
              

City, University of London Institutional Repository

Citation: Gillard, S., Foster, R., White, S., Healey, A., Bremner, S., Gibson, S., Goldsmith, 

L., Lucock, M., Marks, J., Morshead, R., et al (2023). Peer support for discharge from 
inpatient to community mental health care: the ENRICH research programme. Programme 
Grants for Applied Research, 11(8), pp. 1-93. doi: 10.3310/lqkp9822 

This is the published version of the paper. 

This version of the publication may differ from the final published version. 

Permanent repository link:  https://city-test.eprints-hosting.org/id/eprint/31899/

Link to published version: https://doi.org/10.3310/lqkp9822

Copyright: City Research Online aims to make research outputs of City, 

University of London available to a wider audience. Copyright and Moral Rights 

remain with the author(s) and/or copyright holders. URLs from City Research 

Online may be freely distributed and linked to.

Reuse: Copies of full items can be used for personal research or study, 

educational, or not-for-profit purposes without prior permission or charge. 

Provided that the authors, title and full bibliographic details are credited, a 

hyperlink and/or URL is given for the original metadata page and the content is 

not changed in any way. 

City Research Online



City Research Online:            http://openaccess.city.ac.uk/            publications@city.ac.uk

http://openaccess.city.ac.uk/
mailto:publications@city.ac.uk


a

Journals Library

Programme Grants for Applied Research
Volume 11 • Issue 8 • November 2023

ISSN 2050-4322

DOI 10.3310/LQKP9822

Peer support for discharge from inpatient 
to community mental health care: the 
ENRICH research programme
Steve Gillard, Rhiannon Foster, Sarah White, Andrew Healey, Stephen Bremner,  
Sarah Gibson, Lucy Goldsmith, Mike Lucock, Jacqueline Marks, Rosaleen Morshead,  
Akshaykumar Patel, Shalini Patel, Julie Repper, Miles Rinaldi, Alan Simpson, Michael Ussher,  
Jessica Worner and Stefan Priebe

https://crossmark.crossref.org/dialog/?doi=10.3310/LQKP9822&domain=pdf




Peer support for discharge from inpatient to 
community mental health care: the ENRICH 
research programme

Steve Gillard ,1* Rhiannon Foster ,2 Sarah White ,2  
Andrew Healey ,3 Stephen Bremner ,4 Sarah Gibson ,2  
Lucy Goldsmith ,2 Mike Lucock ,5 Jacqueline Marks ,2  
Rosaleen Morshead ,2 Akshaykumar Patel ,6 Shalini Patel,7  
Julie Repper ,8 Miles Rinaldi ,7,9 Alan Simpson ,10  
Michael Ussher ,2,11 Jessica Worner12 and Stefan Priebe 13

1School of Health Sciences, City, University of London, London, UK
2Population Health Research Institute, St George’s, University of London, London, UK
3King’s Health Economics, King’s College London, London, UK
4Department of Primary Care and Public Health, Brighton and Sussex Medical School, 
Brighton, UK

5Centre for Applied Research in Health, University of Huddersfield, Huddersfield, UK
6Pragmatic Clinical Trials Unit, Queen Mary, University of London, London, UK
7Adult Community Mental Health Team, South West London & St George’s Mental 
Health NHS Trust, London, UK

8Implementing Recovery through Organisational Change, Nottingham, UK
9Centre for Work and Mental Health, Nordland Hospital Trust, Bodø, Norway
10 Institute of Psychiatry, Psychology & Neuroscience, King’s College London,  

London, UK
11Institute for Social Marketing and Health, University of Stirling, Stirling, UK
12National Suicide Prevention Alliance, London, UK
13 Unit for Social and Community Psychiatry, Queen Mary, University of London,  

London, UK

*Corresponding author 

Disclosure of interests

Full disclosure of interests: Completed ICMJE forms for all authors, including all related interests, are 
available in the toolkit on the NIHR Journals Library report publication page at https://doi.org/10.3310/
LQKP9822.

Primary conflicts of interest: Stefan Priebe was listed a member of the HTA MPOH Panel from 1 January 
2014 to 31 May 2018. Julie Repper’s employer, ImROC, received payment for her work as a peer 
support expert consultant. Mr Rinaldi received travel and accommodation costs from Nordland Hospital/
Research Council of Norway and is a member of the Data Monitoring Committee for the NIHR-funded 
ODDESSI trial. Alan Simpson is a co-director of the NIHR Mental Health Policy Research Unit. No other 
competing interests are declared.

https://orcid.org/0000-0002-9686-2232
https://orcid.org/0000-0003-3490-0624
https://orcid.org/0000-0003-2468-6193
https://orcid.org/0000-0003-2013-3161
https://orcid.org/0000-0003-0790-7070
https://orcid.org/0000-0002-7595-0874
https://orcid.org/0000-0002-6934-1925
https://orcid.org/0000-0003-0968-5475
https://orcid.org/0000-0002-1235-8945
https://orcid.org/0000-0003-0741-0750
https://orcid.org/0000-0002-0640-9937
https://orcid.org/0000-0001-6748-6402
https://orcid.org/0000-0003-3822-1434
https://orcid.org/0000-0003-3286-9846
https://orcid.org/0000-0002-0995-7955
https://orcid.org/0000-0001-9864-3394
https://doi.org/10.3310/LQKP9822
https://doi.org/10.3310/LQKP9822




Published November 2023
DOI: 10.3310/LQKP9822

This report should be referenced as follows:

Gillard S, Foster R, White S, Healey A, Bremner S, Gibson S, et al. Peer support for discharge 
from inpatient to community mental health care: the ENRICH research programme. Programme 
Grants Appl Res 2023;11(8). https://doi.org/10.3310/LQKP9822

https://doi.org/10.3310/LQKP9822




Criteria for inclusion in the Programme Grants for Applied Research journal
Reports are published in Programme Grants for Applied Research (PGfAR) if (1) they have resulted from work for the PGfAR 
programme, and (2) they are of a sufficiently high scientific quality as assessed by the reviewers and editors.

Programme Grants for Applied Research
ISSN 2050-4322 (Print)

ISSN 2050-4330 (Online)

Programme Grants for Applied Research (PGfAR) was launched in 2013 and is indexed by Europe PMC, NCBI Bookshelf, DOAJ, 
Ulrichsweb™ (ProQuest LLC, Ann Arbor, MI, USA) and Scopus® (Elsevier, Amsterdam, Netherlands).

This journal is a member of and subscribes to the principles of the Committee on Publication Ethics (COPE) 
(www.publicationethics.org/).

Editorial contact: journals.library@nihr.ac.uk

The full PGfAR archive is freely available to view online at www.journalslibrary.nihr.ac.uk/pgfar.

Programme Grants for Applied Research programme
The Programme Grants for Applied Research (PGfAR) programme, part of the National Institute for Health and Care Research 
(NIHR), was established in 2006 to fund collaborative, multidisciplinary programmes of applied research to solve health and social 
care challenges. Findings are expected to provide evidence that lead to clear and identifiable patient benefits, in the relatively 
near future.

PGfAR is researcher led and does not specify topics for research; however, the research must be in an area of priority or need for 
the NHS and the social care sector of the Department of Health and Social Care, with particular emphasis on health and social care 
areas that cause significant burden, where other research funders may not be focused, or where insufficient funding is available.

The programme is managed by the NIHR Central Commissioning Facility (CCF) with strategic input from the Programme Director. For 
more information about the PGfAR programme please visit the website: https://www.nihr.ac.uk/explore-nihr/funding-programmes/
programme-grants-for-applied-research.htm

This report
The research reported in this issue of the journal was funded by PGfAR as project number RP-PG-1212-20019. The contractual 
start date was in March 2015. The final report began editorial review in May 2021 and was accepted for publication in September 
2022. As the funder, the PGfAR programme agreed the research questions and study designs in advance with the investigators. 
The authors have been wholly responsible for all data collection, analysis and interpretation, and for writing up their work. 
The PGfAR editors and production house have tried to ensure the accuracy of the authors’ report and would like to thank the 
reviewers for their constructive comments on the final report document. However, they do not accept liability for damages or 
losses arising from material published in this report.

This report presents independent research funded by the National Institute for Health and Care Research (NIHR). The views and 
opinions expressed by authors in this publication are those of the authors and do not necessarily reflect those of the NHS, the 
NIHR, CCF, PGfAR or the Department of Health and Social Care. If there are verbatim quotations included in this publication 
the views and opinions expressed by the interviewees are those of the interviewees and do not necessarily reflect those of the 
authors, those of the NHS, the NIHR, the PGfAR programme or the Department of Health and Social Care.

Copyright © 2023 Gillard et al. This work was produced by Gillard et al. under the terms of a commissioning contract issued 
by the Secretary of State for Health and Social Care. This is an Open Access publication distributed under the terms of the 
Creative Commons Attribution CC BY 4.0 licence, which permits unrestricted use, distribution, reproduction and adaptation 
in any medium and for any purpose provided that it is properly attributed. See: https://creativecommons.org/licenses/by/4.0/.
For attribution the title, original author(s), the publication source – NIHR Journals Library, and the DOI of the publication must 
be cited.

Published by the NIHR Journals Library (www.journalslibrary.nihr.ac.uk), produced by Newgen Digitalworks Pvt Ltd, Chennai, India  
(www.newgen.co).



NIHR Journals Library www.journalslibrary.nihr.ac.uk

NIHR Journals Library Editor-in-Chief

Dr Cat Chatfield Director of Health Services Research UK

NIHR Journals Library Editors

Professor Andrée Le May Chair of NIHR Journals Library Editorial Group (HSDR, PGfAR, PHR journals) and Editor-
in-Chief of HSDR, PGfAR, PHR journals

Dr Peter Davidson Interim Chair of HTA and EME Editorial Board, Consultant Advisor, School of Healthcare 
Enterprise and Innovation, University of Southampton, UK

Professor Matthias Beck Professor of Management, Cork University Business School, Department of Management 
and Marketing, University College Cork, Ireland

Dr Tessa Crilly Director, Crystal Blue Consulting Ltd, UK

Dr Eugenia Cronin Consultant in Public Health, Delta Public Health Consulting Ltd, UK

Ms Tara Lamont Senior Adviser, School of Healthcare Enterprise and Innovation, University of Southampton, UK

Dr Catriona McDaid Reader in Trials, Department of Health Sciences, University of York, UK

Professor William McGuire Professor of Child Health, Hull York Medical School, University of York, UK

Professor Geoffrey Meads Emeritus Professor of Wellbeing Research, University of Winchester, UK

Professor James Raftery Professor of Health Technology Assessment, School of Healthcare Enterprise and 
Innovation, University of Southampton, UK

Dr Rob Riemsma Consultant Advisor, School of Healthcare Enterprise and Innovation, University of  
Southampton, UK

Professor Helen Roberts Professor of Child Health Research, Child and Adolescent Mental Health, Palliative Care 
and Paediatrics Unit, Population Policy and Practice Programme, UCL Great Ormond Street Institute of Child Health, 
London, UK

Professor Jonathan Ross Professor of Sexual Health and HIV, University Hospital Birmingham, UK

Professor Helen Snooks Professor of Health Services Research, Institute of Life Science, College of Medicine, 
Swansea University, UK

Please visit the website for a list of editors: www.journalslibrary.nihr.ac.uk/about/editors 

Editorial contact: journals.library@nihr.ac.uk



DOI: 10.3310/LQKP9822 Programme Grants for Applied Research 2023 Vol. 11 No. 8

Copyright © 2023 Gillard et al. This work was produced by Gillard et al. under the terms of a commissioning contract issued by the Secretary of State for Health and Social Care.  
This is an Open Access publication distributed under the terms of the Creative Commons Attribution CC BY 4.0 licence, which permits unrestricted use, distribution, reproduction 
and adaptation in any medium and for any purpose provided that it is properly attributed. See: https://creativecommons.org/licenses/by/4.0/. For attribution the title, original 
author(s), the publication source – NIHR Journals Library, and the DOI of the publication must be cited.

vii

Abstract

Peer support for discharge from inpatient to community mental 
health care: the ENRICH research programme

Steve Gillard ,1* Rhiannon Foster ,2 Sarah White ,2 Andrew Healey ,3  
Stephen Bremner ,4 Sarah Gibson ,2 Lucy Goldsmith ,2 Mike Lucock ,5  
Jacqueline Marks ,2 Rosaleen Morshead ,2 Akshaykumar Patel ,6  
Shalini Patel,7 Julie Repper ,8 Miles Rinaldi ,7,9 Alan Simpson ,10  
Michael Ussher ,2,11 Jessica Worner12 and Stefan Priebe 13

1School of Health Sciences, City, University of London, London, UK
2Population Health Research Institute, St George’s, University of London, London, UK
3King’s Health Economics, King’s College London, London, UK
4Department of Primary Care and Public Health, Brighton and Sussex Medical School, Brighton, UK
5Centre for Applied Research in Health, University of Huddersfield, Huddersfield, UK
6Pragmatic Clinical Trials Unit, Queen Mary, University of London, London, UK
7Adult Community Mental Health Team, South West London & St George’s Mental Health NHS Trust, 
London, UK

8Implementing Recovery through Organisational Change, Nottingham, UK
9Centre for Work and Mental Health, Nordland Hospital Trust, Bodø, Norway
10Institute of Psychiatry, Psychology & Neuroscience, King’s College London, London, UK
11Institute for Social Marketing and Health, University of Stirling, Stirling, UK
12National Suicide Prevention Alliance, London, UK
13Unit for Social and Community Psychiatry, Queen Mary, University of London, London, UK

*Corresponding author steven.gillard@city.ac.uk

Background: Rates of readmission are high following discharge from psychiatric inpatient care. 
Evidence suggests that transitional interventions incorporating peer support might improve outcomes. 
Peer support is rapidly being introduced into mental health services, typically delivered by peer workers 
(people with experiences of mental health problems trained to support others with similar problems). 
Evidence for the effectiveness of peer support remains equivocal, and the quality of randomised 
controlled trials to date is often poor. There is an absence of formal cost-effectiveness studies of peer 
support in mental health services.

Objectives: This programme aimed to develop, pilot and trial a peer support intervention to reduce 
readmission to inpatient psychiatric care in the year post-discharge. The programme also developed a 
peer support fidelity index and evaluated the impact of peer support on peer workers.

Design: Linked work packages comprised: (1) systematic review and stakeholder consensus work to 
develop a peer support for discharge intervention; (2) development and psychometric testing of a peer 
support fidelity index; (3) pilot trial; (4) individually randomised controlled trial of the intervention, 
including mixed methods process evaluation and economic evaluation; (5) mixed method cohort study 
to evaluate the impact of peer support on peer workers. The research team included: two experienced 
service user researchers who oversaw patient and public involvement; service user researchers 
employed to develop and undertake data collection and analysis; a Lived Experience Advisory Group 
that informed all stages of the research.
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ABSTRACT

Setting: The programme took place in inpatient and community mental health services in seven mental 
health National Health Service trusts in England.

Participants: Participants included 590 psychiatric inpatients who had had at least one previous 
admission in the preceding 2 years; 32 peer workers who delivered the intervention; and 8 peer workers’ 
supervisors.

Intervention: Participants randomised to peer support were offered at least one session of 
manualised peer support for discharge prior to discharge and then approximately weekly for 4 months 
post-discharge.

Main outcome measures: The primary outcome for the trial was readmission (formal or informal) to 
psychiatric inpatient care (readmitted or not) within 1 year of discharge from the index admission. 
Secondary outcomes included inpatient and emergency mental health service use at 1 year post 
discharge, plus standardised measures of psychiatric symptom severity and psychosocial outcomes, 
measured at end of intervention (4 months post discharge).

Data sources: Service use data were collected from electronic patient records, standardised measures 
of outcome and qualitative data were collected by interview.

Review methods: We produced two systematic reviews of one-to-one peer support for adults in mental 
health services. The first included studies of all designs and identified components of peer support 
interventions; the second was restricted to randomised controlled trials and pooled data from multiple 
studies to conduct meta-analyses of the effects of peer support.

