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Abstract: Peer support is an important factor in the recovery of persons with mental illness. Most studies have focused on the effects of peer support programs on
participants rather than on the process of mental health recovery. This study was a
qualitative analysis of the experience of participants in a peer support provider
program based on the recovery model of mental illness in Korean communities.
The participants were recruited through ﬂyers, and interested candidates were
screened to determine whether they met the eligibility criteria. The total number
of participants in individual interviews was 10, comprising 5 males and 5 females.
The participants’ age range was 20 years to 50 years, and schizophrenia was the
most common diagnosis. By applying the six-step content analysis method by
Braun and Clarke, this study extracted 140 meaningful statements, from which
20 sub-themes, 7 subcategories, and 3 categories were derived. The core theme
of participants’ experience was embracing and growing as a peer support provider
as part of recovery progress by aspiring a peer support provider, positively accepting illness, and engaging in a meaningful role in the community. The participants
expressed their emotions by sharing their experiences; they recognized the possibility of recovery from powerlessness and despair and learned to play a vital role
as a member of the community.
Keywords: Mental health; peer; recovery; models; qualitative research

1 Introduction
Peer support activity involves participation of people with mental illness in the role of providing services
for other individuals with mental illness [1]. Different terms such as self-help group, support group, or
mentoring [2] are used to describe peer support initiatives. In general, peer support activities can be
divided into self-help groups, internet support groups, peer services, peer management services, peer
partnerships, and party employees [3]. Support groups created as part of community mental health
development have proven to be an instrumental support system for persons with severe mental disorders.
This work is licensed under a Creative Commons Attribution 4.0 International License, which
permits unrestricted use, distribution, and reproduction in any medium, provided the original
work is properly cited.
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Community support systems have facilitated peer support and peer service provision as well as the
development and expansion of ofﬁcial and unofﬁcial resource systems [4].
In particular, with the introduction of the recovery model paradigm in the mental health care ﬁeld, there
has been an emphasis on the process of leading a self-satisﬁed life despite the illness and the severity of its
symptoms [5]. Recovery is a process through which mental health symptoms improve and functioning
becomes restored, thus improving life [6]. The recovery model for people with mental illness explains
that the process of gaining empowerment is the key to recovery through factors such as social support,
bonds, and skills [7]. Peer support services are important because they do not focus on the severity of the
mental illness or the number of functions [8]. Peers sharing their experiences of recovering from severe
emotional pain and facing stigma, and thereby becoming role models is an important factor for raising
hope and empowerment among members of the peer support group [9]. These activities not only affect
recovery from the disease, but emphasize recovery as a process, which seems to have a positive effect on
people experiencing and suffering from mental illness [10]. In other words, a peer support service based
on the recovery model of mental illness aims to overcome disabilities and create a meaningful life by
adjusting attitudes, emotions, perceptions, beliefs, roles, and goals to achieve one’s purpose in life despite
the persistent symptoms and challenges [11].
With the launch of a support project by Korea’s Seoul Chamber of Commerce in 2008, rehabilitation
facilities began to actively provide peer support services [12]. Further, the Mental Health Promotion
Center, together with the Korea Disabled Employment Service, conducted a project to promote the
employment of people with mental disabilities by developing work opportunities. For this purpose,
people with mental disorders, who wished to support their colleagues were recruited, and they have been
working in a mental health institute since September 2013 [13].
In the United States, there are centers where people with mental disorders work as counselors. The
government supports most expenses for fellow counseling education, and several peer counseling projects
for the differently abled are underway. In addition, the issuance of certiﬁcates related to peer counseling
education has been rapidly increasing, and peer counseling has grown widely [14]. Japan considers
people with disabilities who start with the Human Care Association and are currently working as fellow
counselors [15]. Peer support counseling in the United States focuses on mental health and self-reliance
aspects, while in Japan the focus is on human rights and self-reliance aspects. The United States has
strong laws, and the level of welfare and support for the differently abled is relatively high, but this is not
true in Korea [16]. The US has implemented powerful laws and welfare systems to provide support to the
disabled. Therefore, there is a need to consider the legal system and cultural context to implement such a
system in Korea. The recovery model emphasized in Korea can be said to be in the initial stage of service
interdependence and mutual support of the parties concerned [17]. Previous studies have analyzed the
quantitative aspects of peer support programs, which is possibly limited to explaining the qualitative
progress of the recovery experience through peer support activities. Qualitative research on the
application of peer support programs in the Korean situation and related experiences are yet to be
conducted. Therefore, a qualitative study on the recovery process is needed to examine what they
experience during their peer support program participation. The results of this study provided a
qualitative analysis that can directly assess the participants’ experiences, which can further help to expand
and develop the peer support program based on the recovery model.
2 Methods
2.1 Study Design, Setting, and Sample
This qualitative study was conducted to explore the experience of participants in a peer support program
based on the recovery model of mental illness.
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Participants were recruited through ﬂyers, and interested candidates were screened to determine whether
they met the eligibility criteria. The inclusion criteria included regular visits to the psychiatric outpatient
clinic, the ability to self-administer prescribed medicines, Global Assessment Function (GAF) scores of
71 or higher, those who have no social or occupational difﬁculties, and those with basic computer skills,
self-management skills, and communication with others as peer supporters. Based on a study by Fugard
et al. [18], the sample size of this study was set to 10 participants (5 males and 5 females) who agreed to
attend individual interviews (Tab. 1).
Table 1: General characteristics of the participants
Characteristic
Age (y)
Mean ± SD
Unmarried n(%)
Education n(%)
Middle school
High school
University
Diagnosis n(%)
Schizophrenia
Schizoaffective
Bipolar
Depression
Length of time in disease (y)

