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Abstract 

Background Worldwide, peers support has been shown to play a crucial role in supporting people with mental ill‑
ness in their personal recovery process and return to everyday life. Qualitiative studies underpinning the mechanisms 
of change in peer support has been reviewed. However, the findings are primeraly based on the perspectives of peer 
support workers employed in mental health services. Thus, qualitiative studies elucidating the mechanisms of change 
from the recipient perspective in mental health service independent civil society settings are higly needed to fur‑
ther contribute to the evidence of peer support. The ‘Paths to every day life’ (PEER) is evaluated in a randomized trial 
and is substantiated by qualitative studies investigating the experiences of PEER from the perspectives of the recipi‑
ents and the facilitators of peer support. The purpose of this qualitative study underpinned by critical realism 
was to substantiate the PEER intervention program theory by gaining deeper insight into the change mechanisms 
and elaborate how, when, and under what circumstances the peer support groups potentially had or did not have 
an impact on personal recovery from the perspectives of the recipients of peer support.

Methods Eleven individuals were interviewed at the end of the ten‑week group course. The semi‑structured realist‑
inspired interviews were audio recorded and transcribed verbatim. The analysis was guided by reflective thematic 
analysis and through an abductive framework based on the program theory. Data were coded and analysed in Nvivo 
software.

Results Four overarching themes were identified that informed and nuanced the program theory: 1) Connected‑
ness as a prerequisite for engagement; 2) A sense of hope by working out new paths to recovery; 3) Seeing new sides 
of oneself; and 4) Sprout for change.

Conclusions This study substantiates the program theory and the quantitative results of the PEER trial by elaborating 
on mechanisms that were felt to be essential for the personal recovery process from the perspectives of the recipi‑
ents of the group‑based peer support. In addition, the study points out that the opportunities to act in everyday life 
depended on individual context and where the group participants were on their recovery journey.
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Introduction
Mental health is the foundation for individual well-being 
and a fulfilled productive life. However, worldwide, men-
tal health difficulties and mental illnesses are highly prev-
alent and have severe impacts on people’s everyday lives, 
leading to mental distress, occupational- and social disa-
bilities, and experiences of being stuck in life [1]. In Den-
mark, the majority (82%) of individuals will either receive 
a diagnosis of mental illness or will be prescribed psycho-
tropic medication during their lifetime [2]. Mental illness 
has major human and socio-economic consequences 
[3]. Consequently, increasing efforts to promote mental 
health and support people with mental illness in their 
recovery and return to everyday life is urgently needed.

Peer support defined as “giving and receiving help 
founded on key principles or respect, shared respon-
sibility and mutual agreement of what is helpful” [4, 5] 
delivered in various forms by individuals with lived expe-
riences of mental illness is regarded as a central element 
in recovery-oriented practices [6–11]. In this paradigm, 
the concept of personal recovery is defined as “a way of 
living satisfying, hopeful, and reciprocal lives, together 
with others even though we may still experience dis-
tress…”[12]—the concept differs from clinical recov-
ery, which has traditionally focused on the reduction of 
symptoms and increased levels of functioning. Despite 
a growing interest and implementation of the various 
types of peer support, the evidence about its effective-
ness is mixed. Results from meta-analyses have shown 
that individual and group-based peer support added to 
mental health services modestly improve personal recov-
ery and decrease some psychiatric symptoms e.g., anxiety 
among individuals in treatment for severe mental illness 
(SMI) [13–16]. Nevertheless, questions have been raised 
whether the core values   of peer support delivered within 
mental health services contexts can be maintained [14, 
17].

In the critical realist approach, context is considered as 
social rules, values, sets of interrelationships’ that oper-
ate within times and spaces that either constrain or sup-
port the activation of programme mechanisms [18, 19]. 
Thus, alternatively, peer support delivered outside the 
mental health systems has been proposed to have bet-
ter contexual conditions for maintaining the core values 
of equal relationships, equal power balance and a focus 
on personal recovery rather than clinical recovery [17]. 
A few randomized controlled trials (RCTs) have shown 
that peer-designed group-based interventions delivered 

in community settings modestly improve self-advocacy 
among individuals with SMI [20–23]. However, as pro-
posed by the British Medical Research Council (MRC) 
for evaluating complex interventions the RCT design 
does not allow for a deeper understanding of how out-
comes can vary across contexts and how change mech-
anisms might lead to outcomes. Therefore, process 
evaluations with qualitative studies investigating mecha-
nisms of change hypothesised in a program theory are 
highly recommended to nuance the effectiveness of the 
various types of peer support [24, 25]. Nevertheless, the-
oretical models [26] and qualitative reviews [27, 28] pro-
posing underlying change mechanisms in peer support 
include more accounts from the providers than from the 
recipients of peer support. Furthermore, most qualitative 
studies have been conducted in the mental health ser-
vices, while peer support received in civil society settings 
might be different but is less investigated.

