised by appearing on 
selected types and genres of media.

Julia was similarly tolerant towards her family’s 
reluctance for her to appear on media, likely viewing 
it as reflective of widespread stigmatizing attitudes 
towards mental health problems in Singapore, and 
so she negotiated with her mum about an appropri-
ate level of disclosure. This indicated that neither 
Anna nor Julia saw their role as PSS as an entirely 
individual pursuit.

I think my parents and my sister and brother-in-law, 
I mean they. They’re worried lah. Especially my mum 
is like you know, don’t tell people . . . they (media 
engagement) are not talking about my personal life, 
they (media engagement) are talking about my dis-
order, it’s a stigma for example . . . I thought that is 
manageable because I do tell people about my bipo-
lar disorder and um, so I told my mum, my mum was 
reluctant but we came to this thing, as long as I don’t 
say too much about myself right, it’s fine right, and 
she said yeah yeah it’s fine 

(Julia)

Whilst the PSS role appeared to be dependent on 
support some had to negotiate for the support their 
needed. These participants had to manage their 
families concern that the work was too emotionally 
intense for them, and their fears of possible relapse.

My mum is worried . . . are you being stressed back, is 
it affecting your health? The last thing they want is for 
me to get into episodes again lah, then I have to tell 
them it’s okay lah, you know I have learnt through my 
experience that I tend to make it balance . . . (Julia) 

Whereas Julia appeared to be accepting of her mum’s 
worry, Anna viewed it as “stifling” as her family tended 
to be “too protective” whenever she was unwell. Anna 
recalled that a recent relapse at work became 
a turning point for her family to understand what 
she needed and contributed to her getting back on 
her feet and back to work again.

I think my family has realized how important it is to 
have wellness. Because it’s really difficult to go 

through a relapse, it’s really quite horrible, but at 
the same time I think my family sees me what 
I need as an adult person, rather than the old me 
who was like a teenager, like years and years ago. So 
I think there’s this mutual understanding. 

(Anna)

Hence to perform in the PSS role these participants 
had to reassure their families by openly communicat-
ing their needs, such as time needed for self-care and 
informing families of their safety plans. With effective 
communication, participants were able to understand 
their families’ worries and address them adequately. 
Gaining their family members’ trust and seeing that 
they had faith in their ability to handle the demands 
of the role supports the idea that the PSS role was 
seen in the context of the familial system.

Professional support
Overall, the participants believed that professional sup-
port was valuable and necessary to their role, and this 
support was evaluated in terms of acceptance of recov-
ery principles. In all the participants’ narratives, they 
shared that their supervisors did not have a lived 
experience and were trained in various mental health 
professions but yet they understood the recovery 
model and the roles of PSS in the mental health field. 
Their supervisors’ openness and professionalism was 
beneficial in providing adequate support for the parti-
cipants to perform their roles as PSS. John explained, 
“ I am quite fortunate because my supervisor has gone 
through the recovery training . . . she has a good idea”. 
John’s supervisor, who is a non-peer professional, was 
able to provide adequate supervision support to 
enhance his learning from peer trainings received. 
Mary also shared how her supervisors gave her time 
to rest and recover when she experienced a relapse 
while on the job as a PSS, “ You better rest. When you 
fully recover then come back ”. For Mary, the assurance 
and support from her supervisors allowed her to recup-
erate without feeling stressed about having to take 
time off from work.

Anna seemed almost surprised at the success of 
her transition from a peer (receiving treatment) to 
a colleague within the same department. Though 
some of her colleagues were still adapting to Anna’s 
transition she felt that, “ My department they are very 
open and actually quite well-versed in recovery princi-
ples, colleagues are very supportive”. Another partici-
pant, David, saw collaboration within the 
interdisciplinary professional team and mutual contri-
bution as leading to positive growth, “ We meet once 
a week and share growth orientation with one another 
in the interdisciplinary team . . . everyone needs to know 
everyone’s work”. This suggests that an inclusive work 
environment allowed participants to feel supported 
and grow in their role of PSS.
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Faith
In addition to the support received from both home 
and work, the majority of the participants viewed 
their faith as giving them strength for their role as 
PSS, as Julia described “keeps me sane”. David also 
explained gaining his source of motivation and 
strength from his faith during difficult moments, 
“ My faith, Jesus is my source of support for me, . . . 
kept me going . . . not looking at my own shortcomings 
but I can walk on water . . . that I can do the impossi-
ble”. Two of the participants shared using faith to 
keep them safe and alleviate symptoms experienced. 
For John, his reliance on his faith was important in his 
ongoing recovery journey, “ Reoccurrence of the men-
tal illness . . . pain is really quite bad . . . all the recovery 
strategies, all the support system might not be that 
helpful . . . what keeps me safe is my spiritual beliefs”. 
Overall, from participants’ experiences, having faith 
provided the spiritual healing, strength and assurance 
needed when feeling despair to persevere in difficult 
situations.