Results: Our systematic review indicated that one-to-one peer support improved individual recovery 
and empowerment but did not reduce hospitalisation. The main trial demonstrated that one-to-one 
peer support did not have a significant effect on readmission. There was no significant reduction in 
secondary service use outcomes at 1-year, or improvement in clinical or psychosocial outcomes at 
4 months. Participants who received a pre-defined minimal amount of peer support were less likely to 
be readmitted than patients in the control group who might also have received the minimal amount if 
offered. Compared to care as usual, black participants in the intervention group were significantly less 
likely to be readmitted than patients of any other ethnicity (odds ratio 0.40, 95% confidence interval 
0.17 to 0.94; p = 0.0305). The economic evaluation indicated a likelihood that peer support offered 
a reduction in cost in excess of £2500 per participant compared to care as usual (95% confidence 
interval −£21,546 to £3845). The process evaluation indicated that length and quality of first session of 
peer support predicted ongoing engagement, and that peer support offered a unique relationship that 
enables social connection. The impact study indicated that peer workers found their work rewarding 
and offering opportunities for personal growth but could find the work emotionally and practically 
challenging while expressing a need for ongoing training and career development.

Limitations: In the trial, follow-up rates at 4 months were poor, reducing confidence in some of our 
analyses of secondary outcome and in a wider societal perspective on our health economic evaluation.

Conclusions: One-to-one peer support for discharge from inpatient psychiatric care, offered in addition 
to care as usual to participants at risk of readmission, is not superior to care as usual alone in the 
12 months post-discharge.

Future work: Further research is needed to optimise engagement with peer support and better 
understand experiences and outcomes for people from black and other ethnic communities.

Study registration: The systematic review is registered as PROSPERO CRD42015025621. The trial is 
registered with the ISRCTN clinical trial register, number ISRCTN 10043328.
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anticipated discrimination

RA Research Assistant
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RR risk ratio

SAE serious adverse event

SD standard deviation

SIX objective social 
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SMD standardised mean difference

SP supported peer
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Plain language summary

When people share similar experiences of mental health problems and provide each other with 
emotional or practical support this can be called peer support. In recent years peer support has 

been introduced into mental health services.

The months after discharge from psychiatric hospital can be difficult for some people. There is research 
that suggests that peer support might be helpful for people at discharge. There is a lack of good quality 
trials of peer support in mental health services. There are no studies that tell us if peer support provides 
value for money.

We developed new training for peer workers and a handbook guiding peer support for discharge. We 
tried this out in two mental health National Health Service trusts to check that we could deliver the peer 
support and collect the information we needed for our trial.

We recruited 590 people from seven mental health National Health Service trusts while they were 
staying on psychiatric wards. Half of those people were randomly selected to receive peer support for 
discharge, and half to receive community mental health care only. We found that people offered peer 
support were just as likely to be readmitted to hospital in the year after they were discharged as people 
offered usual care only.

We found that people who met their peer worker at least twice were less likely to be readmitted in the 
next year. Black people offered peer support were much less likely to be readmitted compared to people 
offered usual care than other people in the study (although numbers were small). Our results also 
suggested that cost of care could be slightly less for people receiving peer support.

We interviewed some people who had been offered peer support who told us what they valued about 
peer support. We interviewed peer workers who told us the work was rewarding but could be 
challenging.
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Scientific summary

Background

Risk of self-harm, suicide and readmission is high in the months immediately following discharge from 
psychiatric inpatient care. There is some evidence that transitional interventions incorporating peer 
support improve outcomes, including reduced readmission rates. Peer support is rapidly being 
introduced into mental health services internationally, typically delivered by peer workers (PWs) (people 
with their own experiences of mental health problems trained to support others with similar problems). 
Evidence for the effectiveness of peer support in mental health services remains equivocal, and the 
quality of randomised controlled trials to date is often poor, with trials at risk of bias because of unclear 
randomisation and masking procedures and incomplete reporting of outcomes. Peer support 
interventions are often poorly described, including the support provided for PWs, and the mechanisms 
of peer support unclear. Health economic evaluations are absent from the literature.

Objectives

The aim of the programme is to manualise, pilot and trial a peer support intervention to enhance 
discharge from inpatient to community mental health care, significantly reducing readmissions and the 
associated cost of care. The detailed research objectives of the programme are:

1. to refine an empirically and theoretically grounded model that explains how peer support impacts 
on outcomes for service users post-discharge

2. to develop and manualise a peer support intervention to enhance discharge
3. to develop an index to assess the fidelity of peer support interventions
4. to conduct a high-quality randomised controlled trial of the intervention
5. to establish the effectiveness and cost-effectiveness of a peer support intervention to enhance 

discharge
6. to explore the impact on PWs of working in a peer support role.

Methods

A training manual for PWs and intervention handbook were developed in work package 1 (months 
1–15). We produced two systematic reviews of one-to-one peer support for adults in mental health 
services. The first, until April 2015, included studies of all designs and was used to identify components 
of peer support interventions; the second, until June 2019, was restricted to randomised controlled 
trials and pooled data from multiple studies to conduct meta-analyses of the effects of peer support. In 
both searches we searched MEDLINE, PsycINFO, Embase, CINAHL and Cochrane databases (as well as 
grey literature for the review of components), using ‘peer’, ‘consumer’, ‘survivor’ or ‘prosumer’ adjacent to 
‘support’, ‘supporter’, ‘provider’, ‘worker’, ‘specialist’, ‘consultant’, ‘tutor’, ‘educator’, ‘mentor’, ‘intervention’, 
‘listener’, ‘mediator’, ‘counsellor’, ‘befriender’ or ‘therapist’ as search terms for peer support. Paper 
selection at both title and abstract, and full text stage was undertaken independently by two 
researchers, with data extracted to spreadsheets relevant to each review. Results for the first review 
were combined with consensus workshops with stakeholder panels to develop and refine the peer 
support for discharge intervention. We also developed and tested the appropriateness, inter-rated 
reliability and internal consistency of a peer support fidelity index (work package 2, months 7–24). The 
index was first tested in 20 peer support projects not involved in the trial, before being retested and 
then implemented at three timepoints in each trial site.
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We conducted an internal pilot of the intervention and trial procedures in two sites (work package 3, 
year 2 of the programme) before proceeding to full trial in seven sites (work package 4, years 3–5). Sites 
were inpatient and community mental health services in seven mental health National Health Service 
trusts in England. Participants were people admitted to psychiatric inpatient care who had at least one 
previous admission in the preceding 2 years (i.e. who were at increased risk of readmission), the PWs 
who were employed and trained at each site to deliver the intervention, and the PW co-ordinators 
(PWCs) who supervised PWs at each site. Participants randomised to peer support were offered a 
manualised peer support for discharge intervention and care as usual (CAU). Participants in the control 
group received CAU only (discharge summary sent to community or primary care mental health team 
who contacted participant within 1 week of discharge to plan ongoing care). The primary outcome for 
the trial was readmission (formal or informal) to psychiatric inpatient care (readmitted or not) within 
1 year of discharge from the index admission. Secondary outcomes were number of voluntary 
admissions, involuntary admissions and total number of admissions, total number of days in hospital, 
time to first readmission, use of accident and emergency services for a psychiatric emergency (measured 
as number of episodes of liaison psychiatry contact) and number of contacts with crisis resolution and 
home treatment teams in the year post discharge, plus standardised measures of psychiatric symptom 
levels, subjective quality of life, social inclusion, hope for the future and strength of social network, 
measured at end of intervention (4 months post discharge). Analyses were conducted on an intention-
to-treat (ITT) basis. We carried out a Complier Average Casual Effect (CACE) analysis of the primary 
outcome (where compliers were participants who had at least two PW meetings, at least one of which 
was in the community following discharge). The CACE was estimated with a two-stage estimation 
procedure. In the first stage, a logistic regression of treatment receipt regressed on randomisation was 
conducted. In the second stage, a Poisson regression of the outcome on treatment receipt was 
conducted. The analysis was adjusted for the same covariates as the ITT analysis. A bootstrap (1000 
samples) was used to obtain bias corrected and accelerated confidence intervals (CIs). Subgroup analyses 
for the primary outcome were pre-specified: ethnicity (any black ethnicity, all other ethnicities); primary 
diagnosis at index admission (psychotic disorders, personality disorders, other eligible disorders); first 
language (English, other). Service use data were collected from electronic patient records (EPRs) at study 
site, standardised measures of outcome and qualitative data were collected by face-to-face interview by 
a member of the study team.

Our primary economic analysis of total costs over 12 months (using EPR of mental health service use), 
allowing for cost of peer support, and the secondary cost-effectiveness analysis at 4 months [using self-
reported quality of life to derive quality-adjusted life-years (QALYs)] were carried out from an NHS 
mental health service perspective. A wider ‘societal’ perspective was taken when analysing non-NHS 
mental health care costs over 4 months (using self-reported service use outside of mental health NHS 
care). All analyses were conducted on an ITT basis using generalised linear modelling (GLM) with a 
logarithmic link function.

We conducted a mixed methods process evaluation as part of work package 4, alongside the trial. 
Quantitative analyses used regression models to explore pre- and post-randomisation predictors of 
engagement with the peer support intervention. In-depth qualitative interviews with a subsample of 
39 trial participants and all 32 PWs who were involved in delivering the intervention explored their 
experiences of peer support and sought to elucidate and refine the change model underpinning the 
intervention. Interviews were undertaken by service user researchers and data analysed using a  
‘co-production’ approach to integrate the full range of perspectives on the research team – clinical, 
academic and experiential – in interpretive workshops, producing an analytical framework that was then 
used to code the full set of qualitative interviews.

Work package 5 was a mixed method, longitudinal cohort study which explored the impact of providing 
peer support on PWs (from month 31 until the end of year 5). PWs completed standardised measures of 
well-being and employment outcomes, and in-depth interviews at three timepoints.
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All data were collected by service user researchers, who played a key role in developing interview 
schedules, refining rating procedures for the fidelity index, and analysis and interpretation of qualitative 
interview data. Development of the intervention and all research procedures were informed by a Lived 
Experience Advisory Panel (LEAP), as well as the experiential knowledge brought by service user 
researchers and PWs on the research team.

Results

In the first (2015) systematic review we identified 97 studies (including 12 from grey literature) that 
contributed 44 potential components to the intervention development process. A total of 66 potential 
components were identified when combined with outputs of our stakeholder workshops. Through 
iterative rounds of consensus building and testing we developed and refined our peer support 
intervention, comprising a bespoke PW training programme and a detailed handbook guiding 
implementation.

In the second (2019) review we identified 23 studies reporting 19 trials. We found that one-to-one peer 
support in mental health services has a small but statistically significant benefit for individual recovery 
[standardised mean difference (SMD) 0.22, 95% CI 0.01 to 0.42; p = 0.042] and empowerment (SMD 
0.23, 95% CI 0.04 to 0.42; p = 0.020). There was no effect on clinical outcomes such as symptoms or 
hospitalisation; the risk of being hospitalised was reduced by 14% for those receiving peer support but 
was non-significant [risk ratio (RR) 0.86, 95% CI 0.66 to 1.13].

We developed a principles-based fidelity index that had good acceptability and psychometric properties. 
The index measures set-up, delivery and overall fidelity of peer support against four domains (principles): 
building trusting relationships based on shared lived experience; reciprocity and mutuality; leadership, 
choice and control; building strengths and making connections to community. In the trial, fidelity was 
good at set-up in all sites, while fidelity of delivery of peer support was lower in sites where PWs were 
employed in voluntary sector organisations outside of the NHS.

The pilot trial indicated that progression criteria were met subject to a small number of actions to 
improve the rate of recruitment of participants.

In the main trial we successfully recruited our target of 590 participants, and participant characteristics 
were well-balanced between groups. In the PW group, 136 (47.4%) participants were readmitted to 
psychiatric inpatient care within 12 months post-index admission, and 146 (50.2%) in the CAU group. 
The adjusted relative risk of readmission in the ITT analysis was 0.97 (95% CI 0.82 to 1.14; p = 0.6777), 
and the adjusted odds ratio (OR) was 0.93 (95% CI 0.66 to 1.30). In the CACE analysis, the relative risk 
of readmission according to the natural indirect effect (RR 0.88, 95% CI 0.76 to 0.99) was lower than 
from the ITT analysis and was significant. In subgroup analyses (see Table 6), for patients of any black 
ethnicity the adjusted OR of readmission was 0.40 (95% CI 0.17 to 0.94), while for any other ethnicity 
the OR was 1.12 (95% CI 0.77 to 1.63; interaction p = 0.0305). There were no statistically significant 
differences between the groups in any of the secondary outcomes assessed at 4 or 12 months. 
Adherence to the intervention was assessable in 268 (91.2%) participants with a mean of 1.8 [standard 
deviation (SD) = 2.9] face-to-face contacts with a PW in hospital, 4.4 (SD = 4.6) post discharge. There 
was a total of 67 serious adverse events (SAE) reported in the trial (34 in the peer support group, 33 in 
the CAU group) from 51 participants (26 in the peer support group, 25 in the CAU group). One SAE in 
the peer support group, an incident of self-harm, was reported as related to the intervention. Number 
and type of SAE included 12 deaths, none of which were reported as related to the study.

A cost analysis of mental health service contacts over a 12-month period following discharge from 
inpatient care showed that, adjusting for baseline covariates, exposure to peer support was associated 
with a reduction in mean total costs of £2631 (95% CI −£21,546 to £3845): this amounted to a 10% 
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reduction in mean total costs over 12-month post hospital discharge compared to usual care (95% CI 
−31% to 15%). Given sampling uncertainty there was an estimated 82% probability that peer support 
was associated with lower total costs over 12 months (or a 18% chance that usual care was the lower 
cost alternative). Most of the cost advantage over follow-up was due to reductions in the cost of bed 
day utilisation. Over 4 months, and considering patient quality of life outcomes as well as cost, peer 
support was also found to be cost-effective from an NHS mental health service perspective. The 
expected QALY gains associated with peer support were marginal: a 0.002 QALY improvement per 
participant, equivalent to less than a single day in full health.

Participants who were heterosexual were less likely to engage with peer support than gay, lesbian or 
bisexual participants, OR 0.3 (95% CI 0.08 to 0.87; p = 0.029). We found that length of first contact (in 
minutes) was positively associated with engaging with peer support, OR 1.02 (95% CI 1.00 to 1.04; 
p = 0.010), and participants who went on to engage with peer support experienced more relationship 
building activity in that first contact. A shorter period between allocation to peer support and discharge 
(in days) was also associated with engagement in the intervention, OR 0.99 (95% CI 0.98 to 1.00; 
p = 0.002).

Our qualitative process evaluation largely supports our original change model, further elucidating the 
distinctive nature of the peer-to-peer relationship while indicating the role that PWs played in enabling 
people to build relationships and make connection to community. Choice and control over how people 
engaged with peer support was identified as an important mediator of good experience and outcomes of 
peer support.

Peer worker well-being, job satisfaction, team working and burn out scores were close to or better than 
scores for appropriate norm populations throughout the study. There were small but significant drops in 
well-being, personal satisfaction and satisfaction with workload after 4 months in post, and a similar 
small increase in burn out, but these changes were not maintained at 12 months. Satisfaction with 
training and job prospects were lower at 12 months. Qualitative data largely confirmed these findings 
with PWs indicating that they found that peer support work could be emotionally and practically 
challenging for the first few months but was rewarding and offered opportunities for personal growth.

Conclusions

We conclude that peer support for discharge, offered to participants at risk of readmission, was not 
superior to CAU. Peer support should not be commissioned with the expectation that it reduces 
readmissions for this group, although some cost-saving based on fewer days in hospital is likely. Our trial 
findings reflect those of our systematic review, suggesting that one-to-one peer support in mental 
health services is unlikely to improve clinical outcomes or reduce hospitalisation. Further research is 
needed to:

1. improve implementation in order to optimise engagement with peer support
2. establish the impact of peer support on psychosocial outcomes
3. understand and evaluate the impacts of peer support for people from different ethnic communities 

(and especially to optimise benefits for black people using mental health services)
4. understand and evaluate the impacts of peer support for people from different clinical populations
5. establish the construct validity of our fidelity index through use with larger samples
6. better understand the ongoing training and support needs, and career development pathway 

for PWs.
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1

Synopsis

Note: some text in the synopsis below has been reproduced from the published study protocol 
[Gillard S, Bremner S, Foster R, Gibson SL, Goldsmith L, Healey A, et al. Peer support for discharge 

from inpatient to community mental health services: study protocol clinical trial (SPIRIT Compliant). 
Medicine 2020;99(10):e19192]. This is an open access article distributed under the Creative Commons 
Attribution License 4.0 (CCBY), which permits unrestricted use, distribution and reproduction in any 
medium, provided the original work is properly cited. See https://creativecommons.org/licenses/by/4.0/. 
The text below includes minor additions and formatting changes to the original text.