To add to the evidence base, and to contribute to the 
scientific knowledge about peer support delivered in a 
mental health system independent, community-based 
context, a multi-center RCT with high methodological 
quality was conducted between 2019–2023 [29]. PEER 
was cocreated in a close collaboration between the Peer 
Partnership Association (non-governmental organisation 
(NGO)) and researchers with lived experiences of men-
tal illness. Thus, it is a co-produced evidence-, practice-, 
trauma- and lived experience informed 10-week manu-
alized group course based on the needs of adults with 
mental health difficulties – defined in this project, as per-
sons who is affected by mental health dissatisfaction to 
a degree that limits their unfolding of life with or with-
out an assigned psychiatric diagnosis. Participants were 
recruited from Danish municipality social services and 
through self-referral. Inspired by the MIND organization 
in UK [30], two volunteer peers with lived experiences of 
mental illness were recruited by the NGO to co-facilitate 
the groups in collaboration. The choice of a voluntary co-
peer model, was to ensure power equality in the group 
community and promote a clearly defined and supported 
peer role, as well as to promote a safe space for the par-
ticipants who were ensured system anonymity. For an in-
depth understanding of if and how the PEER intervention 
potentially promoted changes towards recovery and how 
the intervention interacted with contextual factors in a 
civil society setting, a qualitative study underpinned by 
critical realism [31, 32] was launched, in conjunction to 
the RCT.
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In this qualitative study, we aim to investigate the 
mechanisms of change of the PEER intervention and 
elaborate how, when, and under what circumstances 
the group dynamics, the elements, and exercises in the 
intervention potentially have or did not have an impact 
on recovery and well-being from the perspectives of the 
group participants. Secondly, we aim to identify con-
nections between intervention elements, context, group 
participants, mechanisms and outcomes in line with our 
findings to revisit and revise the program theory.

Material and methods
This qualitative study is designed to evaluate the pro-
gram theory and substantiate the quantitative results of 
the PEER trial (manuscript in preparation) in a process 
evaluation framework [24, 25] focusing on the partici-
pants’ experiences of the group-based peer support deliv-
ered in PEER [29]. The PEER trial has been registered on 
ClinicalTrials.gov (NCT04639167, registered November 
19, 2020) and ethically approved by the regional eth-
ics committees of the Capital Region of Copenhagen 
(H-20027612). This study is following the consolidated 
criteria for reporting qualitative research (COREQ) [33], 
The participants signed informed consent before the 
interview.

Theoretical framework
The qualitative study is underpinned by critical realism as 
the philosophy of science [31, 32]. In the critical realist 
approach, causal mechanisms are social structures that 
can be understood through and exist within phenom-
ena at the empirical and actual level e.g., human actions, 
opinions, and ideas that are generated by these mecha-
nisms. Conditions in the open social world can prevent 
or facilitate the actualization of a social structure’s causal 
power [34]. Therefore, the awareness of context i.e., social 
rules, use of language, values, interrelationships etc. is 
considered important in the interpretation of mecha-
nisms [18]. Inspired by the realist interview approach 
and using the concept of teaching and learning, the inter-
viewers explicitly stated which experiences they wanted 
to learn about and asked the participants if they wanted 
to elaborate on this in order to mutually learn from 
each other in an iterative process [35]. According to this 
approach, the program theory i.e., hypotheses about how 
the PEER intervention elements and activities potentially 
contributed to change were drawn and explained from a 
printed initial program theory (additional file  1), while 
maintaining an exploratory openness towards the par-
ticipants’ experiences and point of view throughout the 
interview in order to learn from the participants. The 
data analysis was based on reflective thematic analysis 
[36], and informed by a change model of peer support 

[26] suggesting [36]theories on social learning and social 
comparison [37–39]. Furthermore, we searched for gen-
eralizable patterns between intervention elements, con-
textual conditions, actors e.g., the group participants, 
underlying mechanisms and outcomes using retroduc-
tion from critical realism [40]. 

The Paths to everyday life (PEER) intervention
PEER is a person-centered civil society-based and man-
ualised intervention designed based on the needs of 
individuals with mental health difficulties described in 
detail elsewhere [29]. In addition to ten group-based ses-
sions led by two voluntary peers trained in the manual, 
PEER also offers individual companionship for up to six 
months to local communities and activities outside the 
group setting. The content of the group sessions is based 
on themes developed from the CHIME (Connectedness; 
Hope, Identity; Meaning; Empowerment) framework 
[42], life storytelling [43], and the mindset of acceptance 
and commitment therapy [44]. Before the course there 
is an obligatory introduction meeting to inform partici-
pants about the group. PEER aims to support people with 
mental health difficulties by forming a constructive com-
munity with possibilities to exchange lived experiences, 
experience mutuality, and develop social network. The 
anticipated change mechanisms in PEER are shown in 
the initial program theory (Additional file  1) and cover 
reciprocal sharing, acting in own life, as well as providing 
participants with opportunities and abilities for bridging 
to and engaging in the wider community, which down-
stream may lead to increased quality of life, wellbeing, 
and personal recovery.