Helping to end stigma

This superordinate theme describes the responsibility 
the participants felt in their PSS role to reduce stigma 
and promote the recovery approach to the extent 
that they willingly and repeatedly used themselves 
and their stories to attempt to change mindsets. On 
the one hand participants appeared to be proud of 
their personal contributions towards breaking down 
stigma, and on the other hand they portrayed a sense 
of powerless in the face of organizational, structural, 
and societal barriers to a more widespread adoption 
of the recovery approach. Two subordinate themes 
were generated.

Using self as tool
The majority of the participants saw using their lived 
experiences and ongoing recovery as crucial to chan-
ging the mindsets of others (e.g., medical profes-
sionals and peers) that recovery is possible and 
achievable. Some participants believed that medical 
professionals often see peers in their acute state and 
hence had the mindset that recovery is impossible, or 
that recovery only equates to a decrease in psychiatric 
symptoms. Julia used her interactions with other see-
mingly disbelieving medical professional staff to ela-
borate, “when they heard that I’m a peer support 
specialist, they will ask . . . what’s your diagnosis . . . 
they have been working in the mental health industry 
for like 20 years or 15 years and they’ll ask me like so, 
are you really well?”. Julia did not view these experi-
ences negatively, instead, she saw them as opportu-
nities to use her lived experience as a tool to bring 
about mutuality with peers and to normalize mental 

health diagnoses, “ I’m actually helping to end the 
stigma against themselves . . . they are not compliant . .  
. because they reject that label . . . I always advocate 
bipolar disorder is just like oh, I am blood type O ”.

Susan’s visceral description of her lived experience 
in the role of PSS gave her hope for others and 
courage to change mindsets of others, “ I have tasted 
recovery, I feel that recovery is possible so want to 
spread the message to other person that we can 
recover ”. Whilst John used language deliberately to 
attempt to challenge stigma and breakdown power 
hierarchies inherent within mental health services 
“ Peers . . . That means the patients, I mean I don’t call 
patients as patients, I call them as peers, yeah. So I think 
that is the main differential one ”.

In the process of providing peer support, all the 
participants used their personal definition of recovery 
to guide peers towards recovery. It was unanimous 
that the participants viewed recovery as leading their 
lives to the fullest. None of the participants used 
psychiatric symptoms to define their recovery. 
Hence, embracing such mindsets, participants hoped 
that through their interactions and personal sharing 
with peers and non-peer professionals, they could 
reduce peers’ own self-stigma and educate non-peer 
professionals about recovery.

Anna shared her thoughts about how she viewed 
her role as a catalyst to reduce stigma by creating 
a strong recovery culture in the mental health system 
and having the inner strength to withstand negativity 
and criticisms in the process, “ Peer support is one of 
the main stewards having a recovery-oriented commu-
nity because of what we have experienced, . . . gives the 
more traditional professionals an insight that they per-
haps previously don’t have ”. For Anna this appeared to 
be underpinned by an acute awareness of the subtle 
ways in which prejudice might be enacted, “ I’m more 
sensitive perhaps to stigma and things like that. When 
I’ll feel like they are treating me a bit differently from all 
my co-workers and I’ll feel like oh why are you doing 
this special treatment ”.