Value
40.20 ± 10.05
10(100)
1(10)
3(30)
6(60)
5(50)
1(10)
2(20)
2(20)
10.19 ± 7.16

The recovery model involves peers sharing their experiences of recovering from severe emotional pain
and becoming role models [7]. The recovery model-based peer support program in this study is based on
these goals. The program comprised education, practice, and peer supporter activities. In accordance with
the programs developed by the Mental Health Promotion Center [19] and Korea Disabled Employment
Service [20], the program in this study was revised and supplemented based on the recovery theory. The
program consisted of nine sessions of three hours each, divided into theoretical education and practice.
Theoretical education sessions were delivered by mental health experts as well as the present researchers
on job-related contents, including the meaning and role of peer supporters, training on peer counseling
skills, and crisis intervention skills. In practice sessions, the participants were divided into counselors and
clients for simulation training on home visit, work visit, and independent housing resident counseling.
After the end of the program, the participants worked as peer supporters three times. The content validity
of this program was reviewed by three experts (two nursing professors and one mental health nurse) in
terms of goals, contents, composition, duration, and appropriateness of educational methods and
evaluation tools. As a result of calculating the content validity coefﬁcient for each item, the range for
each item was 0.80~1.00.
They were asked the following questions (Tab. 2). The interviews were conducted inside a personal
counseling room using semi-structured and open questions. Each participant was interviewed two to three
times, with each session lasting 60 minutes to 90 minutes. The ﬁrst interview focused on building
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rapport, the second consisted of semi-structured and open questions, and more interviews were
conducted when answers to additional questions were needed. In the process of collecting and analyzing
the data, the interview ended when new categories did not appear, and theoretical saturation was deemed
to have occurred.

Table 2: Interview questionnaire
Question contents
Introduction
Main question
Final question

What motivated you to join the peer support provider program?
What did you experience after serving as a provider?
What new experiences did you get from the peer support provider program?
How did this experience affect your life?
How was your interview?