Recruitment
Participants were recruited between August 2021 and 
February 2022 through information flyers handed out by 
either peer group facilitators or local coordinators at the 
municipality study sites. The recruitment strategy aimed 
for variation concerning study-site, sex, education, and 
age, completers and non-completers. Hence, the sam-
pling method was purposive [45]. The sample size was 
determined from the concept of information power that 
indicates the more information the sample holds, rel-
evant for the overall study aim, the lower number of par-
ticipants is needed [46]. Thus, the initial assessment of 
the sample size was 9–12 participants. As recommended, 
an early assessment of information power was made after 
the first five interviews, which guided the recruitment 
strategy and revision of the interview guide. The final 
assessment of information power indicated that the data 
from the interviews with eleven participants was suffi-
cient to address the aims of the study. Two participants 
who initially agreed to participate were not interviewed 
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due to cancelation from their side. All participants signed 
informed consent before the interview.

Data collection
Semi-structured realistic inspired interviews were 
conducted at the end of the 10-week PEER group 
course.  Lived experience researchers (CHE; CHP) used 
their professionalism in the research field of  mental 
health promotion, as well as their own lived experiences 
of mental illness and recovery actively, e.g., through 
the understanding of the field, and explicit during the 
research process from stipulating research questions 
within a program evaluation context, developing the 
interview guide, in the interview situation e.g., disclosure 
about having experiences with mental illness to analysis 
and interpretation of results. After each interview field 
notes were made. The interviews took place in locations 
according to the participants’ preference and varied in 
length (40–60 min.). The interviewers initiated the inter-
views by disclosing their own lived experiences of mental 
illness, as well as their professional point of view. After 
four interviews, the interview guide was reviewed. A 
few changes were made to better capture the informa-
tion desired concerning the research aim, and to gain 
information power [46]. Another review of the guide was 
performed after a further four interviews. Topics in the 
interview guide were founded on the original PEER pro-
gram theory to elicit responses to answer the research 
aims, and to gather information about participants and 
their context (Additional file  2). Interviews were audio 
recorded and transcribed verbatim using the Nvivo ver-
sion 1.7 (QSR International) transcription program. 
Transcripts were not returned to participants for com-
ment correction due to time constraints.

Method for analysis
The analysis was guided by the six phases of thematic 
analysis [36, 47, 48]. In line with the critical realist 
approach, the initial code tree was generated from the 
interview guide and program theory, as well as codes 
regarding context. The coding process was flexible 
abductive and based on the initial program theory that 
was inspired by the change model of peer support under-
pinned by e.g., social learning theory and social compari-
son theory [26]. E.g. deductive codes such as ‘education/
work-’ and ‘illness-history’, as well as ‘group relation-
ships’, ‘role modelling’, ‘acting in own life’ and ‘social 
attachment’. However, with a simultaneous openness to 
capturing inductive codes such as ‘fit into the group’, ‘con-
necting’ and ‘others are worse of ’ [36, 47]. The initial cod-
ing was conducted by the lived experience researchers 
(CHE; CHP), independently, and subsequently compared, 
and discussed. The remaining coding was conducted by 

CHE. The codes were used to search for demi-regulari-
ties [34], and collected into themes in an initial thematic  
map. The demi-regularities and raw themes were presented 
with data extracts and discussed with co-authors (SBB; LFE), 
and at a workshop involving representatives from the NGO 
that provided PEER i.e., the lived experience lead project 
manager, one volunteer peer and three local peer coordina-
tors. Notes were taken and used in the process of finalizing 
the themes, subthemes, and mechanisms. In the final 
step, mechanisms were identified and connected to prior  
theory to deepen our understanding of the PEER interven-
tion. In this phase, ICAMO configurations were searched 
for and identified. The results are presented as overarching 
themes. In the discussion, findings are reviewed using the 
concepts of ICAMO configurations, and integrated into 
the revised program theory of PEER (Fig. 1).

Results
Eleven participants from four study sites were inter-
viewed between December 2021 to April 2022. Nine 
completed the group course and one of them also 
received individual  peer companionship. Two partici-
pants left the group after 1–2 group sessions. Participant 
characteristics are shown in Table 1. The majority of the 
participants were aged 30–50 years, had received a psy-
chiatric diagnosis at some point in their life, lived alone, 
had 2–4 years of higher education, and few were working.

Four overarching themes and some subthemes were 
identified, elucidating how, when and under what cir-
cumstances PEER impacted recovery and wellbeing, from 
the perspectives of the participants: 1) Connectedness 
as a prerequisite for engagement; 2) A sense of hope by 
working out new paths to recovery; 3) Seeing new sides 
of oneself; and 4) Sprout for change.

Connectedness as a prerequisite for engagement
Most participants described how they felt a connected-
ness in the group. Conversely, those who discontinued 
the intervention, described how they did not feel con-
nected to the other participants or the peer facilitators. 
This was a part of the reason why they chose to leave. 
Connectedness within groups mattered because loneli-
ness and not feeling connected to others was something 
many participants struggled with.