David, despite being emotionally hurt by the words 
of other peers which made him question his ability as 
a PSS “ You think you’re peer specialist, is it? You think 
you are counselor is it? You are also a patient like me ” 
was able to overcome this prejudice by drawing on 
encouragement from others who saw his potential as 
a PSS “ The next thing that keep me going is the support 
system, the core people who believe in me, that I can 
contribute more, to go beyond from asking for welfare, 
to being able to fare well in the community ”. He may 
unconsciously have felt that he needed to put his 
words in action in his role as PSS and be the living 
testimony that “there is life after diagnosis” which 
motivated him continue to reach out to other peers 
despite experiencing rejection.
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One voice in the system
All the participants recognized that supportive work 
environments and having colleagues and supervisors 
who accepted the recovery model framework enabled 
a smooth transition into the role of PSS. However, 
they believed that the Singapore mental health sys-
tem has not yet fully embraced the recovery model 
approach, thus resulting in medical professionals still 
operating within a traditional medicalized framework, 
and they seemed to feel a sense of powerlessness in 
their ability to effect change. Despite this, both Julia 
and John continued to view their contribution as an 
important component of eventual change.

From Julia’s perspective, “ Hospital policy and 
I understand they have to go through a particular pro-
tocol and they can’t break that, it’s not something we 
can break . . . but sometimes I feel like there’s nothing 
much we can do lah, I can only voice out”. Here, John 
described his experience during a multi-disciplinary 
team meeting, “ We just advocate to the doctors that 
the peer is getting better . . . at the end of the day how 
the hospital runs is the (doctor) one that is more respon-
sible for the patients ”. These experiences suggest that 
participants felt limited in their role as they were not 
able to implement changes at systemic levels 
although they may be able to advocate for changes 
at individual or departmental levels.

With the limitations of their roles, some partici-
pants envisioned career progression to impact 
changes at societal or political level. David elaborates, 
“ At the hospital I find that many of our peers could 
experience revolving doors, after their discharge then 
they come back to the hospital . . . if only the funding 
structure of healthcare could improve to promote more 
recovery-oriented services”. John also shared his visions 
of societal acceptance of recovery, “The only thing is 
having a good recovery culture and for that you need 
everyone in Singapore to get involved actually. It can’t 
be done by just a few people”. Participants believed 
that the process of bringing about changes requires 
collective efforts from both top-down and bottom-up 
approaches to embrace the recovery model frame-
work and therefore that the role of PSS is limited in 
its ability to effect change in isolation.

Discussion

This interpretative phenomenological study aimed to 
explore the lived experiences of PSS and their percep-
tions of their role working in mental health organiza-
tions in Singapore. Previous qualitative studies 
involving PSS, including the only known study in 
Singapore, have tended to focus on broad issues 
such as facilitators and barriers to PSS work and ben-
efits of and challenges in PSS work (Kuek et al., 2021; 
Tse et al., 2017, 2019). Whilst some of these past 

studies have captured elements of the PSS experi-
ence, this IPA study is, to the authors’ knowledge, 
one of two, and the first in Asia, to intentionally 
focus on the lived experiences of PSS (Dyble et al.,  
2014).

Participants’ experiences were encapsulated 
under four superordinate themes: embracing and 
embodying recovery, balancing on a bridge, impos-
sible without support, and helping to end stigma. 
The findings also suggested, at subordinate levels, 
personal qualities and social and cultural factors that 
enabled them to face the challenges in their role, 
and their hopes for organizational and societal atti-
tudinal shifts. These themes strengthen and deepen 
our understanding of how PSS in Singapore perceive 
and make sense of their roles in an environment 
that has been slowly shifting towards more recov-
ery-oriented mental health services (Gun & Leong,  
2016) but where stigmatizing attitudes towards 
mental health problems continue to exist (Pang 
et al., 2017; Yuan et al., 2016, 2017).

Participants’ perceptions of their PSS role were in 
line CHIME processes of recovery (van Weeghel et al.,  
2019) in that whilst CHIME processes were evident in 
their own recovery journeys, they were also mirrored 
in the peer support work they offered. They viewed 
connection as a central component of their work, 
particularly being able to connect in a sensitive and 
timely manner and they saw a main function of their 
role as bringing hope and optimism to their peers. 
They took on the PSS role as part of their identities 
and relied on their positive sense-of-self to persevere 
and handle challenges. They embodied recovery prin-
ciples within their workplaces, whereby the PSS role 
became a large component of the meaning they 
found in life. Finally, they used their own sense of 
empowerment to continually offer a different mes-
sage of strength to that of the traditional medicalized 
views of mental illness.