2.2 Data Analysis
The general characteristics of the sample were analyzed using descriptive statistics, including frequency,
percentage, and mean values. In the qualitative analysis, the categories were inductively derived through a
series of coding processes for conceptual abstraction, and analyzed according to the 6-step thematic analysis
method of Braun et al. [21]. In Step 1, two coders highlighted words or sentences that indicated the key
statements and metaphorical expressions used by the participants. In addition, the two coders
independently developed a primary coding book for meaningful words, sentences, and paragraphs
through line-by-line analysis. In Step 2, open coding was performed while comparing and reviewing the
consistency of the coding vocabulary, and the similarities and differences of expression. The two coders
extracted 140 codes for each content. In Step 3, the researchers searched for themes by grouping each
code into similar concepts and examining if they matched the themes, followed by comparing how the
themes were conceptualized and interconnected. To measure the reliability of this study, the coefﬁcient of
agreement was derived and veriﬁed to measure the degree of consistency coded by the two coders,
including the researcher. The coefﬁcient of agreement between the two coders was about 92.8%, thus
enhancing the consistency and reliability of this study, and a review was performed until meaning
saturation was reached. A total of 20 sub-themes were derived through this process, and the saturation
point of data was conﬁrmed by going over the interview contents with the participants. The themes and
sub-themes were reviewed by other team members for similarities and differences. Step 4 involved
reviewing the themes. After extracting 140 meaningful statements, 3 categories and 7 subcategories were
derived from 20 provisional themes according to common attributes. Step 5 involved clarifying and
naming the themes; the researchers identiﬁed themes that were clearly distinct from others while
comparing the derived themes. Two participants reviewed the ﬁnal analysis results to check for any
misunderstandings or misinterpretations. As a result of calculating the content analysis coefﬁcient on a 4point scale for the analysis by the two participants, the range for each item was 0.75~1.00. Clear
deﬁnitions for any misinterpretations were made by reﬂecting the participants’ feedback in order to name
and describe the results of each theme. Step 6 was the report writing stage, in which the topics that made
meaningful contributions were determined.
2.3 Ethical Consideration
This study was initiated after receiving approval (IRB No. 079-01) through the Bioethics Committee of
St. John of God Hospital in order to protect the identity and privacy of the subjects. The researchers received
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written consent from the participants. In addition, we explained the participants’ right to conﬁdentiality, the
recording for data analysis, the conﬁdentiality and utilization of interview results, and the possibility of
withdrawal from the study.
3 Results
Tab. 1 shows the general characteristics of the participants. All participants were single, and most were
middle-aged (mean [SD] = 40.20 [10.05]). More than 90% of the participants had completed high school
education or higher, and had been diagnosed with a mental illness an average of 10 years previously. Six
participants were diagnosed with schizophrenia, two with bipolar disorder, one with depression, and one
with schizoaffective disorder. Each of the themes and sub-themes is explained in detail below (Tab. 3).
Table 3: Themes and subcategories from qualitative data analysis
Theme

Categories

Subcategories

Embracing and growing as a peer
support provider

Aspiring a peer support provider Self-reﬂection
Experiencing positive effects
through sharing
Meeting a role model
Positive acceptance of illness
Empathy treatment providers
Becoming sensitive toward
family’s members
Engaging in meaningful roles in Hoping to helping Peers
the community
Concern about social issues