“Loneliness was actually for all of us, that about not 
feeling connected or feeling half empty or feeling that 
we were ripped over or missing someone to fill it. But 
it was awesome to articulate it yesterday, that it has 
been there all the way through, and it hasn’t been 
taboo. It has been able to fill as much as it should 
on the particular session where someone has said, 
Auch, I feel alone” (Participant 1).
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Not feeling connected to the group was described by 
one participant:

“I did not experience it as safe. I feel. I feel miscast, 
simply. Yes, so it is also connected to why I have cho-
sen to stop. And yes. So I’m not. I have not found it 
meaningful to be with those who feel that way. No. 
Simply because I don’t feel I fit in.” (Participant 7)

Lack of connections to the other participants in the 
group was also attributed to differences among group 
participants concerning e.g., having a job or age. Partici-
pants who remained in the group did not perceive differ-
ences as a barrier to connectedness. Listening to others 
sharing experiences increased the feeling of a safe space. 
Also, acceptance and non-judgment were part of feeling 
connected and safe to share experiences in the group.

Fig. 1 Revised program theory of the ‘Paths to Everyday life’ (PEER) intervention

Table 1 Characteristics of the participants obtained from the interviews

Participant Sex (age) Partner Children Type of education Occupational status

1 Female (45–50) No Yes Vocational Job seeking

2 Female (45–50) No No ‑ Pension

3 Male (50–55) No Yes Vocational Working

4 Male (40–45) No No Vocational Social benefits

5 Female (25–30) No No Bachelor Job seeking

6 Male (35–40) No No ‑ Job seeking

7 Female (25–30) Yes No Bachelor Working

8 Female (30–35) Yes No ‑ Job seeking

9 Female (30–35) Yes No Vocational Pension

10 Female (60–65) No Yes Bachelor Pension

11 Female (45–50) Yes No Vocational Pension
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Creating a safe space to connect with others
Feeling safe in the group was very important for engag-
ing in PEER. Several aspects mattered for whether par-
ticipants felt safe or unsafe e.g., the size of the group. A 
participant felt misplaced by the group facilitators and 
that made her feel uncomfortable, and this was part of 
her reasoning for choosing to leave the group.

“That was the primary reason why I stopped. It was, 
as it were, the two’s [peer group facilitators] way of 
dealing with that, and not being able to create a safe 
space. Because when there are people, who are hav-
ing a hard time, when there is just complete silence, 
and you can see that everyone.” (Participant 1).

The peer facilitator’s role was highlighted as key in cre-
ating a safe space for sharing. E.g., For the initially agreed 
group rules such as everyone getting speaking time; 
showing each other spaciousness; speaking up if there’s 
something you don’t want to share, etc. also created a safe 
space at the group sessions. Participation in the group 
was anonymous and confidential meaning that no one 
reported anything back to anyone outside the group set-
ting. A safe space was important for participants, to find 
the courage to share their experiences and to engage in 
the intervention.

Consolidating connectedness by sharing experiences
Sharing experiences was brought up by all participants as 
a vital part of being in the group. Through sharing expe-
riences participants felt safe and connected to others. It 
enhanced a feeling of being understood, and not being 
alone, and provided participants with opportunities to 
learn from others. One participant described:

“The thing about meeting another person there, 
where you can look in the eyes, that person has tried 
to be there, and there is zero light. yes, and then that 
magical recognition happens, the plane of under-
standing, the level. Hey… You have felt the pain, we 
both have a pain in common.” (Participant 1)

Most participants perceived the sharing of experiences 
in the group as positive. However, a few felt it was dif-
ficult and that sharing made them feel exposed. Some 
participants described how they as children had been 
bullied and maybe therefore had bad experiences in being 
vulnerable in front of others. Self-determination was an 
important aspect of sharing experiences. Participants 
described that it was accepted when they chose not to 
share. The active involvement of peer facilitators in shar-
ing experiences created equality in the group which in 
turn could lead to more sharing and getting to know one 
another:

“It was super nice. There was no one higher on the  
ladder than others as such. It was super nice. We got to 
know each other a little better that way.” (Participant 5)

Peer group facilitators were also perceived as equals 
by the participants because they were peers and not pro-
fessionals. The fact that peer facilitators were voluntary, 
thus unpaid, made them more equal in the group.

Sense of hope by working out new paths for recovery
Hope was described by participants in different ways. For 
some, the feeling of not being alone gave hope. Others 
felt inspired by the peer group facilitators. Seeing them 
do volunteer work, introduced new possibilities for the 
participants. Some described that they during PEER had 
gained new beliefs that everything was going to be all 
right.