Similarly, the results could be interpreted in rela-
tion to the five-stage model of recovery proposed by 
Andresen and colleagues (2003). This theoretical fra-
mework facilitates understanding of participants’ cur-
rent stage of recovery and how it enables them in 
their role of PSS. Participants’ narratives depicted their 
journeys through the different stages, and they were 
most likely to be at the final stage (growth). At this 
stage an individual is aware of their psychiatric symp-
toms and has developed their personal ways to man-
age them. They show resilience in facing the 
challenges at work, whilst maintaining a positive atti-
tude, and reframing their negative experiences more 
positively.

Whilst not explicitly referring to use of these stages 
in their work, participants showed an intuitive aware-
ness of the likely stage their peers were in. For exam-
ple, they knew to approach respectfully and 
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cautiously when peers were in moratorium stage, and 
how to find the right moment of awareness to share 
their own stories. They repeatedly used their own 
experiences to assist their peers with preparation. 
They fought against stigma encountered and advo-
cated for the needs of themselves and their peers, 
embodying the stage of rebuilding for themselves as 
individuals, their peers, and the healthcare system. 
They modelled growth in the dual management of 
their work and their own mental health and the 
meaning they were able to find in the PSS role.

In line with previous findings, the themes richly 
describe the process by which PSS in Singapore estab-
lished their role as a PSS and how the role helps to 
reduce self-stigma and increase self-acceptance, and to 
improve confidence and self-esteem (Johnson et al.,  
2014; Repper & Carter, 2011). The nature of the PSS 
work then perpetuates their recovery further as illu-
strated in previous research (Dyble et al., 2014; Repper 
& Carter, 2011; Walker & Bryant, 2013) and fitting with 
the mechanism of “the helper role” described by Watson 
(2017) in her scoping review. These similarities are 
important to note as they provide cross-cultural support 
for findings that have previously been limited to 
Western English-speaking studies. They also confirm 
the value of the PSS role in supporting self-recovery 
within a mental healthcare system that has recently 
started to shift away from institutionalized care towards 
more community services (Kua & Rathi, 2019) and 
a country that is working towards its first workplace anti- 
discrimination laws (Tripartite Alliance for Fair & 
Progressive Employment Practices, 2017).

Unlike previous research, which has often 
emphasized a lack of clarity around the PSS role 
and a lack of support from colleagues (Kuek et al.,  
2021; Mutschler et al., 2021), participants in this 
study were largely positive about the support 
they received. They described their supervisors as 
supportive and professionals generally as being 
open-minded towards accepting a recovery- 
oriented approach despite their various training 
specializations. This could be due to the difference 
in research aims, in that previous studies specifi-
cally focused on barriers to peer support imple-
mentation amongst professionals. In contrast, 
participants in this study believed that peers were 
less attuned to the recovery model as compared to 
non-peer professionals. As a result of this, partici-
pants tried to individualize their recovery stories to 
share during peer support to encourage hope and 
empower peers in their own recovery journey as 
suggested by Watson (2017).

Building on findings about the stressful nature of 
the PSS role (Moran et al., 2013; Repper & Carter,  
2011) and the need to identify personal coping stra-
tegies (Kuek et al., 2021), this study provided rich 
examples of internal cognitive, emotional and 

spiritual processes that participants went through in 
order to balance their own needs with the needs of 
their peers. The importance given to self-care, with 
examples of particular coping strategies, helps to elu-
cidate the nuances of a role that requires individuals 
to use deeply personal experiences within 
a professional setting. For example, self-awareness 
was used as a tool for managing both personal stress 
levels and building rapport with peers via stories of 
struggle and hope.

Family support, in particular, was identified as 
a coping resource. The importance of family support 
is an aspect that appears to be unique to a non- 
Western context—it was also emphasized in Tse 
et al. (2017) - that enabled participants to perform in 
their role as PSS. Family support is not mentioned by 
Dyble et al. (2014) or Ahmed et al. (2015) and support 
in general is mentioned only briefly by Clossey et al. 
(2016) and Moran et al. (2013). Findings from this 
study emphasize the importance of the family system 
in Singapore, both in terms of the value of support 
family members can provide and the influence of their 
views. Participants’ families had an implicit under-
standing of participants’ needs and continued to pro-
vide their support, albeit sometimes conditionally. 
This implicit understanding facilitated participants’ 
ability to self-care and reduced additional stress 
from family. In contrast, participants in Western stu-
dies tend not to report the importance of family sup-
port enabling them in their role of PSS focusing more 
on organizational and/or supervisorial support (e.g., 
Clossey et al., 2016; Dyble et al., 2014).