Background

Discharge from psychiatric inpatient care
People recently discharged from psychiatric hospital often fail to continue with treatment,1 relapse 
and are readmitted.2 For example, in the UK it has been reported that 36% of inpatients with psychotic 
disorders are readmitted within 1 year of discharge,3 while in New Zealand the readmission rate of all 
psychiatric inpatients has been reported at 41%.4 A high proportion of people are readmitted shortly 
after discharge, with an Australian study of over 35,000 people admitted to psychiatric hospital finding 
that nearly a fifth of all psychiatric inpatients (half of all people readmitted) were readmitted in the 
first month post discharge,5 and a UK study of nearly 8000 people observing 15% readmissions within 
3 months of discharge.6 People recently discharged are also at risk of suicide and self-harm with, 
globally, suicide rates in the first 3 months after psychiatric discharge 100 times the suicide rate in the 
general population, and suicidal thoughts and behaviours 200 times the level in the general population.7 
In the UK, post-discharge suicides are most frequent in the first week after discharge, with 15% of all 
suicides nationally among people within 3 months of a psychiatric discharge.8 Evidence suggests that 
lack of follow-up care post discharge9 and lack of continuity of care from hospital to community are 
predictors of early readmissions,10 with, conversely, higher levels of follow-up from community mental 
health services post discharge predicting lower readmission rates.11 Systematic review evidence suggests 
that interventions supporting transition from inpatient to community mental health care are feasible and 
likely to be cost-effective.9 Two of the studies reviewed evaluated multidisciplinary transitional discharge 
interventions that included peer support components.12,13

Peer support in mental health services
Origins of peer support in mental health services are twofold. First, there is a decades-old tradition of 
self-help in Europe and North America, underpinned by a ‘helper therapy principle’14 that is perhaps 
best exemplified by the 12-step programmes of Alcoholics Anonymous and related programmes, 
having more recently proliferated into mental health care with the emergence of organisations such as 
Depression Alliance and the Hearing Voices Network. Second, peer support work in mental health grew 
out of reactions to negative and coercive mental health treatment15 with, by the 1970s, people building 
programmes focused on self-advocacy and campaigning where people focused on helping each other, 
acknowledging that their experiences and life stories could be a source of important knowledge. Since 
then peer support has gradually moved into the mainstream of mental health service provision, with 
state-funded and approved mental health service providers increasingly employing and training peer 
support workers – people with their own experiences of mental distress and of using mental health 
services – to role-model living well with mental illness and embody hope in the future, and to improve 
the ‘recovery focus’ of mental health services.16 Peer workers (PWs) have been employed in a variety of 
roles in the NHS in the UK, most typically as peer healthcare assistants in inpatient settings or as peer 
community support workers in Community Mental Health Teams (CMHTs), with a focus on telling their 
‘recovery story’ alongside enacting a more conventional support worker role.17

https://creativecommons.org/licenses/by/4.0/
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Peer support for discharge
An observational pilot of a transitional discharge intervention delivered wholly by PWs has shown 
promise,18 while comparison group studies of community-based peer support programmes have 
also reported reductions in readmissions19 and longer community tenure20 compared to traditional 
services alone. A pilot trial of a community-based peer mentoring intervention for people with a 
history of recurrent psychiatric hospitalisation reported fewer readmissions for people receiving peer 
mentoring over a 9-month period, compared to community treatment as usual.20 In another trial, among 
participants who engaged with treatment, fewer people receiving assertive community treatment (ACT) 
from a consumer-staffed ACT team reported being hospitalised than those receiving care from a non-
consumer ACT team, although length of follow-up varied between participants and was not reported.21

The evidence base for peer support in mental health services
While this evidence suggests that interventions employing PWs might offer a strategy for improving the 
outcomes of discharge, meta-analyses of trials of a range of peer support interventions have indicated 
little difference in outcomes for people receiving peer support, either in comparison to treatment 
as usual or to similar support provided by other mental health workers, once data from across trials 
are pooled.22,23 Those systematic reviews have also pointed to the heterogeneity of the peer support 
evaluated, issues with the quality of trials, an absence of formal studies of cost-effectiveness, and a lack 
of reporting of how peer support is designed to bring about change in comparison to other forms of 
mental health support. In particular, inadequate randomisation and sequence generation processes,22 
lack of blinding of assessors, risk of bias resulting from missing data, and selective or incomplete 
reporting of outcomes measured were identified as trial quality issues that need to be addressed.23

Processes and principles of peer support
A wider literature, including qualitative and observational research, has indicated that organisational 
factors supporting the implementation of peer support into practice in mental health services might 
impact on its effectiveness. Issues such as clarity of job description,24,25 access to appropriate training 
and support,26 shared expectations of the PW role25,27 and preparation and training for the team that 
will be working alongside PWs28 have all been identified as important facilitators of the introduction of 
the PW role. It has been noted how the distinctiveness of peer support, in comparison to other forms 
of mental health care, can be lost in a formal environment of statutory mental health services if those 
organisational conditions are not met.27,29,30

The distinctiveness of peer support has been attributed to the particular qualities of peer-to-peer 
relationships in contrast to the conventional clinician-patient relationships: peer-to-peer relationships 
are underpinned by a sense of connection between peers based on a recognition of shared 
experiences;31 reciprocity in the relationship whereby both parties learn from each other;32 and the 
validation and exchange of experiential, rather than professionally-acquired, knowledge.33 In previous 
research by the team we developed a general change model for peer support in mental health services31 
that underpins, theoretically, the development and implementation of both our peer support for 
discharge intervention and our evaluation. Elsewhere, a more recent review of peer support in mental 
health services concluded that a lack of attention to fidelity to the core principles underpinning peer 
support limits the usefulness of current peer support research to policy makers and practitioners.34

Impact of peer support on peer workers
A parallel body of research has identified potential benefits and challenges for people working in a PW 
capacity. It has been suggested that peer support might enhance personal recovery for PWs, but can 
also be a source of stress, with mental health professionals voicing concern that the PWs they work 
alongside might relapse and be hospitalised because of the stresses of the role.16 A review of qualitative 
research about PWs’ experiences of peer support indicated improvements in confidence, self-esteem 
and social contacts for PWs.35 However, more recently, a survey of 84 PWs working in a range of mental 
health services in one state in the United States (US) USA found that PWs experienced difficulties 
including poor financial compensation, limited employment opportunities, work stress, the emotional 
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stress of helping others and in maintaining personal wellness, with 44% of the sample reporting having 
experienced a relapse in their mental health while working as a PW.36 It is important to understand and 
evaluate the impact of working in a peer support capacity in order to ensure that implementation of peer 
support into mental health services is both safe and rewarding for PWs.

Rationale
Mental health policy and workforce initiatives in higher income countries are driving the introduction of 
PWs into statutory mental health services despite these uncertainties in the evidence base.22,23 As such, 
there is a need for high-quality trials of peer support that specify, model and evaluate the distinctive 
processes whereby peer support brings about change in specific contexts and settings, as well as for 
good health economic evaluation. This study aims to address those limitations in the current evidence 
base while providing clear evidence of the effectiveness and cost-effectiveness of a PW intervention to 
enhance discharge from inpatient to community mental health care.

The research programme

Aims
The overarching aim of this programme of applied research was to enhance the experience of discharge 
from psychiatric inpatient care for mental health service users, preventing unnecessary readmission 
and reducing costs. The specific aim of the programme was to manualise, pilot and trial a peer support 
intervention to enhance discharge from inpatient to community mental health care, significantly 
reducing readmissions and the associated cost of care. The detailed research objectives of the 
programme were:

1. to refine an empirically and theoretically grounded model that explains how peer support interven-
tions impact on outcomes for service users post-discharge

2. to develop and manualise a peer support intervention to enhance discharge
3. to develop an index to assess the fidelity of peer support interventions
4. to conduct a high-quality randomised controlled trial (RCT) of the intervention
5. to establish the effectiveness and cost-effectiveness of a peer support intervention to enhance 

discharge
6. to explore the impact on PWs of providing peer support for discharge.

This programme also aimed to deliver applied outputs that will enable mental health service 
providers in the NHS to effectively and cost-effectively integrate peer support into the mental health 
discharge pathway, including: the ENRICH training programme and intervention handbook, providing 
implementation guidance for managers and commissioners in the NHS, and our principles-based peer 
support fidelity index.

Work packages
The ENRICH programme comprised five interlinked work packages (WP) that addressed the aims listed 
above (see Figures 1 and 2).

WP1. Manualising the ENRICH intervention
WP1 comprised two main pieces of work. First, a systematic review of the evidence for one-to-one peer 
support in mental health services was undertaken to refine the model underpinning the intervention, 
identify intervention components and establish the effectiveness of one-to-one peer support 
intervention. Second, we worked with expert panels, at study site and national levels, to identity and 
prioritise intervention components, and to develop and refine the ENRICH training programme and peer 
support handbook for the trial in WP4.
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SYNOPSIS

WP2. Developing the peer support fidelity index
A fidelity index was developed, and its psychometric properties and acceptability tested, and used in the 
WP4 trial to assess the extent to which the peer support intervention was implemented to principles 
underpinning peer support.

WP3. Pilot trial
An internal pilot trial of the intervention was conducted in two sites using the protocol for the full 
RCT to test procedures for recruitment, randomisation, allocation to and delivery of intervention, 
and collection of data. A clear set of stop-go rules was used to determine whether the programme 
proceeded to full trial, and if any procedures needed to be refined.

WP4. Randomised controlled trial
A fully powered superiority trial, comparing peer support for discharge plus care as usual (CAU), with 
CAU only at discharge from inpatient psychiatric care, was conducted to establish the effectiveness 
and cost-effectiveness of the ENRICH peer support intervention. This WP also comprised a substantial 
mixed methods process evaluation that used measures of process as well as in-depth qualitative 
interviews with trial participants, PWs and their supervisors [peer worker co-ordinators (PWCs)] to 
explore, quantitatively and qualitatively, the processes of peer support.

WP5. Impact study
A mixed method, longitudinal cohort study using standardised measures and in-depth interviews 
with PWs delivering the peer support intervention explored the impact of the role on well-being and 
employment outcomes for PWs.

Setting
The programme took place in adult acute psychiatric inpatient and community mental health service 
settings in mental health NHS trusts in England. Two trusts [South West London (SWL) & St George’s 
Mental Health NHS Trust and East London (ELN) NHS Foundation Trust] took part in the pilot study, 
with five additional trusts joining for the full trial and subsequent WPs (Central and North West London 
NHS Foundation Trust; Sussex Partnership NHS Foundation Trust; Surrey and Borders Partnership NHS 
Foundation Trust; Birmingham and Solihull Mental Health NHS Foundation Trust; Bradford District Care 
NHS Foundation Trust). Two other trusts – Dorset HealthCare University NHS Foundation Trust and 
South West Yorkshire Partnership NHS Foundation Trust – were involved in WP1 of the programme but 
were unable to remain involved for the full trial.

Population
The primary population of the research was adult inpatients of psychiatric hospital wards (acute 
admission wards and their equivalents) who had had at least one previous admission in the preceding 
2 years. Secondary populations included the PWs employed to implement the intervention and their 
supervisors (PWC).

Ethical approval
A single application for NHS research ethics approval was made for all WPs. The programme was 
approved by the UK National Research Ethics Service, Research Ethics Committee London – London 
Bridge on 10 May 2016, reference number 16/LO/0470.

Governance
The Chief Investigator, Programme Manager and trial statistician reported regularly to an independent 
Programme Steering Committee (PSC) and an independent Data Management and Ethics Committee 
(DMEC). Oversight from a patient and public perspective was provided by a Lived Experience Advisory 
Panel (LEAP) as well as service user representation on the PSC and DMEC.
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Changes to the funded programme
Changes to the funded programme were minimal. In WP1 we split the systematic review into two 
outputs. We initially prioritised data extraction of components of peer support to inform development 
of the intervention. We returned to the review and updated searches once the WP4 trial had completed 
recruitment (and more researcher resource was available). This was to our advantage as a sufficient 
number of new trials of peer support had been published in the interim to enable us to undertake a 
meta-analysis.

There were no major changes to the WP4 trial that required ethical approval. Minor changes 
to recruitment procedures were made following the pilot trial that did require amendment to 
ethical approval.

As noted in Process evaluation – predictors of engagement with peer support below, because we did 
not observe a positive effect on primary outcome, we were not able to undertake the structured 
equation modelling we had intended, to explore pre-specified change mechanisms. Given that our 
complier average causal effect (CACE) analysis had indicated a relationship between engagement with 
intervention and outcome, we instead undertook an analysis of pre- and post-randomisation predictors 
of engagement. Similarly, in Process evaluation – peer support and change in mental health services – the 
qualitative component of the process evaluation – instead of exploring our pre-specified mechanisms 
we used our qualitative dataset to refine the change model for peer support in mental health services 
that underpinned the intervention (thus remaining consistent with our original objectives).
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Work package 1 Manualising the ENRICH 
peer support intervention

I 
n this work package we aimed to address objectives 1 and 2 of the programme:

1. to refine an empirically and theoretically grounded change model that explains how peer support 
interventions impact on outcomes for service users post discharge

2. to develop and manualise a peer support intervention to enhance discharge.

We sought to build on what is already known about peer support interventions in order to refine our 
trial protocol and develop an intervention that would improve on the existing evidence base for peer 
support in mental health services. In previous research undertaken by the team we had developed a 
general change model for peer support in mental health services31 and had identified some of the key 
components that might comprise a PW intervention supporting discharge.25,27 We undertook two main 
strands of work to fulfil these objectives:

1. a systematic review of research evaluating one-to-one peer support in mental health services
2. co-design and consensus work with advisory groups comprising people involved in delivering,  

developing, leading and working alongside peer support services in NHS mental health services.

Systematic review of one-to-one peer support in mental health services

Existing systematic reviews of peer support in mental health services were not indicative of clear effects 
on outcome based on the evidence available at the time reviews were conducted, pointing to a high 
degree of heterogeneity of peer support interventions (reviews included one-to-one and group peer 
support, and peer-led services that comprised multiple elements) and to the generally low quality of 
trials undertaken to date.22,23 We undertook a systematic review focusing on one-to-one peer support in 
mental health services. The review asked the following questions:

1. What are the components of one-to-one peer support interventions?
2. What are the outcomes of one-to-one peer support interventions?
3. How are the processes of peer support associated with change?

The review protocol was registered with the International Prospective Register of Systematic Reviews, 
identifier: CRD42015025621.37 We undertook searches and reported the review in two stages, 
the first stage of which is summarised in Co-design and consensus work to develop the peer support 
intervention below.

White et al.38

We produced a second review, addressing questions 2 and 3 above (outcomes and process of peer 
support). Work on this second review was delayed while we undertook the main trial, with searches 
subsequently undertaken up to 13 June 2019. The full method for the search is described in the paper.38 
The search identified 23 papers reporting 19 RCTs comparing a range of one-to-one peer support 
interventions with either CAU or an active control arm. Fourteen trials provided data for meta-analysis 
of nine different outcomes. We found that one-to-one peer support in mental health services has a small 
but statistically significant benefit for individual recovery [standardised mean difference (SMD) 0.22, 
95% confidence interval (CI) 0.01 to 0.42; p = 0.042] and empowerment (SMD 0.23, 95% CI 0.04 to 
0.42; p = 0.020). There was no effect on clinical outcomes such as symptoms or hospitalisation; the risk 
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of being hospitalised was reduced by 14% for those receiving peer support but was non-significant [risk 
ratio (RR) 0.86, 95% CI 0.66 to 1.13].