“And in principle, I don’t know anything as such 
about how and how my entire future will of course 
shape itself. But [..] I see it as a new, new possible 
life, I see that, going forward here. And I’m hoping 
for that, that is, to get a good second half instead 
of the first half, where I’ve just been struggling and 
fighting my way through for as long as I can remem-
ber. So maybe a little less fight and a little more life.” 
(Participant 2)

A part of this was paying attention to whether there 
were any dreams or wishes regarding the future. Hope 
was nurtured when learning about the group facilitators 
lived experiences e.g., that it was possible to get a flexible 
job despite mental health difficulties. One participant 
mentioned a group exercise, that focused on dreams:

“There were many simple things, for example, what 
are my dreams, my dream is to travel to Rome 
and Jerusalem. In other words, if I hadn’t been put 
that question directly in the face, then I probably 
wouldn’t have come, then I probably wouldn’t have 
expressed it…” (Participant 4)

Namely, being accepted into the group strengthened 
the participant’s hopes that this will also be possible in 
the future. A participant who struggled with drug addic-
tion described how her dreams of being clean gave her 
hope for the future.

Seeing new sides of oneself
Several of the participants had a narrative about them-
selves as being vulnerable and unemployable, both 
concerning paid and voluntary work. Through life sto-
rytelling and by comparing themselves to others in the 
groups, seeing that some were worse off, participants 
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revised their self-perceptions and discovered new 
aspects of themselves during PEER (Participants 2,  4 
and 5). Several participants talked about their diagno-
sis and how it impacted their self-image. For one par-
ticipant receiving a diagnosis of autism was perceived 
as beneficial, since it had led to a more positive and 
accepting self-understanding. For others, the diagno-
ses were a part of the narrative about illness and limi-
tations. Participants reported that the life storytelling 
exercise gave a deeper self-understanding (Participants 
3, 4, and 5), as well as a path to increase their knowl-
edge about others. Telling one’s story was a mechanism  
for changing self-image and gaining acceptance and  
recognition (Participants 4, 5, 8, and 10). Furthermore, 
it was described as a path to bridge the past with a focus 
on a way forward. One participant stated that life story-
telling had been painful because it became a story about 
illness and limitations. However, she also realized that 
the story could be told differently with a different focus:

Well, we talked about that afterward, so when we 
had to pick up. I would like to rewrite my story a 
bit. Yes, so I had more focus on some of the posi-
tives and some of the good. Because there have 
been good things [..] So, at least that was the exer-
cise I could take home with me. What should my 
life story look like, from now on, so that I don’t just 
place, paint myself as if I’m just sick.” (Participant 5)

PEER participants learned that shifting the emphasis 
of one’s life story could result in a shift in one’s self-
image toward better self-appreciation, a sense of being 
worthy, and an understanding of one’s resources.

“No, I have found my inner strength again [..] 
That thing of constantly telling myself that I’m not 
worth anything and that I’m not good enough. Why 
should people tell the truth when they say they like 
me?” (Participant 1)

Changing perspectives during PEER was enabled by 
elements in the intervention but also changes in the 
participant’s life circumstances. For instance, one par-
ticipant retired, and another one was in the process 
of addiction rehabilitation. One participant described 
how trying something new in the safe and accepting 
atmosphere of the group, made her feel less helpless 
and more capable:

“But I can, there are just some days when I feel a little 
bad mentally, and I know that I just have to prove to 
myself that it’s not every day that I necessarily feel so 
bad mentally that I can’t do it myself. Then I needed, 
I had to have the courage to show it. Me, I’m not as 
helpless as I always think I am.” (Participant 8)

Others are worse off
Several participants compared themselves to the other 
group members, which gave them a perspective that 
some of the other participants were in a worse situation 
than themselves. The comparison gave them a perspec-
tive on their situation and resources:

“No, then it’s because it gave me such a.. are. okay. 
Some have it significantly more difficult. And it was 
also a bit depressing, you could say. To meet some 
who are completely stuck in life. But it also gives you, 
such a [..] You might be ok. strong, nonetheless. It 
was kind of both ways in that.” (Participant 7)

Through comparison with other group members, the 
participants´ self-image and identity were clarified and 
put into perspective. Two of the participants who made 
this statement were employed and the other participants 
in their groups were not. In these situations, the compar-
ison led to an increased positive view of oneself and one’s 
resources and abilities in their individual context.

Sprout for change
Participants frequently cited a wish for change as the 
reason they joined PEER; they were either in a situation 
where they had a specific desire for something to change 
or they wanted to see whether the PEER participation 
could enable a change process:

“That’s also why I chose it because to feel different, I 
felt a bit like, beside myself at the time, when, before 
I entered the group.” (Participant 11)

During PEER, participants found inspiration for mak-
ing changes in their lives. The participants had different 
perspectives on what change, if any, they had gained from 
attending. Most participants felt they had gained some-
thing from participating in the group but without being 
able to be more specific. One described how participa-
tion had given him a space where it was possible to talk 
about difficult subjects:

“But I find it difficult to put into words what I can 
take with me, what I can use. I don’t know what to 
answer to that. I’m pretty sure I have brought some-
thing, yes, but just putting it into words, I don’t 
know.” (Participant 3)

Some described the unspecific change as a ‘sprout for 
change’:

“But I still feel that, as I said, that there is no doubt 
that it has put some sprouts [..] under the skin, and 
what can I use this for?” (Participant 2).