3.1 Aspiring Peer Support Provider
3.1.1 Self-Reﬂection
Participants saw their own vulnerabilities and shortcomings in the people they met during the program.
At ﬁrst, they were not willing to acknowledge their weaknesses, but eventually they did self-reﬂection.
They conﬁrmed that they were gradually changing as the program continued and felt they were headed in
a good direction.
“I felt like I was looking at myself in the mirror. I was repulsed at ﬁrst, but I became comfortable by
acknowledging my weaknesses.” (Participant 3)
“I did self-reﬂection on my way home from time to time. I realized it was time to acknowledge my
shortcomings and accept myself as I am.” (Participant 7)
“I was shy and complained about the smallest things. Through the program, I started to open up and
tried to reach out to other people ﬁrst. Over time, I felt stronger than before, and I realized I had to change
myself ﬁrst in order to work with my colleagues.” (Participant 4)
3.1.2 Experiencing Positive Effects Through Sharing
Participants perceived their experience of suffering from mental illness negatively, but they felt healed
after sharing their experiences with patients from other institutions. In addition, they were also able to learn
and care for each other through peer relationships and achieved their goals with a sense of belonging. These
results showed that psychological change occurred within the individual after sharing his/her experiences.
“Before this program, I was only a mentally handicapped person who was stigmatized in society. After
visiting a different institution and sharing my experiences, I felt a special connection.” (Participant 1)
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“I talked to other patients about the difﬁculties of suffering from a mental illness and told them how I
overcame hardship. They asked me for advice, and I got a sense of satisfaction by answering them.”
(Participant 2)
3.1.3 Meeting a Role Model
Before joining the program, the participants regarded mental illness education as a formality, but after
attending the lectures of other colleagues and observing the activities, they felt inspired and wanted to be
mentored by their role model.
“I have had training from therapists, but this was the ﬁrst time I trained with people with mental
disabilities. When I heard his story, I was motivated, and I wanted to change. He became my mentor.”
(Participant 3)
“I was envious when I watched them acting as peer supporters in another community service. I wanted
to experience the same recovery.” (Participant 9)
3.2 Positive Acceptance of Illness
3.2.1 Empathy with Treatment Providers
Close relationship with specialists was necessary for the management of their own symptoms,
acceptance of illness, maintenance of daily functions, and maintenance and self-management of diseases.
Participants expressed gratitude toward their therapists and reﬂected on how they had focused on their
own difﬁculties, before joining the program. The change in the attitude of the participants toward
treatment providers, who offered psychological and emotional comfort, may have helped to counter the
negative perception of their illness.
“I learned about the challenges faced by my therapists. As I tried listening to others and encouraging
them, I realized how much I had been helped.” (Participant 7)
“I was able to look at psychiatric illnesses more objectively while making a home visit and adopting the
view of a therapist. After that I could understand the encouragement and advice given by my counselors.”
(Participant 2)
3.2.2 Becoming Sensitive Toward Family’s Members
Families interact most closely with participants and have a signiﬁcant impact on the whole process of
treatment and recovery. The family of a person suffering from mental illness not only protects and cares,
but also provides the much needed emotional and economic support. However, before the program began,
the participants were resentful of their parents and blamed them for their illness. After attending the
program, they felt sorry for their past behavior and tried to be more empathetic toward their family
members during any conﬂict.
“I blamed my parents for my mental illness. I had a better understanding and became less resentful after
the program.” (Participant 6)
“I felt sorry for my parents. My parents have supported me all along, and I realized how fortunate I was
to have them by my side.” (Participant 8)
3.3 Engaging in Meaningful Roles in the Community
3.3.1 Hoping to Helping Peers
Participants said that they had dreamed of escaping from the pain of illness, planning their future, and
becoming a part of the community. Despite the limitations due to the disease, they were able to strengthen
their abilities to lead fulﬁlling lives and actively participated as members of the community. Therefore, hope
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is an essential element in recognizing the possibilities of recovery from the sense of powerlessness and
despair that comes from the stigma and prejudices associated with mental illnesses.
“I want to share the pain of mental illness with others. I want to give back what I have received so far so
that I can take the next step forward. I wanted to gain professional knowledge in counseling and practice it.”
(Participant 4)
“I was thinking about what role to play in society while participating in the program. I would like to get
a driver’s license and participate in home visits.” (Participant 8)
3.3.2 Concern About Social Issues
Participants focused on their own difﬁculties before joining the program and did not show any
enthusiasm toward any of the services. However, after the program, they began to worry about the overall
system of national support, such as human rights, work life, and home visiting services. They said that
they were not excluded from society and were able to recognize themselves as integral members.
Participants were able to perform appropriate social functions and played a meaningful role in daily life.
“I think we need a national support system for people with mental disabilities. I feel it is necessary for the
mentally handicapped to live independently and to be able to work after getting employed.” (Participant 1)
“I think that education for mental illness is necessary for the general public because of the social
prejudice against persons with mental disabilities. I thought about what we can do to make the world
free from discriminations on the basis of mental disabilities.” (Participant 8)
3.4 Theme: Embracing and Growing as Peer Support Providers
Participants seemed to feel guilty about mental illness before joining the program, but they gained
conﬁdence after completing each course successfully. The participants had received assistance from
various volunteers, but for the ﬁrst time they were helping others. They played the role of an assistant,
helping and encouraging others. They were fully capable of becoming valued members of society. In
other words, they discovered their potential and developed self-growth. This experience was in line with