In subgroup analyses we explored the extent to which processes of peer support impact change in 
outcome; we compared the effect on outcome of peer support provided in addition to CAU with peer 
support where PWs acted as ‘substitutes’ for other workers providing similar support, and compared the 
effect of peer support interventions where there were high levels of support for PWs with interventions 
where support for PWs was low. This indicated that peer support had a significantly greater effect on 
social network support (Qint = 4.27, p = 0.039) where peer support was delivered in addition to CAU 
(SMD = 0.23) compared to when it was provided as a substitute intervention (SMD = −0.30). We note in 
the review the continued heterogeneity in peer support interventions and in outcomes assessed in trials, 
and the importance of ensuring that the constructs that are assessed relate to the mechanisms and 
processes of the peer support that is being evaluated.38

Co-design and consensus work to develop the peer support intervention

Marks et al.39

The intervention was developed in three sequential stages – (1) generating intervention components; 
(2) producing the intervention handbook; (3) piloting the intervention. Experiential knowledge was 
integrated through the development process, with several members of the research team identifying as 
service user or survivor researchers, or working as PWs. Our LEAP and a Local Advisory Group (LAG) at 
each study site also included people with experiences of using mental health services and peer support 
(see Table 3). Development closely followed the Medical Research Council complex interventions 
guidance.40 The methods and results are summarised in Appendix 1, including the first stage of the 
systematic review identifying components of peer support interventions.

The ENRICH peer support for discharge intervention

The intervention development process resulted in the production of a detailed handbook and 
manualised training programme for peer support for discharge from inpatient mental health care, 
described in detail in our trial protocol paper.41 People receiving the intervention are offered at least 
one face-to-face contact with a PW in hospital prior to discharge and, once discharged, a weekly 
meeting with the PW for 10 weeks, stepping down to three subsequent fortnightly meetings. Meetings 
are flexible in length, typically ranging from 60 to 90 minutes, supplemented by phone calls and text 
messages. Initial meetings focus on building a relationship, with subsequent meetings making flexible 
use of the skills and tools covered in the training (see below). There is emphasis on enabling the 
supported peer (SP) to access available social support, rather than the PW directly providing support. 
PWs could attend discharge and care planning meetings and appointments with care professionals at the 
SP’s request.

The handbook provides PW and PWC role descriptions, specifies the support and supervision PWs 
receive, and details preparation sessions for clinical teams where the peer support takes place. The 
training programme comprises 8 weekly 6-hour training sessions, plus employment support, hospital 
visits and structured feedback. Training covers guidance and practice for PWs in using their own 
experience-based knowledge, and use of a range of structured tools and exercises focused on building 
individual strengths and engaging with activities in the community (e.g. personal asset mapping, goal 
setting, and discharge, recovery and crisis planning).
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Work package 2 Developing a peer worker 
fidelity index

Developing the index

To improve the utility of the evidence base, measurement of fidelity to peer support principles in trials 
of peer support has been called for.34 This WP reports the development and testing of a fidelity index 
for one-to-one peer support in mental health services, designed to assess fidelity to principles that 
characterise the distinctiveness of peer support.

Gillard et al.42

An iterative process of developing and testing the fidelity index is described in detail in this report. A 
draft index was developed using expert panels including service user researchers and people doing peer 
support, with fidelity criteria generated for each of the peer support principles identified in WP1 and 
index items written as a means of testing criteria. Two rounds of testing took place in 24 mental health 
services providing peer support in a range of settings. Fidelity was assessed through interviews with 
PWs, their supervisors (PWCs) and people receiving peer support. Index items were rated by members 
of the research team, with responses tested for spread and internal consistency, and independently 
double rated for inter-rater reliability. Feedback from interviewees and service user researchers was 
used to refine both the content of the index and the rating procedure.

A fidelity index for one-to-one peer support in mental health services was produced with good 
psychometric properties. Fidelity is assessed in four principles-based domains – building trusting 
relationships based on shared lived experience; reciprocity and mutuality; leadership, choice and control; 
building strengths and making connections to community – and is separately assessed for the set-up and 
ongoing delivery of peer support, while an overall score can also be generated.

We conclude that the index offers the potential to improve the evidence base for peer support in mental 
health services, enabling future trials to assess fidelity of interventions to peer support principles, and 
giving service providers a means of ensuring that peer support retains its distinctive qualities as it is 
introduced into mental health services. We suggest that further testing of the internal structure of the 
index is necessary to fully establish the psychometric properties of the index, for example through a 
confirmatory factor analysis, and testing the construct validity for the index by exploring the relationship 
between fidelity scores and outcomes that might be expected to be associated with fidelity.

Fidelity in the ENRICH trial

We report, descriptively, fidelity at site level and over time in the WP4 ENRICH trial, and (graphically) 
association between measurement of fidelity and outcomes in the trial. As can be seen in Figure 3, fidelity 
was consistently reasonably good at set-up across sites, which might be expected as all sites were using 
the same handbook and training manual and had the support of the study team to do so. There were 
some inconsistencies in set-up scores in the SWL site, but it is noted that the PWC was absent at the site 
for much of the set-up period which may have been disruptive. Scores were lower in the Sussex (SSX) site 
where PWs were employed by a third-sector organisation that had a long tradition of peer support and so 
may have used a more idiosyncratic approach to supporting PWs.

There was more variability in delivery scores, both between sites and over time (see Figures 4–7), with 
the exception of scores in domain 1 – relationships based on shared lived experience (see Figure 4) 
– which were generally high. The Central and North West London (CNW) site had consistently good 
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scores in all delivery domains, with other sites showing more variability over time and lower scores in 
some domains.

Total delivery score improved slightly at most sites over time (see Figure 8) with the exception of the SSX 
and Bradford (BDF) sites where total delivery score dropped from T2 to T3. SSX and BDF were the two 
sites where PWs were employed by a third-sector partner where, as noted above, a more independent 
way of working might have been in place.

Figures 9 and 10 show no clear relationship, at site level, between effect and fidelity at set-up or T3. 
However, relationship between effect and total fidelity score – the most reliable score42 – is interesting. 
The two sites with lowest total fidelity – SSX and BDF, the two sites with third-sector providers – 
reported a difference in readmission rate favouring peer support. However, we note that these sites 
had low numbers of participants and therefore wide error bars. We observe, graphically, a trend in the 
relationship between fidelity and outcome (favouring peer support in sites where fidelity is higher) in 
the five sites where PWs were employed in the NHS. However, we note that error bars for all sites 
encompass no difference in outcome between peer support and control (and that the study was not 
powered to detect a difference at site level, our main trial reporting no site subgroup effect). While we 
cannot, as a result, be confident in these observations, it would be interesting to pool data from further 
peer support studies that made use of the fidelity index in order to further explore the relationship 
between fidelity and effect on outcome.
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SAB, Surrey and Borders; T, timepoint.
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FIGURE 7 Fidelity delivery scores – strengths and connections domain by site. BMS, Birmingham and Solihull;  
SAB, Surrey and Borders; T, timepoint.
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Work package 3 Piloting the ENRICH peer 
support intervention

An internal pilot trial was conducted in two sites, SWL and ELN, following the same protocol as the 
full trial,41 commencing on 1 December 2016. The stop-go rules for the pilot trial were agreed by 

the PSC as follows:

1. to recruit a total of at least 32 participants to the pilot trial by end of February 2017 with a recruit-
ment rate of 8 participants a month achieved in both sites for at least 2 months

2. to demonstrate 90% completeness of electronic patient record (EPR) data (including primary out-
come) of all participants enrolled at end of pilot

3. to recruit, train and sustain a team of 2.0 full-time equivalent (FTE) PWs to deliver the intervention 
at each site.

Assessment of progression to full trial

Recruitment to the pilot trial at the two sites in the period leading up to the end of February 2017 was 
as follows (see Table 1):

Completeness of outcomes data, as collected using EPRs (patient notes) at both sites, of all participants 
enrolled to the study as of 8 February 2017, was as follows (see Table 2):

While the data collected here were baseline data, this was the same dataset that would be collected at 
12 months follow-up (for the 12 months post discharge from index admission), including the primary 
outcome (psychiatric admission).

Both sites successfully recruited and trained a team of four PWs working to a total of 2.0 FTE per site. 
The ELN team comprised two PWs at 0.4 FTE each and two at 0.6 FTE each. The SWL team comprised 
three PWs at 0.4 FTE each and one at 0.8 FTE. The ELN team had one additional trained PW who could 
act as a reserve; the SWL team had two reserve PWs.

TABLE 1 Summary of recruitment

 SWL EL Total for both sites

Randomised Randomised Randomised

Date Number Total Number Total Number Total 

1 December 2016 to 31 December 2016 3 3 - - 3 3

1 January 2017 to 31 January 2017 9 12 7 7 16 19

1 February 2017 to 28 February 2017 8 20 4 11 12 31

TABLE 2 Completeness of outcome data

 Missing Non-missinga Total 

n (%) n (%) n

EPR data 0 (0) 20 (100) 20

a Data classed as non-missing if we were able to link to EPR for 12 months prior to index admission. Includes participants 
recruited up to 8 February 2017.
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Actions to support progression

Rules two and three were met, and while rule one was met in the SWL site it was not met in the ELN site 
(and therefore narrowly missed overall). The PSC asked the study team to produce an analysis of barriers 
to recruitment and propose measures to improve recruitment. The flow of potential participants in the 
pilot trial at both sites is given in Figure 11 and Appendix 1, Figure 12 indicating reasons for potential 
participants not progressing. We spoke in depth to researchers [Research Assistants (RAs)], Clinical 
Studies Officers (CSOs) and clinical staff at each site to enable us to better understand these data. We 
proposed the following actions to improve recruitment going forward:

1. The proportion of patients eligible for the study was lower than we had anticipated. We would open 
the study on an additional ward at each site and take a flexible approach to the number of wards we 
would open at additional sites in the main trial.

2. We identified misunderstanding of eligibility criteria around potential risk to PW and likelihood of 
discharge in the next month. Members of the study team would make visits to participating wards 
as necessary to ensure that clinical staff were fully aware of eligibility criteria and recruitment  
processes.

3. Potential participants were lost between initial screening and confirmation of eligibility by the 
clinical team, or between confirmation of eligibility and first contact with a CSO, because patients 
could be discharged between weekly visits to the ward by CSOs. We increased the flexibility of the 
recruitment process so that RAs could liaise directly with the clinical team when the CSO was not 
present on the ward.

4. Some potential participants were declining to meet a RA after they had been first approached about 
involvement in the study. Members of the study team and/or PWs would attend weekly community 
meetings on wards to provide general information about the study.

The PSC received and reviewed our report and proposed actions, and recommended to the funder that 
the study progress to the main trial. We obtained NHS ethical approval for amendments to the study 
protocol and procedures as necessary.
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Work package 4 Trialling the ENRICH peer 
support intervention

Randomised controlled trial

This WP aimed to establish the effectiveness of a PW intervention to reduce psychiatric readmission 
following discharge, as developed in WP1 above. We hypothesised that participants receiving peer 
support for discharge, in addition to CAU, would be significantly less likely to be readmitted in the year 
following discharge than participants receiving CAU only.

Gillard et al.41

The study was a parallel, two-group, individually randomised controlled superiority trial, with trial 
personnel (outcome assessors, data analysts) masked to allocation of participants. The study took place 
in the inpatient and community mental health services of seven NHS mental health trusts in England 
(sites). In five sites where participants were recruited from two inpatient facilities, and one site where 
recruitment was from three facilities, these were treated as single sites for stratification. A detailed trial 
protocol has been published;41 trial procedures are summarised only here.

The trial is registered with the ISRCTN clinical trial register, number ISRCTN 10043328,43 and was 
overseen by an independent steering committee and a data monitoring committee.

All new admissions to participating adult acute inpatient wards were screened for eligibility. Inpatients 
were eligible if they had at least one psychiatric admission in the preceding 2 years, were aged 18 years 
or older, were assessed by the ward clinical team as likely to be discharged within the next month and 
had capacity to give written informed consent to participate in the research. Patients were excluded if 
they had a diagnosis of any organic mental disorder, had a primary diagnosis of eating disorders, learning 
disability or drug or alcohol dependency (as recorded in clinical notes), or were assessed by the clinical 
team on the ward as presenting a current, substantial risk to a PW. Following completion of baseline 
assessments, consenting patients were randomised to treatment groups in a 1 : 1 ratio, stratified by site 
and diagnostic group (psychotic disorders, personality disorders, other eligible non-psychotic disorders). 
Measures to ensure protection of masking of assessors are detailed in the study protocol.41

Participants in the intervention group received the peer support intervention, delivered one-to-one by 
a designated PW, a Discharge Information Pack and CAU at discharge. Participants were assigned a 
PW after allocation and prior to discharge by the site PWC who also provided support and supervision 
to the PW team. The peer support intervention, including the PW training programme, is specified in a 
handbook and described in detail in the trial protocol41 and summarised in Co-design and consensus work 
to develop the peer support intervention above. The Discharge Information Pack provided information 
about potentially useful statutory and voluntary sector services. CAU post-discharge from inpatient 
psychiatric care is mandated nationally in England as follow-up by community mental health services 
or primary care mental health team within 7 days of discharge. Within a week of discharge, a discharge 
summary should be sent by the inpatient team to the patient’s GP and others involved in developing 
their care plan, including information about why the patient was admitted and how their condition has 
changed during the hospital stay. A member of the CMHT or primary care mental health team to which 
the patient has been discharged will typically telephone or visit the patient within 1 week of discharge 
to make arrangements for their ongoing care. Participants in the control group received CAU and a copy 
of the Discharge Information Pack to control for any effect of access to information alone on outcome. 
We conducted the trial in sites where there was no offer of one-to-one peer support in either inpatient 
or community settings. In some sites group peer support was on offer, typically as peer-facilitated 
support groups in inpatient settings that people could ‘drop in’ to on an ad hoc basis. It is possible that 
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participants in either peer support or control groups accessed group peer support. Stratification of 
randomisation by site was used in part to address this.

Data were collected at baseline (T0), and at 4 months (T1) and 12 months (T2) post-discharge from 
the index admission. Mental health service use data were extracted from the site EPR at baseline and 
12 months. The primary outcome for the trial was psychiatric inpatient readmission in the 12 months post-
discharge, including both formal and informal admissions. Secondary outcomes were number of voluntary 
admissions, involuntary admissions and total number of admissions, total number of days in hospital, time 
to first readmission, use of accident and emergency (A&E) services for a psychiatric emergency (measured 
as number of episodes of liaison psychiatry contact), and number of contacts with crisis resolution and 
home treatment teams in the year post discharge, plus standardised measures of psychiatric symptom 
levels, subjective quality of life, social inclusion, hope for the future and strength of social network, 
measured at end of intervention (4 months post discharge). Adherence to the intervention was assessed 
using a structured online survey completed by PWs following each contact. Serious adverse events (SAEs), 
as defined in the trial protocol,41 were recorded and followed up until the end of the 12-month follow-up.

We required a sample of 530 participants, allocated on a 1 : 1 ratio, to detect a reduction of 12% in 
readmission (from 34% to 22%) in the intervention group compared to the CAU group, with 80% power 
at the 5% significance level. This calculation allowed for clustering by PW in the intervention group 
only,44 assuming an intracluster correlation of 0.05 with an average cluster size of 10 participants. We 
inflated the sample size by 10% to allow for missing primary outcome data at follow-up,45 resulting in a 
final sample size of 590. All analyses were conducted according to the intention-to-treat (ITT) principle, 
meaning that all randomised participants with a recorded outcome were included in the analysis and 
analysed according to the group to which they were randomised. We also estimated the CACE for the 
intervention on the primary outcome46 (where compliers were participants who had at least two PW 
meetings, at least one of which was in the community following discharge). The CACE was estimated 
with a two-stage estimation procedure. In the first stage, a logistic regression of treatment receipt 
regressed on randomisation was conducted. In the second stage, a Poisson regression of the outcome 
on treatment receipt was conducted. The analysis was adjusted for the same covariates as the ITT 
analysis. A bootstrap (1000 samples) was used to obtain bias corrected and accelerated CIs. Subgroup 
analyses for the primary outcome were pre-specified: ethnicity (any black ethnicity, all other ethnicities); 
primary diagnosis at index admission (psychotic disorders, personality disorders, other eligible disorders); 
first language (English, other). Full details of the analyses undertaken are given in the trial protocol.41

Gillard et al.47

Results for the trial are given here pending peer review and publication of the main trial paper.47 We 
note that recruitment into the full trial at additional sites was delayed while we waited for approval 
for the checkpoint report at end of the pilot trial, and then as some sites secured approvals to employ 
PWs locally. A seventh site (in addition to the original six) was opened to support recruitment, 
with recruitment taking 6 months longer than originally planned. The target of 590 participants 
was successfully recruited, with flow of participants into the study given in Figure 11. Participant 
characteristics were well-balanced between groups (see Tables 3 and 4).