According to the participants, the timeframe of the 
group was important to consider when talking about 
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change. The short time aspect was highlighted as a factor 
for not being able to point to a specific change, as change 
was viewed as taking more time.

“Because ten weeks it helps to create some sprouts, 
yes, but those sprouts must also be watered [..] 
because I think ten  weeks is fine enough to start 
something. And of course, that, that’s the goal, that 
something is started with personal development 
about recovery and quality of life, but what about in 
a month?” (Participant 4)

The group sessions with their themes and exercises can 
be viewed as mechanisms for starting a change process, 
which can be seen as steps towards personal recovery. 
However, changes for the participants seemed to take 
more time. Nevertheless, the descriptions of gains indi-
cate that even a relatively short intervention might have 
an impact on the participant’s life. Some participants 
described a change in how they viewed their ability to do 
voluntary or paid work. Several participants wished to 
help others or to make a difference for others and viewed 
this as meaningful. The change was perceived as a reali-
zation that paid or voluntary work was possible if the 
right niche and environment were found:

“I’ve always wanted to help people and have had dif-
ferent things I wanted to do concerning that. Which 
then couldn’t be done because I got sick. Saw some 
of the things and then I’ve heard a little more about 
them and just thought [..] maybe it’s not such a good 
idea after all.” (Participant 5)

“Yes, is it something that has given you more courage 
to do it now? (Interviewer)

“Yes, I think so. That. It’s just finding your niche, 
something where you can volunteer and make a dif-
ference.” (Participant 5)

Through engagement in PEER, a sprout was planted 
to believe that voluntary work was a possibility. Another 
participant described how she had found out where she 
wanted to work and that her case worker supported her 
in realizing it. Additionally, two participants described 
how the group session changed their consumption of 
alcohol and drugs because they wished to participate and 
would not be able to do so if intoxicated. So even though 
the participants in many instances could not specify 
changes when asked, the sprout for changes was seen 
through descriptions of their experiences in the group.

Specific changes were described concerning the exer-
cises in the group sessions. The exercises were about 
making a change and trying something new, acting, and 
defining hopes and dreams. The process of change was 

described as difficult. Some described how they lacked 
ideas about how to make a change (Participants 3 and 
5). Others described it as a good learning experience. 
For one participant, the group exercise about making 
changes made a big difference, enabling her to take more 
control over her own life and financial situation:

“Took some chances and canceled my apartment, 
just like asked him to move. Have done something 
about my finances, and take far fewer drugs than I 
did here [indicate a point in time in the group course 
program]. Yes, it has also had an impact on [..] Yes, 
it is simple because I have been inside and taking 
this thesis that I keep talking about, the control of 
my own life back in a way where that it has become 
even more important for me to reach something 
where I get more balanced.” (Participant 1)

This was important to the participant’s life because of 
unemployment and low income due to social benefits, 
and she had almost spent all her savings on living in a 
too-expensive apartment. Another participant described 
how the exercise made her try going out to a grocery shop 
on her own, which she did not do otherwise. Succeed-
ing in this gave her the courage to take new chances and 
made her realize that she had resources. Making changes 
worked as a mechanism for trying something new, as well 
as the experience of success with something new, which 
in turn led to courage to try more new things, which led 
to a change in the view of own resources. Thereby, the 
PEER intervention did lead to changes for most of the 
participants. For some, the changes were obvious as they 
were directly linked to the intervention exercises. For 
most the mechanisms were an interaction with the whole 
intervention, the other mechanisms and connected to 
individual context, the context of the municipality, and 
the societal context of Denmark e.g., occupational and 
social laws, culture, etc.

Discussion
Summary of key findings
This study aimed for a deeper understanding of how 
PEER was experienced by the participants i.e., how, 
when, and under which contextual circumstances the 
group dynamics, the elements, and exercises in the 
intervention potentially had an impact on recovery and 
well-being. Results showed that finding safety and cour-
age to share experiences in the group were fundamental 
mechanisms for relationship-building connectedness and 
group cohesion. When these mechanisms were not given 
time to be activated, it contributed to participants leav-
ing the group. These mechanisms were enabled by the 
voluntary peers, through their sharing and facilitation 
of the group in civil-society settings in-dependent of the 
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mental health service- and social systems, where most 
of the participants had previous experiences. For par-
ticipants, the group context withs its social rules, values 
and interrelationships led to feelings of not being alone 
and being accepted as a person, which led to a belief in a 
better future that they had not experienced in other set-
tings. An unexpected finding was that comparing oneself 
to others, both those who are well, but also those who are 
worse off, might change one’s self-image and life narra-
tive in a positive view possibly a mechanism contribut-
ing to reduce self-stigma. Change processes during PEER 
were both results of engaging in the group, as well as spe-
cific intervention elements and exercises. The findings 
illustrate how important it is to consider the mechanisms 
that underpin the intervention, as well as the context in-
dependent of systems and the actors e.g., the equal rela-
tions between the group members and the voluntary 
peers since it played a vital role in outcomes generated 
– intended or unintended.