their subjective belief that they could recover.
“I was having a hard time preparing for the lecture. However, I did my best, and after I ﬁnished all the
courses, I was ﬁlled with conﬁdence.” (Participant 3)
“Being ill is not a sin. I feel like I am a diamond in the rough, and I can succeed as long as I work hard.”
(Participant 5)
4 Discussion
This study aimed to describe the experiences of people with mental disorders in a Korean community,
who had participated in a peer support provider program based on the mental health recovery model. The
core theme of the participants’ experience was “embracing and growing as a peer support provider.” The
three sub-themes were “aspiring a peer support provider,” “positive acceptance of illness,” and “engaging
in meaningful roles in the community”. In this study, the participants experienced various types of
personal growth, developed a better understanding of their mental illness, and gained motivation to
achieve their goals in life. The ﬁndings of this study have several implications in supporting the recovery
of mental health patients in the Korean community.
It is important to share information on mental illnesses through peer support activities. Peer support
activities were effective in helping people accept mental illness in a positive manner. The participants
with mental disorder acted as professional counselors, which allowed them to experience the process of
mental health recovery by expressing their emotions and talking about their experiences [22,23]. This was
similar to the results reported in previous research on peer support program experiences. These activities
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were essential for the participants to develop a positive view of the program. The relationship between
mental illness and peer support activity was investigated by the mirror effect, and those with good
interpersonal relations were able to report on their capacity, limit, and potential more objectively [23].
The discovery of new values and attaining growth with their colleagues in a new role could be seen as
part of the recovery process.
The participants received positive support through close ties with their peers and experts, and this can be
seen as a signiﬁcant advantage of a peer support program. They were able to understand their treatment
providers’ and family members’ perspective; they could witness their recovery by performing a new role
upon embracing their mental illness. For most mental patients, their sufferings aggravate as the symptoms
progress into chronic mental health conditions. The participants in this study experienced positive
changes in their emotional and social state after working as a service provider [24]. Their renewed
determination to play a role as a member of the community and increased awareness of policies showed
that they were in the recovery process. This is consistent with the results of a previous study in which the
recovery process helped the subjects to actively engage in the community [25]. In addition, they gained
conﬁdence in their roles in society with the support of colleagues and shared about their lifestyle changes
with others. Above all, the participants were able to live independently in the community, work in
harmony with other members, and pursue their own advocacy or interests. In other words, the participants
could improve their competence and conﬁdence by helping their colleagues, after the program. These
results may imply that peer support activities are indeed useful for strengthening participants’ social skills
in the context of mental health illness. When developing a peer support program for mental health illness,
we should consider the recovery patterns.
The participants’ perspectives and values changed after completing the program. Although the
“engaging in meaningful roles in the community” category indicated gaining conﬁdence in social roles, it
can be realized only when stable employment is guaranteed. Previous studies have shown that individuals
with positive relationships with their peers demonstrate competence in their local communities [26,27].
However, these changes did not develop until the stage of politically demanding social transformation
and peer support systems in the community. This is because peer supporters are currently hired either as
volunteers or as contract workers who are paid low salaries in Korea [26]. Therefore, it is necessary to
establish systems for people with mental illness to encourage stability among peer supporters in Korea. In
this sense, the experiences of the peer supporters in this study provide basic data to successfully establish
systems related to peer supporters.
The limitations of this study are as follows. First, the samples of this study are from one area only. In
future studies, potential sampling bias can be minimized by recruiting subjects who participated in peer
support training programs at various institutions or regions throughout Korea. Second, this study is
limited to people with mental illnesses in Korea, and thus, more such studies should be conducted in
other countries to compare the ﬁndings. Third, there is a limit to diagnosing the mental illnesses of those
who participate in peer support training programs. Therefore, the results of this study cannot represent all
psychiatric diagnoses. Fourth, this study did not verify the therapeutic effects of the two subjects in the
peer support training program. Therefore, it is necessary to expand qualitative research on the recovery
experiences of people who have received these services.
Nevertheless, this study has some strengths. First, the use of triangulation strategies and participant
validation ensured the reliability of the survey results. Second, this study is signiﬁcant for being the ﬁrst
qualitative study conducted in Korea to examine the recovery process experience after participating in a
peer support service training program for people with mental illness. Third, the results of this study
provide insights for ways to understand peer support service providers, and how they can provide support
in community mental health services during the recovery process.
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5 Conclusions
This study aimed to explore the experiences of people with mental illness in a peer support program
based on the community recovery model for mental health patients in Korea, using qualitative research
methods. The analysis of participants’ experiences revealed three categories of the recovery process.
Aspiring a peer support provider, positive acceptance of illness, and engaging in meaningful role in the
community. They formed the core theme of “embracing and growing as a peer support provider.” In this
study, the participants became aware of the possibilities of recovery from helplessness and despair caused
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the left of the column.
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