In the PW group, 136 (47.4%) participants were readmitted to psychiatric inpatient care within 
12 months post-index admission, and 146 (50.2%) in the CAU group (see Table 5). The unadjusted 
risk difference was −3% (95% CI −0.11 to 0.05; p = 0.5070) in favour of the peer support group. The 
adjusted relative risk of readmission in the ITT analysis was 0.97 (95% CI 0.82 to 1.14; p = 0.6777), and 
the adjusted odds ratio (OR) was 0.93 (95% CI 0.66 to 1.30). In the CACE analysis, the relative risk of 
readmission according to the natural indirect effect (RR 0.88, 95% CI 0.76 to 0.99) was lower than from 
the ITT analysis and was significant. In subgroup analyses, for participants of any black ethnicity the 
adjusted OR of readmission was 0.40 (95% CI 0.17 to 0.94), while for any other ethnicity the OR was 
1.12 (95% CI 0.77 to 1.63; interaction p = 0.0305). No other subgroup effects were found (see Table 6).
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Observed differences in the secondary outcomes collected at 4 months were small and none were 
statistically significant (see Table 7). There were no statistically significant differences between the 
groups in any of the secondary outcomes assessed at 12 months (see Table 8). Adherence to the 
intervention was assessable in 268 (91.2%) participants with a mean of 1.8 [standard deviation 
(SD) = 2.9) face-to-face contacts with a PW in hospital, 4.4 (SD = 4.6) post discharge. Assessors were 
unmasked by 52/306 (17.0%) patients revealing their allocation during collection of secondary outcome 
data at 4 months (38 in the peer support group, 14 in the CAU group).

Assessed for eligibility
n = 7102

Randomised
n = 590

Allocation

Allocated to care as usual group
n = 296

Allocated to peer worker group
n = 294

4 months post
discharge

12 months post
discharge

4-month  outcomes:

Completed at least one of the below
measures at 4 months (n = 165)

    • MANSA

     ˚ 
Followed-up at 4 months, n = 164

     ˚ 
Included in ITT analysis, n = 161

    • BPRS

     ˚ 
Followed-up at 4 months, n = 165

     ˚ 
Included in ITT analysis, n = 150

    • Herth Hope Index

     ˚ 
Followed-up at 4 months, n = 164

     ˚ 
Included in ITT analysis, n = 150

    • SIX

     ˚ 
Followed-up at 4 months, n = 164

     ˚ 
Included in ITT analysis, n = 122

    • Social contacts assessment

     ˚ 
Followed-up at 4 months, n = 165

     ˚ 
Included in ITT analysis, n = 165

Primary outcome (readmission to
psychiatric inpatient care in the 12 months
post discharge)

    • Missing primary outcome or
        withdrew, n = 5
    • Included in intention to treat
        analysis, n = 291

4-month  outcomes:

Completed at least one of the below
measures at 4 months (n = 141)

    • MANSA

     ˚ 
Followed-up at 4 months, n = 140

     ˚ 
Included in ITT analysis, n = 1133

    • BPRS

     ˚ 
Followed-up at 4 months, n = 141

     ˚ 
Included in ITT analysis, n = 132

    • Herth Hope Index

     ˚ 
Followed-up at 4 months, n = 140

     ˚ 
Included in ITT analysis, n = 133

    • SIX

     ˚ 
Followed-up at 4 months, n = 140

     ˚ 
Included in ITT analysis, n = 105

    • Social contacts assessment

     ˚ 
Followed-up at 4 months, n = 141

     ˚ 
Included in ITT analysis, n = 141

Primary outcome (readmission to
psychiatric inpatient care in the 12 months
post discharge)

    • Missing primary outcome or
        withdrew, n = 7
    • Included in intention to treat
        analysis, n = 287

Excluded (n = 6512)
• Eligible but declined to participate,
    n = 1092
• Not meeting inclusion criteria,
    n = 5373
• Other reasons, n = 47

    • Withdrew consent for use of data, n = 3
    • Received care as usual, n = 0

    • Withdrew consent for use of data, n = 1
    • Received peer worker support, n = 2

FIGURE 11 Flow of participants in the ENRICH trial.
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TABLE 3 Baseline characteristics of trial participants

Baseline characteristics 

Number of patients with available 
data – n (%) Summary measure

CAUa (n = 296) PWb (n = 294) CAU PW 

Gender – n (%) 292 (98.6) 286 (97.3)

  Female 159 (54.5) 147 (51.4)

  Male 130 (44.5) 137 (47.9)

  Transgender 2 (< 1) 1 (< 1)

  Prefer not to say 1 (< 1) 1 (< 1)

Age (years) 291 (98.3) 280 (95.2)

  Mean (SD) 40.0 (13.1) 39.4 (14.2)

  Median (IQR) 38 (31–50) 38 (27–51)

Sexual orientation – n (%) 290 (98.0) 286 (97.3)

  Bisexual 26 (9.0) 20 (7.0)

  Gay 6 (2.1) 10 (3.5)

  Heterosexual 232 (80.0) 239 (83.6)

  Lesbian 5 (1.7) 5 (1.7)

  Not completed/declined to answer 21 (7.2) 12 (4.2)

Diagnostic group – n (%) 295 (99.7) 291 (99.0)

  F20–29 (schizophrenia, schizotypal 
and delusional disorders)

134 (45.4) 129 (44.3)

  F60 (specific personality disorders) 61 (20.7) 58 (19.9)

  Other eligible non-psychotic disorders 100 (33.9) 104 (35.7)

First language – n (%) 288 (97.3) 280 (95.2)

  English 243 (84.4) 226 (80.7)

  Other 45 (15.6) 54 (19.3)

Ethnicity – n (%) 293 (99.0) 283 (96.3)

  Asian/Asian British 32 (10.9) 36 (12.7)

  Black/African/Caribbean/Black British 48 (16.4) 46 (16.3)

  Mixed/multiple ethnic groups 18 (6.1) 30 (10.6)

  Other ethnic group 5 (1.7) 8 (2.8)

  White 190 (64.8) 163 (57.6)

MANSAc 292 (98.6) 283 (96.3)

  Mean (SD) 3.9 (1.1) 4.2 (1.1)

  Median (IQR) 4.0 (3.2–4.7) 4.2 (3.4–4.8)

Objective social outcomes index (SIX)d 251 (84.8) 244 (83.0)

  Mean (SD) 3.2 (1.3) 3.2 (1.3)

  Median (IQR) 3 (2–4) 3 (2–4)
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Baseline characteristics 

Number of patients with available 
data – n (%) Summary measure

CAUa (n = 296) PWb (n = 294) CAU PW 

Herth Hope Index (HHI)e 280 (94.6) 275 (93.5)

  Mean (SD) 33.1 (7.9) 33.1 (8.1)

  Median (IQR) 34 (28–39) 34 (28–39)

Brief Psychiatric Rating Scale (BPRS)f 268 (90.5) 272 (92.5)

  Mean (SD) 36.6 (10.2) 34.5 (9.9)

  Median (IQR) 36 (29–43) 33 (27–41)

IQR, interquartile range.
a One patient withdrew consent for use of data in the CAU group.
b Three patients withdrew consent for use of data in the PW group.
c MANSA: Range 1–7, higher scores indicate better quality of life.
d SIX: Range 0–6, higher scores indicate higher levels of social inclusion.
e Herth Hope Index: Range 12–48, higher scores indicate higher hope.
f BPRS: Range 0–126, higher scores indicate more severe symptoms.

TABLE 3 Baseline characteristics of trial participants (continued)

TABLE 4 Service use characteristics of trial participants

Pre-index admission characteristics 
(12 months prior to index admission) 

Number of patients with available  
data – n (%) Summary measure

CAU (n = 296) PW (n = 294) CAU PW 

Number of admissions to psychiatric 
inpatient care – n (%)

293 (99.0) 291 (99.0)

  0 84 (28.7) 101 (34.7)

  1 144 (49.1) 130 (44.7)

  2 39 (13.3) 35 (12.0)

  3 or more 26 (8.9) 25 (8.6)

Number of voluntary admissions – n (%) 255 (86.1) 258 (87.8)

  0 158 (62.0) 166 (64.3)

  1 69 (27.1) 56 (21.7)

  2 or more 28 (11.0) 36 (14.0)

Number of involuntary admissions – n (%) 255 (86.1) 258 (87.8)

  0 154 (60.4) 161 (62.4)

  1 81 (31.8) 79 (30.6)

  2 or more 20 (7.8) 18 (7.0)

Total length of stay over all admissions 
(calendar days)

293 (99.0) 291 (99.0)

  Mean (SD) 32.7 (48.0) 28.9 (41.3)

  Median (IQR) 16 (0–42) 14 (0–39)

continued
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There was a total of 67 SAEs reported in the trial (34 in the peer support group, 33 in the CAU group) 
from 51 participants (26 in the peer support group, 25 in the CAU group). One SAE in the peer support 
group, an incident of self-harm, was reported as related to the intervention. Number and type of SAEs 
included 12 deaths, none of which were reported as related to the study.

The trial indicated that one-to-one peer support for discharge from psychiatric inpatient care, offered 
in addition to CAU, did not have a significant effect on readmission when compared to CAU only. There 
were neither significant effects on any secondary service use outcomes in the year following discharge 
nor any reduction in symptom severity or benefit to psychosocial outcomes after 4 months. The CACE 
analysis indicated that a smaller proportion of participants in the peer support group who received a 
pre-defined minimal amount of the intervention were readmitted than participants in the control group 
who – according to the analysis – would also have received the minimal amount of peer support if such 
support had been offered to them. Additionally, compared to CAU, participants of any black ethnicity 

TABLE 5 Analysis of primary outcome

Primary outcome 

Number of patients 
with available data and 
included in analysis – n (%) Summary measure

Treatment effect 
(95% CI) p-value 

CAU 
(n = 296) 

PW 
(n = 294) CAU PW 

Readmission to psychiatric 
inpatient care in the 12 months 
post dischargea

291 (98.3) 287 (97.6) 146 (50.2) 136 (47.4) 0.93 (0.66 to 1.30)b 0.6777

0.97 (0.82 to 1.14)c

−0.03 (−0.11 to 0.05)d 0.5070

a Adjusted OR.
b Adjusted RR.
c Unadjusted risk difference.
d Model taking into account clustering did not converge and hence a logistic regression model was fitted ignoring 

clustering.

Pre-index admission characteristics 
(12 months prior to index admission) 

Number of patients with available  
data – n (%) Summary measure

CAU (n = 296) PW (n = 294) CAU PW 

Number of A&E attendances – n (%) 293 (99.0) 291 (99.0)

  0 123 (42.0) 113 (38.8)

  1 64 (21.8) 75 (25.8)

  2 37 (12.6) 43 (14.8)

  3 or more 69 (23.5) 60 (20.6)

Number of crisis resolution or home 
treatment team contacts – n (%)

293 (99.0) 291 (99.0)

  0 72 (24.6) 86 (29.6)

  1 45 (15.4) 30 (10.3)

  2 15 (5.1) 14 (4.8)

  3 or more 161 (54.9) 161 (55.3)

IQR, interquartile range.

TABLE 4 Service use characteristics of trial participants (continued)
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TABLE 6 Subgroup analysis

Subgroup variable 

Number of participants with 
available data and included in 
analysis – n (%)

Readmission to psychiatric 
inpatient care in the 12 months 
post discharge – n (%)

Adjusted OR 
(95% CI) 

p-value for 
interaction 

CAUa 
(n = 295/296) 

PWb 
(n = 291/294) CAU PW 

Ethnicityc,d

  Black/African/
Caribbean/Black British

48/48 (100.0) 46/46 (100.0) 28/48 (58.3) 17/46 (37.0) 0.40 (0.17 to 0.94) 0.0305

  Any other ethnicity 241/245 (98.4) 233/237 (98.3) 117/241 (48.5) 117/233 (50.2) 1.12 (0.77 to 1.63)

Diagnostic groupd

  F20–29 (schizophrenia, 
schizotypal and 
delusional disorders)

132/134 (98.5) 128/129 (99.2) 65/132 (49.2) 54/128 (42.2) 0.79 (0.48 to 1.31) 0.6704

  F60 (specific personality 
disorders)

59/61 (96.7) 56/58 (96.6) 35/59 (59.3) 32/56 (57.1) 0.98 (0.45 to 2.11)

  Other eligible non-psy-
chotic disorders

100/100 (100.0) 103/104 (99.0) 46/100 (46.0) 50/103 (48.5) 1.11 (0.63 to 1.95)

First languaged,e

  English 240/243 (98.8) 222/226 (98.2) 124/240 (51.7) 105/222 (47.3) 0.88 (0.60 to 1.28) 0.3055

  Other 44/45 (97.8) 54/54 (100.0) 19/44 (43.2) 28/54 (51.9) 1.42 (0.62 to 3.23)

a One patient withdrew consent for use of data in the CAU group.
b Three patients withdrew consent for use of data in the PW group.
c Subgroup analysis conducted only on complete ethnicity data and complete outcome data. In addition, two participants in the CAU 

group were missing ethnicity data and eight participants in the PW group were missing ethnicity data, therefore denominators do not 
add up to 295 (CAU) and 291 (PW).

d Model taking into account clustering did not converge and hence a logistic regression model was fitted ignoring clustering.
e In addition, 7 participants in the CAU group were missing first language data and 11 participants in the PW group were missing first 

language data and therefore denominators do not add up to 295 (CAU) and 291 (PW).

TABLE 7 Analysis of 4-month secondary outcomes

Outcomes 

Number of patients with  
available data and included in 
analysis – n (%) Summary measure

Treatment effect 
(95% CI) p-value CAU (n = 296) PW (n = 294) CAU PW 

MANSA 161 (54.4) 133 (45.2) 4.1 (1.0)a 4.4 (0.9)a 0.17 (−0.01 to 0.36)b 0.0713

BPRS 150 (50.7) 132 (44.9) 31.7 (10.7)a 29.5 (9.6)a −0.59 (−2.70 to 1.52)b 0.5832

HHI 150 (50.7) 133 (45.2) 32.3 (7.2)a 33.8 (7.0)a 0.50 (−0.80 to 1.79)b 0.4529

SIX 122 (41.2) 105 (35.7) 3.2 (1.0)a 3.2 (1.0)a 0.10 (−0.13 to 0.34)b 0.3778

Social contacts 
assessment

165 (55.7) 141 (48.0) 3 (1–4)c 2 (1–5)c 1.07 (0.85 to 1.34)d 0.5607

HHI, Herth Hope Index.
a Mean (SD).
b Adjusted mean difference.
c Median (interquartile range).
d Adjusted rate ratio.



24

NIHR Journals Library www.journalslibrary.nihr.ac.uk

WORK PACKAGE 4 TRIALLING THE ENRICH PEER SUPPORT INTERVENTION

in the peer support group were significantly less likely to be readmitted than participants of any other 
ethnicity (see Table 6).