The findings of the study supported previous research 
on mechanisms of change in peer support highlightning 
the importance of trustful relationship building in pro-
moting the personal recovery process [26, 28, 42]. How-
ever, as previously mentioned, the contextual conditions 
for peer support provided in civil society by voluntary 
peers trained in an NGO are likely to have an impact on 
the maintenance of the core values such as equal power 
relationships, reciprocal support, and a ‘whole life’ 
rather than a ‘illness focused’ approach [14, 17]. Thus, 
our findings added that the peers were experienced as 
equals, because they were unpaid volunteers who par-
ticipated and shared experiences and feelings equally in 
the groups, which provided shared experiences of hope, 
normalization and inspiration. These mechanisms may 
contribute to nuance the ‘role modelling recovery’ mech-
anism suggested in the literature [26]. Furthermore, the 
mechanisms are supported by another qualitative study 
conducted in a NGO setting, where the participants 
viewed individual peer support as especially valuable 
because of the opportunity of a non-treatment based 
normalizing mutual relationship that inspires hope [49]. 
Moreover, our findings are in line with a qualitative study 
of independent self help groups stressing how impor-
tant it is to create contexts, which is experienced as a 
‘safe space’ promoting trustful non-judgemental sharing, 
belonging and commonality [50]. These findings are an 
example of how contexts and mechanisms are enmeshed 
and operate in relation to each other [18]. Our findings 
did not confirm proposed mechanisms of ‘bridge build-
ing’ to the wider community (additional file 1) [26]. This 
is despite the attempt to facilitate bridging and engaging 
through the offer of individual companionship with a vol-
unteer peer for up to six months to local communities 

and activities outside the group setting. Nevertheless, 
the offer was challenged by COVID-19 restrictions at the 
time of the PEER trial and only accepted by one of the 
interviewed participants possibly explaining why these 
potential mechanisms were not unfolded in this study.

Revision of program theory and implications for research
Secondly, the purpose of this study was to propose real-
ist-informed ICAMO configurations in line with our 
findings to revisit and revise our program theory. Our 
findings, although only based on interviews with eleven 
partipants, indicated four overarching ICAMO con-
figurations, which informed the revised program the-
ory (Fig.  1), and were inspired by examples and theory 
regarding realist evaluation [19, 41, 51]. The first ICAMO 
configuration relates to the building of safe relation-
ships based on sharing lived experiences and how this is 
a condition for all the following ICAMO configurations 
to be activated. All participants described how sharing 
lived experiences was valuable. It was made clear that 
feeling safe was key to being able to share and this was 
created through the intervention elements and context 
such as the group rules, secured anonymity, the manual-
ized form, and the core values of the intervention. When 
safety was established, it led to other configurations and 
experiences of connectedness, hope, a different view 
on their resources, and possibly increased the ability 
to speak up for themselves. The honest sharing of lived 
experiences can work as a tool for the concept of mod-
eling from the social learning theory by A. Bandura [38]. 
In this perspective, the participants and the peer group 
facilitators can illustrate and inspire through examples of 
personal recovery or paths to everyday life what works 
for them in a live demonstration and those modeling 
influences can lead to behavioral change [26]. Still, the 
focus in PEER on the participants’ solutions and answers 
was important to ensure equality in the group as also 
highlighted by [28]. Moreover, according to the theory 
on social comparison by Festinger [37] one explanation 
for the lack of connectedness is the tendency to focus 
on differences rather than similarities with the others in 
the group. Through the lack of comparability to the other 
participants the group lost its value for the two partici-
pants who chose to leave the group.

The second ICAMO related to the experience of nor-
malizing and inspiring relationships (Fig.  1), which was 
closely related to honest sharing, the differences between 
group members and peer facilitators, as well as the 
changed view on themselves. This finding had a chang-
ing influence related to the third ICAMO configuration 
developing a more positive self-image and reducing the 
self-stigma that emerged in most of the participants’ 
life-story narratives. This internalization of negative 
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views about mental illness as being vulnerable and how 
it is connected to not being in the workforce can be seen 
in the light of the theory of N. Rose about thoughts on 
disorders without borders [52, 53]. N. Rose argues that 
it increasingly has become a way to govern from a dis-
tance that individuals internalize society’s ideas about 
the healthy and productive citizen [52]. Thus, the inter-
viewed participants may internalize the perception of 
society that individuals with a diagnosis of mental ill-
ness are vulnerable individuals living with a disorder that 
needs to be treated [53]. However, the mirroring in other 
people had a changing influence on this internalized per-
ception, which had the potential to empower the partici-
pants to make their own free choices.