The individualism-collectivism (IC) paradigm is 
helpful to explain participants’ experiences of provid-
ing peer support and the ways in which family sup-
port is primarily helpful, though occasionally harmful 
(Tse & Ng, 2014). The IC paradigm highlights the 
existence of both vertical dimensions of hierarchical 
structure and horizontal dimensions of importance of 
equality within a context. This concept summarizes 
participants’ experiences of collectivist values that 
promote recovery (e.g., provision of family support) 
and individualism values that participants take control 
of their recovery journey (e.g., prioritizing self-care 
strategies). The collectivist values that hindered recov-
ery in participants include overprotection from family 
and concerns about the impact of an individual on 
the family unit (e.g., seeking approval for media 
advocacy).

This finding in particular, along with the value 
placed on faith by the participants, offers support 
for Kuek et al. (2021) and van Weegehel et al.’s 
(2019) recommendation that paying attention to 
relevant personal, social and spiritual factors related 
to recovery is imperative to understanding cultural 
differences in recovery. In Singapore it seems that 
assuming the identity of a PSS, whilst offering 
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meaning and empowerment to the individual, has 
implications for the family system. As such, the PSS 
role is concurrently seen through the individual’s 
eyes and those of the family, and the individual’s 
level of immersion in the role sometimes has to be 
negotiated with the family.

Finally, the findings highlighted the dominance of 
stigma across various levels: individual, family, and sys-
temic. Participants valued their PSS role in reducing and 
minimizing stigma associated with mental illness and 
recovery. From participants’ accounts, stigma towards 
mental illness is engrained in Singapore’s society, as 
both peers and non-peer professionals continue to 
adopt the medical model of recovery and understand-
ing of mental illness similar to a previous Singapore 
study (Kuek et al., 2020), and to Western studies (e.g., 
Kemp & Henderson, 2012). However, in Singapore, the 
magnitude of stigma is greater as the recovery frame-
work is in an earlier stage of implementation and adop-
tion (Kuek et al., 2020; Yuan et al., 2016, 2017).

At the individual level, the superordinate theme of 
balancing on a bridge suggests that stigma is largely 
associated with participants’ and peers’ psychiatric 
symptoms, suggesting an internalization of the medical 
model. Participants then had to work hard in the PSS 
role to engage and earn the trust of their peers and their 
peers’ families who likely have a similarly traditional 
view of recovery, and they had to know when to step 
back from more forthright advocacy. The PSS role in 
itself helps to challenge the dominant medical model 
understanding of recovery as do the individual contri-
butions of PSS (Mahlke et al., 2014).

At the family level, the subordinate theme of family 
support suggests that stigma is significant within parti-
cipants’ families due to the tension experienced. The 
framework of family recovery conceptualized by 
Spaniol (2010) explains the impact experienced by 
family members after the onset of mental illness in 
their loved ones, namely: shock, discovery, and denial; 
recognition and acceptance; coping; personal and poli-
tical advocacy. Family members experience stigma simi-
lar to that experienced by individuals with mental 
illness. They may also internalize the stigma surrounding 
mental illness, leading to self-blame, guilt, and maintain-
ing secrecy about the mental health condition of their 
loved ones (Spaniol & Nelson, 2015). This may be further 
exacerbated in Asian families who may experience face 
concern in relation to a family member’s mental illness, 
particularly if they were to publicly identify themselves 
via media engagements (Chen et al., 2020; Ho, 1976).

At the systemic level, the superordinate theme of one 
voice in the system suggests participants’ limitations in 
advocating for peers within the traditional medical men-
tal health system which in turn may have negatively 
impacted their role as PSS. Similar to Western findings 
(Clossey et al., 2016; Mutschler et al., 2021), the medical 

model poses a barrier for successful implementation of 
peer support. Therefore, with PSS’ unwavering efforts to 
continue to voice their struggles in their role, their 
participation may contribute to changes at systemic 
levels (Shera & Ramon, 2013).