The study reflects findings from our systematic review of one-to-one peer support in a range of mental 
health service settings which suggests that, on the basis of pooled data from trials to date, peer support 
is unlikely to have an effect on psychiatric hospital admission, length of stay in hospital or clinical 
severity.38 Engagement in the peer support intervention was low. However, the findings of the CACE 
analysis, suggesting that participants who engaged better may have benefited from the intervention, 
raised the question as to why engagement with the intervention was not more complete. We were 
encouraged that black participants were significantly less likely to be readmitted in the year post-
discharge compared to control than those of any other ethnicity (see Table 6). While we need to better 
understand how and why peer support seemed to work better for this group of participants, this finding 
offers hope that peer support might help address persistent inequalities.48,49

TABLE 8 Analysis of 12-month secondary outcomes

Outcomes 

Number of participants 
with available data and 
included in analysis – n (%) Summary measure

Treatment effect 
(95% CI) p-value 

CAU 
(n = 296) 

PW 
(n = 294) CAU PW 

Number of readmissions 
to psychiatric inpatient 
care in the 12 months 
post discharge

291 (98.3) 287 (97.6) 1 (1–2)a 1 (1–2)a 0.95 (0.75 to 1.19)b 0.6413

Number of voluntary 
admissions to psychi-
atric inpatient care in 
the 12 months post 
dischargec

253 (85.5) 257 (87.4) 1 (0–1)a 1 (0–2)a 1.07 (0.77 to 1.48)b 0.7079

Number of compulsory 
admissions to psychi-
atric inpatient care in 
the 12 months post 
dischargec

253 (85.5) 257 (87.4) 1 (0–1)a 1 (0–1)a 0.88 (0.64 to 1.22)b 0.4443

Total length of stay 
over all readmissions 
(calendar days)c

291 (98.3) 287 (97.6) 57 (27–128)a 61 (26–99)a 0.81 (0.51 to 1.29)b 0.3783

Number of separate 
episodes of liaison 
psychiatry contact in 
hospital A&Ec

291 (98.3) 287 (97.6) 0 (0–1)d 0 (0–1)d 1.18 (0.84 to 1.66)b 0.3351

Number of crisis 
resolution and home 
treatment team 
contactsc

291 (98.3) 287 (97.6) 3 (0–13)d 2 (0–16)d 0.90 (0.66 to 1.23)b 0.5267

Time to first readmis-
sion to psychiatric 
inpatient care (calendar 
days)c

291 (98.3) 287 (97.6) 107 (46–180)a 104 (36–201)a 0.95 (0.75 to 1.20)e 0.6563

a Median (interquartile range) provided only for those who had a readmission, that is 146 in CAU and 136 in PW.
b Adjusted rate ratio.
c Model taking into account clustering did not converge and hence model was fitted ignoring the clustering.
d Median (interquartile range).
e Adjusted HR.
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Predictors of readmission
A secondary aim of WP4 was to explore predictors of readmission across our sample. Of the 590 
participants recruited to the study, EPR data, which provided all service use data, was available for 578 
(98%). Of these 578 participants, 282 (49%) were readmitted within 1 year post discharge. Fifty-nine 
(10%) were readmitted in 30 days or less, 123 (21%) in 90 days or less.

The following variables were tested as predictors of readmission (binary outcome) and time to 
readmission (time to event outcome): age, gender, ethnicity, diagnosis, SIX, BPRS, Manchester 
Short Assessment of Quality of Life (MANSA), number of admissions in the previous year, number 
of compulsory admissions in the previous year, number of A&E attendances in the previous year, 
compulsory or voluntary index admission, length of index admission. Univariate analysis was carried 
out using logistic regression to estimate the relationship between each potential predictor and the 
readmission outcome. Those predictors found to be statistically significant (significance level = 5%) 
univariately were entered into a multiple logistic regression model. This strategy was followed for the 
time to readmission outcome using Cox regression.

Diagnosis, BPRS, MANSA, number of admissions in the previous year and number of A&E attendances in 
the previous year were found to be univariately associated with both outcomes. Number of compulsory 
admissions in the previous year and type of index admission (compulsory or voluntary) were also 
significantly associated with time to readmission. However, both variables had more than 10% missing 
data and so were not entered into the final regression models. All univariate analyses are reported in 
Report Supplementary Material 2.

In the multiple logistic regression model (n = 529) readmission was associated with higher BPRS (OR 
1.03, 95% CI 1.01 to 1.05; p = 0.009) and number of admissions in the previous year (OR 1.32, 95%  
CI 1.10 to 1.57; p = 0.002). In the multiple Cox regression model (n = 529) shorter time to readmission 
was associated with higher BPRS [hazard ratio (HR) = 1.01, 95% CI 1.00 to 1.03; p = 0.031] and number 
of admissions in the previous year (HR=1.24, 95% CI 1.14 to 1.38; p < 0.001). These findings are in line 
with previous similar analyses (see Table 9).50,51

Health economic evaluation

Our primary economic analysis aimed to evaluate the impact of patient access to peer support for 
psychiatric discharge on the total cost of NHS mental health service utilisation over a 12-month period 
following hospital discharge, allowing for the cost of peer support itself.

Secondary economic analyses aimed:

• to evaluate the cost-effectiveness of peer support based on cost and quality-adjusted life-year 
(QALY) outcomes observed for trial participants at 4 months post hospital discharge

• to examine the association between exposure to peer support and wider service utilisation and costs 
over 4 months post discharge beyond costs attributable to contact with NHS mental health services.

Methods and results for this WP are summarised in Appendix 2. The primary analysis of total costs 
over 12 months and the secondary cost-effectiveness analysis at 4 months were carried out from 
an NHS mental health service perspective, though a wider ‘societal’ perspective was taken when 
analysing non-NHS mental healthcare costs over 4 months. Mental health service contacts for all trial 
participants were collected from EPRs for 12 months post discharge from the index hospital admission 
and over 12 months prior to the index admission. Non-NHS mental healthcare costs were collected 
by self-report at 4 months post discharge, as was health-related quality of life, measured using the 
EuroQol-5 Dimensions, five-level version instrument.52 Number, type and length of contacts with PWs 
were collected using the online contact log completed by PWs after each contact. Total costs per trial 
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participant were calculated using appropriate unit costs (see Appendix 2). All analyses were conducted 
on an ITT basis using a generalised linear modelling (GLM) with a logarithmic link function.53 A ‘net 
benefit’ framework was used54 to evaluate whether the peer support intervention offered a cost-
effective alternative to usual care after 4 months post-discharge from the index hospital admission using 
an appropriate cost-effectiveness threshold. As with the main clinical analysis, missing data from EPRs 
on service contacts and other patient covariates was not a serious problem; we assumed that it was 
ignorable and likely to be missing at random. Missing data on self-reported service contacts and quality 
of life at 4 months were more problematic – as self-report data are likely to be not missing at random, 
we did not seek to impute values where data were missing.

A cost analysis of mental health service contacts over a 12-month period following discharge from 
acute inpatient care showed that, on average and accounting for sampling error in the trial data, the 
addition of peer support to a patient’s care bundle prior to leaving hospital could reduce the average 
cost of mental health service contacts by more than £2500 per patient. This allows for the additional 
cost of peer support itself – a mean cost of around £540 per participant. Most of the cost advantage 

TABLE 9 Predictors of readmission

  Readmission Time to readmission

n OR (95% CI) p HR (95% CI) p 

Socio-demographic and psychosocial variables

Age (years) 563 1.0 (0.98 to 1.01) 0.429 1.0 (0.99 to 1.01) 0.383

Gender Female 301 1 1

Male 264 0.9 (0.63 to 1.21) 0.409 0.9 (0.69 to 1.10) 0.259

Ethnicity Asian 68 1 1

Black 94 1.0 (0.55 to 1.92) 0.918 1.0 (0.65 to 1.60) 0.939

Mixed 48 1.0 (0.45 to 2.00) 0.896 1.0 (0.55 to 1.64) 0.863

Other 12 2.3 (0.62 to 8.18) 0.218 1.6 (0.74 to 3.50) 0.228

White 346 1.1 (0.68 to 1.87) 0.689 1.1 (0.75 to 1.60) 0.624

Social inclusion (SIX T0) 488 1.1 (0.96 to 1.26) 0.178 1.1 (0.96 to 1.16) 0.255

Quality of life (MANSA) 568 0.9 (0.73 to 0.99) 0.037 0.9 (0.79 to 0.98) 0.017

Clinical and service use variables

Diagnosis F20–F29 260 1 1

F60 (Specific personality 
disorder)

115 1.7 (1.06 to 2.58) 0.026 1.5 (1.13 to 2.05) 0.006

Other eligible non-psychotic 
disorders

203 1.1 (0.74 to 1.54) 0.745 1.1 (0.84 to 1.43) 0.508

Severity of symptoms (BPRS T0) 533 1.03 (1.01 to 1.05) 0.001 1.02 (1.01 to 1.03) 0.001

Index 
admission

Voluntary 246 1 1

Compulsory 261 0.8 (0.54 to 1.08) 0.126 0.8 (0.59 to 0.98) 0.033

Length of index admission (days) 578 1.0 (1.00 to 1.00) 0.113 1.0 (1.00 to 1.00) 0.263

Number of admissions in the year prior 578 1.4 (1.20 to 1.65) < 0.001 1.3 (1.21 to 1.41) < 0.001

Number of compulsory admissions in the year prior 510 1.3 (0.99 to 1.61) 0.058 1.2 (1.05 to 1.46) 0.011

Number of A&E attendances in the previous year 578 1.1 (1.06 to 1.23) 0.001 1.1 (1.04 to 1.10) < 0.001
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over follow-up was due to reductions in the cost of bed day utilisation. There was a moderate (18%) risk 
that usual care would be more favourable in cost terms. Over months, and considering patient quality 
of life outcomes as well as cost, peer support was also found to be cost-effective from an NHS mental 
health service perspective. This finding is driven in large part by lower total cost of mental health service 
contacts for trial participants over the first 4 months after leaving hospital. The expected QALY gains 
associated with peer support were marginal: a 0.002 QALY improvement per participant, equivalent to 
less than a single day in full health. Compared to the cost of NHS mental health care contacts, there was 
a relatively weak association between exposure to peer support and the cost of wider community-based 
and police-related service contacts over 4 months after leaving hospital, with much less pronounced 
differences in costs between intervention and control participants.

We conclude that peer support delivered to the type of population recruited to this study could lower 
costs of mental health care use principally arising from bed day utilisation, though there is a moderate 
degree of uncertainty associated with this conclusion. Based on quality-of-life data and QALY outcomes 
estimated at 4 months, there is also tentative evidence that this could be achieved without necessarily 
being harmful to patient outcomes.

Process evaluation – predictors of engagement with peer support

We originally proposed a process evaluation to explore three distinct mechanisms of peer support in our 
intervention, derived from a change model developed in earlier research:31

1. Peer workers role-model recovery, increasing levels of hope and enabling participants to function 
well in the community and so avoid hospital admission.

2. Peer workers build strong therapeutic relationships with participants and reduce their experiences 
of stigma within services, improving engagement with services, increasing planned service use and 
decreasing emergency service use and compulsory admission.

3. Positive experiences of relationship building with PWs decreases anticipation of stigma, enabling 
participants to strengthen social networks, and decrease emergency service use and compulsory 
admission.

The quantitative process evaluation reported here differs from what was planned in the programme 
protocol given the non-significant findings of the primary analysis. However, as noted in Randomised 
controlled trial, a CACE analysis indicated that participants who met the criteria for having received 
a minimal amount of the peer support intervention were significantly less likely to be readmitted in 
the year post-discharge than a counter-factual group of similar participants who were not offered 
peer support. With only 62% of participants engaging with the intervention, an understanding of 
engagement in peer support should be considered as part of a change model for peer support in mental 
health services. We therefore sought to identify pre-randomisation and pre-discharge predictors of 
engagement with peer support in the trial.

Methods and results for this WP are summarised in Appendix 3. We included all trial participants 
randomised to peer support in this analysis. Pre-randomisation and pre-discharge variables were obtained 
from baseline interviews, EPRs and PW contact logs. Logistic regression was used to model the relationship 
between the two groups of predictor variables and ‘engaged with peer support’, defined as having had at 
least two face-to-face contacts with the PW, at least one of which was in the community post discharge.

The change model informing the trial31 indicated that ‘building a trusting relationship based on shared 
lived experience’ was fundamental to the process of peer support. Our analysis supports that, suggesting 
that the length of first contact is positively associated with engaging with peer support, and participants 
who went on to engage with peer support experienced more relationship-building activity in that first 
contact. We had hypothesised that a longer period of time between joining the study and discharge, 
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and more contacts with the PW during that period, would also support the relationship-building process 
and therefore engagement. However, not only were more pre-discharge contacts with the PW not 
associated with engagement, but the longer period pre discharge was associated with non-engagement. 
It might be that extended uncertainty about discharge arrangements was disruptive of the peer support 
relationship although we lack data to explain this finding. However, our findings do suggest that both 
length and quality of the first contact with the PW are key to engagement. (We note that the amount 
of relationship-building activity in the first contact was significantly associated with engagement when 
analysed separately – those who engaged with peer support had on average one more relationship-
building activity than those who did not engage with peer support; OR 1.48, 95% CI 1.24 to 1.76 – but 
was no longer significant when included in the regression model, suggesting that length of first session 
and amount of relationship-building activity might be correlated).

We found that participants who identified as gay, lesbian or bisexual were significantly more likely to 
engage with peer support than heterosexual participants. This is an important finding given that people 
who are gay, lesbian or bisexual are more likely to experience mental health problems than the general 
population.55 However, we had relatively few participants in this group and did not collect the data 
needed to explore this finding further. Future research should focus on the experiences of peer support 
for this group of people.

Process evaluation – peer support and change in mental health services

Given the lack of an effect on our primary outcome we did not explore hypothesised mechanisms 
explicitly in the qualitative component of the process evaluation. One of the programme objectives was 
‘to refine an empirically and theoretically grounded model that explains how peer support interventions 
impact on outcomes for service users post-discharge’. To do this we explored, in depth, the peer support 
change model informing the trial31 from the perspective of trial participants and PWs.

We conducted a qualitative interview study using a ‘co-production’ approach designed to integrate 
the full range of perspectives on the research team – clinical, academic and experiential – into the 
interpretive process (see below).56 We held a workshop with our LEAP to refine our original change 
model31 (see Appendix 1, Figure 14).

Service user participants were a subsample of trial participants allocated to peer support, interviewed 
at end of intervention. We aimed to recruit five trial participants at each of the seven sites and used 
a sampling framework to guide selection (see Appendix 2, Table 14), developed with the service user 
researcher team. PW participants were PWs delivering peer support as part of the trial, interviewed 
shortly after finishing training, and at 4 and 12 months after they had been in post. Interview schedules 
were informed by the literature on peer support cited above, including our earlier research on the 
processes31 and principles of peer support,57 the output of the LEAP workshop described above (see 
Appendix 1, Figure 14) and the experiential knowledge of members of the service user researcher 
team. All interviews were conducted by service user researchers, and they were audio recorded and 
transcribed verbatim.

Analysis took a hybrid inductive/deductive approach58 in two main stages. In the first stage we took 
a co-produced approach as a multidisciplinary team to developing, inductively, a semantic-level59 or 
descriptive thematic framework. Following processes that we had developed previously,56 members 
of the team, including service user researchers, clinical academics and social scientists, individually 
undertook preliminary analyses of a selection of interview transcripts. We then presented our emerging 
ideas to each other, with illustrative examples of data (verbatim quotes), while, through discussion, 
we combined and collapsed thematic ideas into coherent categories to produce a provisional coding 
framework that captured the diversity as well as shared aspects of our interpretation. We repeated this 
process a second time working with a further set of transcripts, refining the framework. The service 
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user researcher team then used the framework to code the full set of interview transcripts, further 
refining the framework where transcripts contained data that did not fit existing codes. In the second, 
more deductive stage of the analysis process, we took a critical interpretive approach,60 seeking to use 
data from our interviews to critique and refine the change model that informed the research. A service 
user researcher (RF), working with the lead author (SG), identified codes in the final coding framework 
that related to each of the components in the revised change model (see Appendix 1, Figure 15), before 
re-coding those data to themes that reflected, or challenged and refined the components of the original 
change model. We retained inductive space in this process to identify new themes, enabling us to 
produce a final change model for peer support for discharge from inpatient psychiatric care.

A total of 39 trial participants were interviewed, with characteristics of the sample indicated in Report 
Supplementary Material 3, Appendix 2, Table 14. A total of 32 PW participants were interviewed across 
the seven sites after training, 20 of whom were interviewed again at 4 months and 21 at 12 months 
(see Appendix 4, Table 25). The coding framework developed following the first, inductive stage of the 
analysis process is given in Report Supplementary Material 3, Appendix 2, Table 16. The final, adapted 
change model for peer support for psychiatric discharge is shown in Report Supplementary Material 3, 
Appendix 1, Figure 16. Report Supplementary Material 3 reports data that illustrate each of the themes in 
the final change model, summarised in brief below.

1. Building trusting therapeutic relationships

As described in our original model, building a trusting, therapeutic relationship was the essential first 
step for successful peer support to take place.

1.1. Unique role – Participants described the PW role as being more informal and relaxed in compari-
son to other professional roles. PWs were seen as more authentic, less judgmental and willing to 
explore topics that others seemed uncomfortable with (e.g. experiences of psychosis or relationship 
problems). Authenticity and trust were conveyed through sharing lived experience (of mental illness 
and personal life); support peers (SPs – the trial participants) commented that PWs persevered and 
never gave up on them.