The fourth ICAMO configuration relates to acting in 
own life, which was closely related to mechanisms of the 
change processes and the group exercises that for some 
participants led to a changed view on own strengths and 
resources. The aspect of change can be viewed through 
social learning theory as described by A. Bandura [38], 
where identifying an act of own choice, preparing for the 
act in the group, and getting non-judgmental feedback 
before and after the action can give courage and desire 
to try again. Also, Vygotsky’s theory on zone proximal 
development is relevant to understanding that learning 
awakens a variety of internal development processes that 
can operate when interacting with the environment and 
collaborating with peers [54]. All four IACMO configu-
rations can be seen in the paradigm of personal recov-
ery and the CHIME framework, which underpinned the 
language and the core values of the PEER intervention. 
However, a prior synthesis of qualitative literature has 
shown that not all experiences of personal recovery fit 
into the CHIME model [55]. Stuart et al. point out that it 
is important to broaden the perspective and incorporate 
contextual difficulties including internal and interper-
sonal struggles, financial problems, housing problems, 
negative perceptions and worries as part of the recov-
ery process. This might explain that individual context 
and difficulties in life circumstances seemed to have an 
inhibitory effect on the change process for some of the 
interviewed participants. Additionally, the ability and 
consciousness to identify life values and thereby valuable 
actions, as well as the time point for the interview at the 
end of the ten week group course was identified as having 
an important impact on the change process – explaining 
the statements about sprouts for change.

The findings, as well as the suggested ICAMO configu-
ration, led us to revisit and consider our initial program 
theory, which was based on perspectives of personal 
recovery within the project group, as well as knowl-
edge about change mechanisms in peer support [26, 28]. 

Several aspects of our initial program theory, especially 
regarding the bridging and engaging mechanism did 
not seem to be activated as anticipated, as well as the 
outcomes of functioning, social network, and quality of 
life – thereby resulting in a refined program theory in 
the context of the municipality civil society-based PEER 
intervention (Fig. 1).

Strengths and limitations
The strengths of this study relate to a consistent meth-
odology according to critical realism, as well as the 
process evaluation framework [24, 25]. The lived expe-
riences of the researchers (CHE; CHP) were a strength 
in connecting with the participants in the interview sit-
uation, as well as in the analysis process and interpreta-
tion of findings. The discussions with co-authors (LFE; 
SBB), as well as the involvement of persons employed in 
the NGO to carry out the operational part of the project 
were a strength as it brought further perspectives to the 
data analysis. The data collection across study sites, as 
well as the theorizing of the interview [19, 56] allowed 
for a deeper understanding of the interplay between 
intervention elements, group participants, contexts, 
mechanisms, and outcomes. Interviews with partici-
pants who chose to leave the intervention gave valuable 
insights and helped reduce the bias of participants who 
were positive towards PEER. Nevertheless, the study 
had some limitations e.g., it is important to mention 
that the suggested ICAMO configurations were based 
on interviews with eleven participants, why they should 
be interpreted with caution. Furthermore, the influence 
of context were not adequately unfolded in this study. 
To address this purpose, it would have been advanta-
geous to add questions about the experience of con-
text seen in relation to other contexts in the interview 
guide, e.g. previous experiences of other interventions, 
mental health services and social systems. Moreover, 
the study sites of the PEER intervention increased from 
three to five during the RCT trial phase. However, only 
participants from four sites were included in this study. 
Participant sampling was not as wide as intended since 
no participants under the age of 28 signed up for the 
interview even after a more targeted recruitment. One 
can also speculate whether the recruitment strategy 
favored those who still chose to be in the group and 
whether the peer group facilitators had a gatekeeper 
function. We addressed this limitation by introducing 
that the local coordinator could invite non-completers. 
Repeated interviews, as well as presenting findings for 
the participants were not conducted due to time and 
financial restraints. However, it could have given valu-
able insights into individual changes over time and 
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participant views on data interpretation. Lastly, only 
one of the interviewed participants received individual 
companionship, which limited this study from explor-
ing mechanisms of this part of the intervention, which 
could have impacted the participant’s opportunity to 
take new steps into e.g.,  other inclusive communities 
and occupational activities.

Conclusion
This qualitative study examined how the PEER interven-
tion was experienced from the perspectives of the group 
participants and proposed a revised program theory-
model describing change mechanisms and potential 
outcomes in the context of PEER. Findings showed that 
the participants in general found the PEER intervention 
beneficial even though not all participants were able to 
specify how. The findings also indicated that the PEER 
intervention with its manualized and thematic content 
was not for all. In general, this study contributes with val-
uable insights into how peer support is received in a co-
peer facilitated manualized group format with a focus on 
being in the personal process of recovering together with 
others in similar life circumstances. PEER has the poten-
tial to facilitate connectedness, hope, change in self-
image and initiate individual change processes through 
the major mechanisms of sharing experiences in a con-
text experienced as a safe space, as well as willingness 
and courage to take action to try out new possibilities in 
life. Furthermore, it highlights some of the active mecha-
nisms and contextual conditions, that are important in 
terms of creating and not inhibiting this change.
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