Clinical and research implications

This study contributes to the PSS literature by giving 
voice to the experience of PSS working in mental 
health organizations in Singapore and hearing their 
perspectives on what it is like to be a PSS in the mental 
healthcare system. First, the participants’ narratives in 
this study unanimously testify to the value of the PSS 
role for individuals and their peers, as well as to their 
potential for breaking down stigma and facilitating 
adoption of more recovery-oriented mindsets amongst 
professionals and organizations. However, challenging 
the continued existence of stigma at various levels 
within the healthcare system and wider community 
must not fall to PSS alone, it must be challenged at 
every level within society. More could be done to 
challenge stigma within the community, and the effec-
tiveness of these programmes to reduce stigma must 
be evaluated (Kuek et al., 2020). Changes must also 
occur from top-down, whereby changes in mental 
healthcare systems (i.e., being less hierarchical) and 
training and familiarizing more staff with recovery 
approaches occur in parallel with social justice move-
ments. This will ensure the founding principles of peer 
support delivery are adhered to (Stratford et al., 2017).

Second, the importance placed on family support 
and the potentially hindering influence of family in this 
study suggests the need to take account of family sys-
tems and family attitudes when recruiting, training and 
supporting PSS at work. Third, theoretically, the findings 
from this research are in line with existing models of 
recovery that consider both the processes (van Weeghel 
et al., 2019) and stages of recovery (Andresen et al.,  
2003). The PSS role is perceived by those that do it as 
embodying the processes and reflecting the stages of 
the recovery journey. It would be interesting and helpful 
to understand whether organizations and the health-
care systems they sit within can similarly embody these 
stages. There is much written about how, and how 
effectively, organizations and services implement recov-
ery-oriented approaches and to some extent whether 
they operate in line with recovery principles. There is not 
enough about what stage of recovery these organiza-
tions and systems are in; are they still in a state of denial 
and hopelessness or are they starting to become aware 
of and hopeful about their own recovery and preparing 
themselves for change and putting the required effort 
into rebuilding?

In terms of future research, to have a better under-
standing about PSS in Singapore, it would be essential 
to explore areas like effectiveness of peer support in 
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Singapore and understanding attitudes towards 
recovery in mental health (non-peer) professionals 
and family members.

Limitations

A potential limitation of this research is the homoge-
neity of the sample in terms of their organizations. 
Most of the participants worked within the same 
context; therefore, the depth and diversity of experi-
ences of PSS population in Singapore may not be 
reflected in this sample. Another possible limitation 
of this study is the first author’s background in work-
ing with PSS, however this insider-researcher perspec-
tive could also be considered a strength given her 
ability to engage with the participants and to analyse 
the results through the lens of professional experi-
ence (Taylor, 2011). Finally, it is acknowledged that 
in our attempt to ask about multiple aspects of the 
PSS experience to fully understand how PSS viewed 
their role we may have sacrificed depth of under-
standing over breadth (Pietkiewicz & Smith, 2014).

Conclusion

This study contributes to the PSS literature in a non- 
Western context, to understand how participants per-
ceive their roles as PSS within the mental healthcare 
system. Overall, the findings suggest that participants 
perceive the role as beneficial to their own recovery 
in terms of connection, hope, identity, meaning and 
empowerment, thus aligning with existing models of 
recovery. They perceive it as valuable in supporting 
their peers practically and supporting the develop-
ment of recovery-oriented mindsets. Finally, they per-
ceive it as having manageable challenges, provided 
they attend to their own mental health needs and 
have access to different kinds of support. A notable 
result from this study is the valued and complex 
aspect of family support, similar to results in another 
non-Western study (Tse et al., 2017), which might be 
unique to a non-Western or collectivist culture, where 
the family concurrently offers support and asks for 
conformity. Overall, PSS in Singapore make sense of 
their role at multiple levels, through the eyes of their 
peers, family members and professionals they work 
with and perceive it as having a small, but essential, 
role to play in challenging stigma amongst profes-
sionals, organizations and the mental healthcare sys-
tem. The part they play in breaking down stigma 
needs to be matched by their non-peer professionals 
and at organizational and societal levels.
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