1.2. Unique relationship – Participants described the relationship they shared as unique, equal and non-di-
rective. Communication was open, honest and non-judgmental so that SPs felt that they could truly 
be themselves and were able to say whatever they needed as power in the relationship felt balanced. 
The relationship had boundaries that provided a safer, more neutral space than with friends or family.

1.3. Whole-person approach – PWs took a whole-person approach towards each SP and the activities 
they did together. This included getting to know the individual without a focus on mental health, 
and the opportunity for mutual enjoyment and to explore interests together. PWs supported people 
with a variety of difficulties, including relationship problems, financial concerns and healthy routines.

2. Connecting socially

Once a therapeutic relationship had been established, participants described how PWs supported them 
towards living and functioning well in the community.

2.1. Embodying recovery and hope – SPs often described PWs as embodying successful recovery and 
hope, by coping well with symptoms or showing resilience through leading a successful life in spite 
of mental health. Sometimes PWs literally embodied connecting by going with the SP the first time 
they tried out a new activity.

2.2. Connecting to people – Participants described feeling more comfortable around other people since 
taking part in the peer support, which motivated them to socialise more and make new friends. PWs 
encouraged SPs to make healthy connections, either by motivating people to make new friends, or 
by supporting them to identify and avoid negative relationships.
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2.3. Adapting back to society – Peer support subtly supported the process of adapting back to everyday 
life, whether this meant relearning appropriate cultural/societal norms or learning helpful daily living 
skills. These processes occurred through a combination of active guidance, renegotiating boundar-
ies in the relationship or breaking complex social processes down into achievable steps.

2.4. Changing attitudes to community resources – Participants described increased confidence and 
motivation to try new activities, a desire to have more structure in daily living, confidence to go out 
and cope independently and to explore hobbies and interests.

2.5 Tailored recommendations – SPs valued and trusted the personalised recommendations that their 
PWs made and were more likely to try suggestions from PWs even if other people had previously 
made the same suggestions.

3. Interacting with services

Participants described the different ways that they felt towards, and used, statutory services since taking 
part in peer support, including increased willingness to use statutory services.

3.1. Role modelling interactions with statutory staff – PWs seemed to play an important role by role 
modelling communication with staff. SPs described feeling more able to talk to ward and communi-
ty staff since the peer support.

3.2. ‘Bridging the gap’ – Peer support increased communication and helped to build trust between SPs 
and their teams. PWs were often trusted to liaise with staff from statutory services on behalf of 
their SPs, thereby bridging the gap in communication.

3.3. Intrapersonal changes to ‘navigate the system’ – Participants described feeling more knowledgeable 
and confident about who to contact and where to go for support since spending time with their 
PW, whether that was statutory or voluntary services.

4. Social functioning
4.1. Intrapersonal changes towards others – SPs felt trust and motivation to make and maintain 

new relationships; they described wanting to go out more to be around people, joining groups 
and enjoying shared time with people.

4.2. Increased use of community resources – SPs were often more likely to explore community 
resources available to them; joining clubs, taking up hobbies and enrolling at colleges.

4.3. Intrapersonal changes towards self and future – Many participants described positive chang-
es in their feelings of confidence, experienced more hope about the future, felt recovery was 
possible, described happiness and having more trust in others (including professionals).

5. Service use
5.1. Feelings towards services – SPs described having a better understanding of services, including 

how to navigate them if needed, as well as feeling they could trust and talk to staff members 
from services more easily since the peer support.

5.2. Service use – Participants often described having more knowledge and ability to use services 
since the peer support sessions. Some described using additional community services that they 
had learned about through peer support, such as voluntary sector support groups.

6. Barriers
6.1. Temporality – Many participants felt that the peer support did not last long enough. There were 

many examples of SPs saying that they had gone back to their ‘old ways’ since the peer support 
had finished. Many PWs agreed that further work could be achieved with more time.

6.2. Environmental and practical barriers – A variety of barriers were described, from ward environ-
ments to delayed discharge and illness severity. Some barriers were specific to statutory ser-
vice culture, such as role confusion and integration into existing multidisciplinary team cultures, 
acting as a barrier to PWs’ ability to act as a link between SPs and statutory services.
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7. Choice and control

Where the therapeutic relationship was strong, and the processes above were in place, then SPs’ overall 
sense of choice and control seemed to be increased, positively mediating processes of peer support.

7.1. Choice and control – Many SPs appreciated having choice and control during the peer support ses-
sions, including feeling less pressure to talk if they felt uncomfortable.

7.2. Lack of choice and control – A lack of choice and control was experienced when the peer support 
relationship came to an end, despite endings happening gradually and with notice. Some SPs de-
scribed feeling sad when the sessions ended, others a dependence on their PW.

8. Distinctiveness of peer support

Participants often made sense of peer support by comparing it to statutory care they had received.

8.1. Interpersonal interactions – Participants experienced a different approach to communication,  
empathy and relationship boundaries with their PWs compared to interactions with other staff.

8.2. Practical – Peer support compared favourably with other care that SPs had received, including: 
appointment length, waiting time, location, modality (text/call if wanted), contacts in between  
appointments and a lack of fixed agenda or measurement tools.

8.3. Confidentiality understood differently – Many SPs indicated that they trusted their PW to maintain 
confidentiality more than other professionals. The fact that PWs were not integrated into multidisci-
plinary teams was valued by some SPs as ensuring that confidentiality was maintained.

We note that interviews report largely positive experiences of peer support, attribute change to 
engaging in peer support and report a number of positive outcomes, personally, socially and in relation 
to mental health services. There was little indication that peer support was not well implemented, as 
we had planned it, although there could be practical barriers to providing and receiving peer support. 
The degree of choice and control people were able to exercise in the way that made use of peer support 
seemed to mediate the benefits of peer support for some people. We conclude that the detailed change 
model we develop here – see Report Supplementary Material 3 – improves on our original model31 and is 
potentially useful in informing the development of future peer support interventions and mental health 
services, and in the design of evaluations of peer support.
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Work package 5 Studying the impact of peer 
support on peer workers

The objective of WP5 was to explore the impact of working as a PW on PW’s well-being and 
employment outcomes. We asked the following questions:

1. What is the impact of working as a PW on well-being and employment outcomes for PWs?
2. How do PWs and PWCs understand the impact of peer working on PW’s well-being and their ability 

to fulfil the role?

This was a mixed method, longitudinal study using standardised measures of outcome, structured 
questionnaires and semi-structured qualitative interviews with all 32 PWs who provided peer support 
in the trial. The methods and results for WP5 are summarised in Appendix 4. Measures of well-being 
and employment-related outcomes were collected after PWs had completed their training, and after 
they had been working in the PW role for 4 and 12 months. In-depth qualitative interviews about PWs’ 
experiences of the role were also conducted at each timepoint. Descriptive statistics for each outcome 
were compared by inspection with appropriate population norms. Paired t-tests were used to examine 
change in outcomes over time. Qualitative data were first analysed thematically as described in Process 
evaluation – peer support and change in mental health services above, contributing to the development 
of the codebook shown in Appendix 2, Table 16. Data were synthesised by exploring convergence and 
divergence between datasets,61 using qualitative interview data to illuminate quantitative findings or to 
elucidate tensions between analyses.

Peer workers in our study had well-being and employment-related outcomes that were similar to, if 
not slightly higher than, norms for other healthcare workers (and in particular, they were less burnt 
out) – reflecting findings among PWs in the USA62 and Australia63 – over the course of a year. PWs felt 
empowered by the role and that it had brought a new meaning and purpose to their lives, reflecting 
important aspects of wellness associated with peer support work in other research. High levels of 
satisfaction with the job were associated with pay and working conditions as well as a personal sense of 
satisfaction in and enjoyment of the work. For PWs in our study, at a rough estimate, sickness absence 
was around 4%, comparable with the 6% for all mental health staff in the NHS in the UK and certainly 
less than the 22% reported for all PWs in the NHS.64

There were significant, small-to-medium reductions in some outcomes after PWs had been in post for 
around 4 months (well-being, personal satisfaction, satisfaction with workload and satisfaction with 
prospects) and a similar increase in burn out, although these changes were not maintained at 1 year. A 
US longitudinal study with PWs in veterans’ mental health services similarly observed an initial increase 
in burn out (at 6 months) that was not maintained at 1 year.62 Qualitative data in our study suggest 
that initial positive scores, perhaps buoyed by the optimism associated with taking on a new role, 
might be tempered somewhat when the realities of the job sink in, but that as PWs become further 
accustomed to the role there is no continued decline. The implication of these findings for practice 
is that organisations employing PWs need to ensure that support and supervision, both practical and 
emotional, is in place to enable PWs to successfully adjust to the demands of the role. At 1 year, PWs 
remained worried about their career prospects, with many fixed-term contracts about to come to 
an end, while satisfaction with training was also lower, suggesting that ongoing support and career 
development for PWs was under-developed.

Peer workers in our study felt well-supported in the role, with supervision from PWCs and a sense of 
peer support from fellow PWs highly valued. In our trial, PWs were managed within their own peer 
support team, working across inpatient and community mental health services as necessary, rather than 
being embedded as part of the complement of the ward or community clinical team. This potentially 



34

NIHR Journals Library www.journalslibrary.nihr.ac.uk

WORK PACKAGE 5 STUDYING THE IMPACT OF PEER SUPPORT ON PEER WORKERS

circumvented many of the challenges associated with integrating into the clinical team that have been 
identified elsewhere.65,66 However, the drawback of this arrangement was that PWs could feel that 
communication was poor with clinicians also working with the people they were supporting, leading 
to misunderstandings about what their role was25 and hampering their ability to provide the best 
possible support.
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Patient and public involvement in the 
research

Patient and public involvement is described throughout this report. A number of co-investigators 
brought a service user researcher or PW perspective to the study team, and service user researchers 

were employed to contribute to the ongoing development of the study and to collect and analyse data, 
reflecting the research team’s track record in co-producing research from a range of clinical, academic 
and experiential perspectives.56 Our approach to co-producing analysis of qualitative data is reported in 
Process evaluation – peer support and change in mental health services, while service user researchers also 
played a key role in the development of the fidelity measure reported in WP2. Service user researchers 
reflected that the approach they took to trial recruitment, disclosing their lived experience, enabled 
potential trial participants to feel comfortable and better able to make an informed decision about 
participation in the research, enhancing recruitment to the trial and enabling us to successfully recruit 
to target. We put comprehensive measures in place to support service user researchers, including group 
and individual reflective spaces provided by co-investigators who brought a wealth of expertise as highly 
experienced service user researchers, and a clinically-led supportive group space that was available 
during the WP4 trial. A LEAP met regularly to ensure that an experiential perspective informed the 
programme throughout, especially in developing the intervention (WP1) and the qualitative component 
of the process evaluation (Process evaluation – peer support and change in mental health services). LAGs, 
incorporating service user and PW perspectives, played a key role in developing the intervention (WP1). 
See Table 10 in Appendix 1 for details.

Goldsmith et al.67

We undertook novel work in incorporating experiential knowledge into the design and conduct of a RCT. 
In this paper we explore how service user researchers on the team and our LEAP, alongside clinicians 
and academics, contributed to key decisions in the design of the trial including: (1) identification of 
the trial population; (2) choice of psychometric measures and outcomes; (3) development of the trial 
statistical analysis plan (the LEAP worked with the trial statisticians and other members of the research 
team in defining minimum level of engagement in the intervention for the CACE analysis and in 
prioritising subgroups). The paper explores tensions between perspectives, and how these were resolved 
and informed decision-making, using reflective accounts from a range of team members.

Foster et al. (in development)

A second paper, currently in development, explores in-depth the experiences of service user researchers 
working on a RCT and in particular the tensions between the standardised demands of the methodology 
and the experiential knowledge that service user researchers brought to recruitment and data collection 
processes. A reflective log kept by service user researchers is systematically analysed, as is an additional 
set of interviews with trial participants about their experiences of recruitment, consent and data 
collection as part of enrolment to the trial. Experiences of support provided to service user researchers 
is also considered.

We reflect critically on patient and public involvement (PPI) in the programme. The abstract to this 
report summarises PPI in the programme alongside a summary of study aims, methods, results and 
conclusion. Clear indication is given of the theoretical underpinning to PPI in the programme, based 
on concepts of co-production in research56 and constructs of experiential knowledge.33 In each work 
package the level and type of PPI involved, and who is involved, is specified. Capturing or measuring 
of PPI in the programme was limited. We refer above to one paper where we use a critical reflective 
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approach to explore the impact of PPI on decision-making in the trial,67 and another paper still in 
development analysing a reflective log kept by service user researchers on their role in the trial and 
additional questions asked of trial participants about their experiences of recruitment to the trial. 
We did not undertake an economic assessment of PPI in the programme. We briefly consider how 
the methodological constraints of a clinical trial limit the space for meaningful PPI once the trial is 
underway, while noting the impact of PPI on development of the trial intervention. Our reflection 
on the impact of PPI on shaping key trial parameters offers potential contribution to theory. Our key 
learning from the programme is around ensuring that there is meaningful PPI at the earliest stage in trial 
protocol development.



DOI: 10.3310/LQKP9822 Programme Grants for Applied Research 2023 Vol. 11 No. 8

Copyright © 2023 Gillard et al. This work was produced by Gillard et al. under the terms of a commissioning contract issued by the Secretary of State for Health and Social Care.  
This is an Open Access publication distributed under the terms of the Creative Commons Attribution CC BY 4.0 licence, which permits unrestricted use, distribution, reproduction 
and adaptation in any medium and for any purpose provided that it is properly attributed. See: https://creativecommons.org/licenses/by/4.0/. For attribution the title, original 
author(s), the publication source – NIHR Journals Library, and the DOI of the publication must be cited.

37

Discussion

Our trial offers aclear and consistent indication that one-to-one peer support in addition to CAU 
did not have a significant effect on readmission as the primary outcome, or on any secondary 

outcome, including number of admissions, days in hospital, time to (first) readmission or emergency or 
crisis service use in the year following discharge. There was also no reduction in severity of psychiatric 
symptoms or benefit to psychosocial outcomes after 4 months. While the health economic analysis 
indicated some cost savings for peer support compared to control (and marginal gain in QALYs), these 
are modest.

However, the CACE analysis indicated that participants in the peer support group who had at least two 
peer support contacts, at least one of which was in the community post-discharge, were less likely to be 
readmitted than participants in the control group who might also have received this level of peer support 
if it had been offered to them. In addition, participants of any black ethnicity in the peer support group 
were significantly less likely to be readmitted than patients of any other ethnicity compared to control 
(see Table 6). Our trial addresses some of the methodological weaknesses of trials of peer support to 
date, as noted in the background section to this report,22,23 including robust procedures for concealment 
of allocation from assessors, complete reporting of outcomes and low levels of attrition at the primary 
endpoint, resulting in a robust primary analysis.

These findings reflect meta-analyses in our systematic review which suggest that peer support is unlikely 
to have an effect on psychiatric hospital admission, length of stay in hospital or clinical severity.37 The 
review did indicate a modest positive effect on self-reported recovery and empowerment, however 
at the time we designed our trial, literature was indicative of potential impact on admission. Review 
findings therefore indicate the potential impact of peer support for discharge on psychosocial outcomes 
that were not assessed in our trial.

Level of engagement with peer support in the trial was arguably low, with 62% of participants in the 
peer support group having at least two contacts, at least one of which was in the community, and an 
overall mean of 6.2 face-to-face contacts per participant compared to a planned total of 14 contacts. 
However, our qualitative process evaluation indicated a high level of positive feedback on the peer 
support and no indication that the intervention had been implemented poorly. Fidelity scores suggested 
that peer support was well implemented at all sites and, while there was some inconsistency in delivery 
scores, there were no sites where fidelity of delivery was lower throughout the trial. We also bear 
in mind that choice and control over engaging with peer support was identified as a key principle 
underlying peer support,57 with peer support an offer rather than a prescription. A clinical trial, by 
definition, estimates the effect of an offer of an intervention and as such we consider this an important 
finding, rather than a limitation of the study.

There may be multiple reasons why over a third of participants chose not to take up the offer. First, 
participants might not have had an opportunity to establish a good relationship with their PW prior 
to discharge. Second, we recruited participants who were at high risk of readmission (i.e. people with 
a recent history of admissions,6 with over half of our sample having been admitted involuntarily prior 
to recruitment; Appendix 1, Table 10), who might have found it particularly hard to engage with peer 
support at the point of discharge. Our intervention allowed a high degree of flexibility in the activities 
that took place, and a more structured, manualised approach might have better met the needs of this 
group of people.

Nonetheless, as noted above, findings of the CACE analysis suggested that participants who did engage 
with more peer support may have benefited. Our quantitative process evaluation indicated that length 
of first session of peer support (and amount of relationship-building activity that took place in that first 
contact) was predictive of higher levels of engagement. Interestingly, matching of PW and the person 
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they supported by gender, ethnicity or diagnostic group was not predictive of higher engagement. Our 
qualitative process evaluation refined our formative model of the mechanisms of peer support,31 with 
interview data from PWs and the people they supported offering good evidence to inform guidance and 
training to improve engagement with peer support.

We also note that participants of any black ethnicity were more likely to benefit from peer support 
compared to people not offered peer support than those of any other ethnicity. This is important 
because being of black ethnicity is a predictor of psychiatric readmission,49 and black people are over-
represented in acute mental health care compared to the general population.48 The sample size for 
the subgroup analysis was small so this finding should be treated with caution, but it offers a strong 
rationale for further research in this area.

Finally, we found in our PW impact study that well-being and employment outcomes were largely 
consistently good for PWs in the study, with levels of sick leave lower than indicative norms for PWs 
in the NHS in England generally.64 PWs felt safe and well-supported in the role, benefitting from 
supervisors who were experienced PWs themselves, and from being part of stand-alone PW teams 
based alongside, rather than within, clinical teams. These findings offer valuable insight in optimal 
implementation of peer support as it is rolled out in the UK and beyond.
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Reflections on the success of the programme

The main achievement of this programme is the successful, full recruitment to what is, to date, the 
largest trial of one-to-one peer support in mental health services internationally. Having completed 

a high-quality trial, we have made a major contribution to the evidence base for peer support in mental 
health services. Reflecting our systematic review and meta-analysis, the trial suggests more generally 
that peer support in mental health services should not be commissioned with the intention of impacting 
clinical outcomes such as hospitalisation and psychiatric symptoms. Nonetheless we successfully 
developed a comprehensive, theoretically and empirically grounded handbook and training programme 
for peer support in mental health services. Our CACE analysis, predictors of engagement study and 
ethnicity analysis all suggest the potential for the intervention to be effective for high-need groups. We 
also reflect that this is the first formal cost-effectiveness study of peer support in mental health services 
and so begins to fill that important gap in the evidence base.

Other elements of the programme make important contributions to the international literature on the 
implementation of peer support into mental health services. Our qualitative process evaluation provides 
detailed insight informing the refinement and further development of mental health peer support 
interventions, adding substantially to the still limited literature on the mechanisms and processes of peer 
support. This is complemented by our impact study which makes a novel contribution to an emerging 
literature by observing longitudinally, both quantitatively and qualitatively, the occupational impacts of 
working in a peer support capacity. Our fidelity study also offers a first in developing a reliable measure 
of fidelity to peer support principles in peer support interventions.

A further major success of the programme has been the comprehensive integration of experiential 
knowledge, from service user researchers and people involved in peer support, into the ongoing 
development and conduct of the programme, as reflected on above, ensuring that our findings respond 
to and offer insight into the priorities of people who receive care from mental health NHS trusts.
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Limitations of the research

Our trial demonstrated strengths that had been noted as lacking in the existing evidence base.22,23 
These include robust procedures for randomisation and concealment of allocation from assessors, 

complete reporting of outcomes and low levels of attrition at the primary end-point. Completeness of 
primary and secondary outcomes data on the use of healthcare services was 99% – we had anticipated 
90% – adding power to analyses. Conversely, our sample size calculation had assumed a readmission 
rate in the population of 34%, the observed readmission rate of nearly 50% overall therefore resulting 
in some reduction in statistical power. However, we note that our results are consistently negative 
with the sample size target having been met, resulting in a robust primary analysis. While the data 
obtained from clinical records were complete for almost all patients, we failed to interview around 
48% of patients face to face at 4-month follow-up. Sensitivity analyses suggested that these data were 
unlikely to be missing at random, impacting the confidence we might have in our analysis of secondary, 
psychosocial outcomes.

We note that the economic analysis at 12-month follow-up was not designed to consider participant 
outcomes needed to facilitate a broader assessment of cost-effectiveness. As such, uncertainty as to 
whether the reduction in total costs associated with peer support over 12 months was achieved without 
any detriment to participant outcomes and quality of life over that period remains uncertain. Reduction 
in the cost of mental health service contacts were also found to be concentrated in the right tail of the 
cost distribution. While baseline adjustments to comparison were made, including allowance for the 
total cost of mental health care received over 12 months prior to index admission, it is possible that 
adjusted comparisons and randomisation did not adequately balance out differences between the trial 
arms in terms of factors driving lengthier and more costly admissions to hospital. About half of self-
reported, non-mental health service contacts and quality of life data at 4 months were missing due to 
patients not being interviewed at follow-up. As self-report data are likely to be not missing at random, 
these analyses may have been subject to bias.

Finally, our impact study, with its relatively small sample, was weakened somewhat by data that were 
often incomplete at our two follow-up timepoints, limiting the power of our analyses and our ability to 
explore possible associations between outcomes, necessitating further confirmatory research.
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Conclusions from the programme

In conclusion, this programme demonstrated that one-to-one peer support for patients at risk of 
readmission, offered prior to discharge from inpatient psychiatric care in addition to CAU, was not 

superior to CAU alone. The trial added our support to systematic review of peer support in a range 
of mental health service settings, indicating that peer support is not likely to impact significantly on 
psychiatric admission, days in hospital or severity of symptoms.

Experience of the intervention was largely very positive – there were few suggestions that peer support 
was not implemented as planned – and fidelity to principles underpinning peer support was generally 
high. Nonetheless, a large minority of people offered peer support chose not to engage with their PW. 
We conclude on the balance of evidence from across our programme that peer support should be 
carefully tailored to specific groups of people, including people from different black and minority ethnic 
communities, in order that the benefits of peer support, including to psychosocial aspects of care, 
are optimised.
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Recommendations for future research

Our trial indicated that peer support for discharge, as we had designed it, was not superior to CAU. 
However, our CACE analysis indicated that the intervention was likely to have had an effect for 

participants who engaged in a minimum amount of peer support, and our study identifying predictors 
of engagement began to elucidate that. We may also have targeted a group of patients who found it 
particularly hard to engage with peer support at a difficult point in the care pathway and/or whom PWs 
found challenging to support. Taken together, these findings suggest that further research is needed to 
optimise implementation of peer support for discharge for this group of people.

Lesbian, gay and bisexual participants were more likely to engage in peer support, warranting further 
study to identify how peer support might address a need for these groups. Subgroup analysis also 
indicated that black participants were significantly more likely to benefit from the intervention than 
participants of any other ethnicity compared to control, although findings suggested that matching 
PWs and trial participants by ethnicity was not predictive of greater engagement in peer support; it 
was peer support provided ‘across difference’ that was successful in having this positive effect. Further 
research is needed to understand how and why this group benefited, especially given inequalities in 
mental health care experienced by black people.48,49 In addition, while subgroup analyses did not indicate 
differences in outcome in relation to diagnostic group, our qualitative process evaluation did suggest 
that some participants felt that the benefits of peer support might have been enhanced by sharing of 
experiences and insight around specific experiences of mental health or of using specialist mental health 
services, indicating potential value in considering adaptation of the intervention to particular clinical 
settings. Our predictors of readmission analysis reflected research from elsewhere indicating that people 
with a diagnosis of personality disorder were more likely to be readmitted compared to people with 
other diagnoses,6 so it might be important to consider the potential role of peer support for this group 
of people.

Our systematic review and meta-analysis were indicative of modest but significant improvements in 
individual recovery and empowerment for peer support, compared to CAU – outcomes that we did 
not measure in our trial. In the trial we observed a small positive effect of peer support on subjective 
quality of life, but low rates of follow-up impacted statistical power. As such, the possibility remains 
that peer support in mental health services might offer benefits to psychosocial outcomes. We also 
established in our review that it was viable to analyse associations between the way in which peer 
support is implemented (including organisational support provided for peer support) and outcome, with 
our impact study indicating the importance of ongoing training and support to PWs. Further research, 
building on our process evaluation and impact studies, might usefully explore and establish how both 
psychosocial outcomes and implementation variables in the delivery of peer support are assessed in 
future evaluations of peer support in mental health services.

We note that further testing of our fidelity index, for example through a confirmatory factor analysis, 
might provide additional evidence of the validity of the index. This might be undertaken were the index 
to be applied to a larger sample in future studies. While consideration of fidelity in our trial hinted at 
possible association between fidelity score and outcome in some sites, to establish properly construct 
validity for the index it would be necessary to explore, robustly, the relationship between fidelity scores 
and outcomes that might be expected to be associated with fidelity. Again, this might be undertaken as 
part of further research to fully establish the psychometric properties of the index, perhaps pooling data 
from a number of studies with similar populations.

As has been noted, confirmation of findings of our impact study in relation to well-being and 
occupational outcomes for PWs might usefully be explored in a larger population. There is an 
opportunity to build on the qualitative component of the impact study to identify ongoing training 
and career development needs for PWs once they are in post, and to establish an organisational 



46

NIHR Journals Library www.journalslibrary.nihr.ac.uk

RECOMMENDATIONS FOR FUTURE RESEARCH

model that optimises the potential for peer support delivered either alongside or integrated into the 
multidisciplinary clinical team.

Finally, we would recommend that researchers working from an experiential perspective play a 
leading role in peer support research going forward, ensuring that future research is informed by the 
experiences, insights and priorities of people engaged in peer support.
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Implications for policy and practice

The main implication of the programme, taken as a whole, for policy and practice is that peer support 
for discharge should not be commissioned with the expectation that it will significantly reduce 

readmission for patients at risk of readmission (i.e. those with previous admissions), although a modest 
reduction in days spent in hospital in the year post-discharge for those offered peer support (compared 
to control) does indicate a cost-saving for service providers of about £2500 per person.

The results of our systematic review indicate that one-to-one peer support in mental health services 
should not be commissioned with the expectation that it will significantly reduce hospitalisation 
(admissions or days in hospital) or improve clinical outcomes (symptoms). However, when considering 
the implications of all the evidence considered in our review, we suggest that decisions about 
implementing peer support in specific clinical contexts should be driven by subsequent systematic 
reviews that are focused on particular clinical populations. Results of our review do indicate that one-
to-one peer support might be commissioned with the expectation that it improves individual recovery 
and empowerment (and potentially also strength of social network where peer support is provided in 
addition to CAU). The same caveat applies – that subsequent systematic reviews focused on particular 
populations are necessary to confirm these findings in specific clinical contexts.

Our programme is indicative of the potential of peer support as a strategy for reducing health 
inequalities. We found that peer support was significantly more likely to be of benefit to black service 
users at discharge compared to service users of other ethnicities, and that lesbian, gay and bisexual 
service users were most likely to engage in peer support once it was offered. These findings imply 
that mental health service providers might, subject to the best available evidence around targeting 
and tailoring peer support, consider implementing peer support as an approach to improving access, 
experience and outcomes of mental health care for specific disadvantaged populations.

Finally, our review, impact, fidelity and process evaluations all lend support to suggestions made 
elsewhere in the literature that the effectiveness of peer support is associated with how well PWs are 
supported at an organisational level. The implication for practice is that mental health service providers 
make use of the best available evidence on additional training for PWs once they are in post, career 
development pathways for PWs, and should consider how best peer support might work alongside or 
within clinical teams. We note the central role that experiential knowledge played in the development 
of our peer support intervention, implying that people directly involved in providing and making use 
of peer support might play a leading role in optimising the development and delivery of peer support 
going forward.
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Appendix 1 Developing the ENRICH peer 
support for discharge intervention

TABLE 10 Expertise in the intervention development process

 Research team Lived experience advisory panel Local advisory groups 

Number of 
people involved

14 13 48
(6 groups: average of 8 
members per group)

Stage of process 1, 2, 3 1, 2 2

Types of exper-
tise (number of 
team members)

• Service user/survivor 
researchers (5)

• Clinical academics (2)
• Social scientists (2)
• Statistician (1)
• Peer workers (2)
• NHS managers (2)

• Peer support leads in NHS and 
voluntary sector services

• Service user/survivor researchers
• Peer workers/peer supporters

• Service users and carers
• Clinical team managers
• Mental health profes-

sionals
• Managers of voluntary 

sector services
• Peer workers

Note:
Stages of the intervention development process: 1 = generating intervention components; 2 = producing the intervention 
handbook; 3 = piloting the intervention.

Methods

Stage 1: Generating intervention components
The systematic review and expert workshops were used to identify potential components, following an 
intervention mapping approach.68 Components were given a short label and a descriptor, and mapped 
on to five domains: (1) Recruitment and Role Description; (2) Training; (3) Delivery; (4) Supervision and 
Support; (5) Organisation and Team.

Systematic review. Procedures for the review are as described in Systematic review of one-to-one peer 
support in mental health services above.38 For the purposes of intervention development, papers reporting 
studies of any design were included, from database inception until end of April 2015, where they 
reported description of intervention components. In addition, grey literature – unpublished evaluations 
and experiential testimonies – were identified using a snowball approach through emails to contacts 
known to be working in peer support. A member of the LEAP screened each article with decisions 
checked by the first author. Data detailing peer support components were extracted from included 
studies and coded to the five intervention domains.

Expert workshops. Workshops were held with the LEAP and the research team to suggest potential 
components for the intervention. A third workshop was held with five members of the research team 
to consider how a taxonomy of behaviour change techniques (BCT)69 might be relevant to peer support 
in mental health services. Again, components were mapped on to the five domains, and where similar 
components were identified from different sources these were coded together.

Stage 2: Producing the intervention handbook
Prioritising components. LAGs were convened in each of six study sites (mental health trusts). LAGs 
prioritised components using a card sort exercise structured into the five domains.70 A large visual 
grid was produced with five columns labelled with the five domains and cards were printed for each 
component comprising a name and brief definition. Components identified by three or more sources 
in stage 1 (e.g. LEAP, team and review) were considered core to the intervention and those cards were 
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placed within relevant domains on the grid. LAGs were given the remaining set of cards and invited 
to discuss the relevance and importance of each in the context of peer support and mental health 
service delivery locally. LAGs were asked to prioritise and identify up to five more components to add 
to each domain of the grid. Notes were made of LAG discussions, including the rationale for prioritising 
components. The research team produced a single grid based on the output from all LAGs. Components 
were discounted from further discussion (not included on the grid) if not prioritised by any LAGs, added 
as core components (added to the grid) if prioritised by a majority of LAGs, or otherwise retained for 
further discussion.

Producing and refining the intervention ‘blueprint’. Using output from the LAGs we produced a blueprint 
of the intervention in the form of a flow diagram, specifying the processes of recruiting PWs, training, 
delivering the intervention, and support received by PWs. The blueprint included all components 
retained for discussion, as well as the full set of core components, so that local implementation issues 
could be considered. In a second round of meetings, LAGs were presented with the flow diagram and 
invited to discuss the blueprint using well-established talk-aloud approaches.71 Discussion began at 
the top left of the flow diagram (recruiting PWs) and proceeded sequentially, including consideration 
of alternative pathways as appropriate, with LAGs to consider the appropriateness of each component, 
reflecting on practicalities of implementing and supporting the intervention locally. Again, notes were 
made of all discussions.

Drafting the intervention handbook. The output of LAG meetings was used to draft the ENRICH 
intervention handbook and PW training programme. Development of the intervention was also informed 
by our ‘peer support principles’ (see below). Further workshops with the LEAP and research team were 
held to inform writing the handbook and training content.

Stage 3: Piloting the intervention
A pilot randomised controlled trial of the intervention was conducted in two study sites to test feasibility 
of delivering trial procedures and implementation of the intervention (see WP3 below). Following the 
pilot, feedback workshops were held with the PWCs who trained and supervised PW teams at both 
sites, and the PWs who had delivered the peer support at one site, exploring their experiences and 
views on what worked well and what might be improved about the training and other aspects of the 
peer support. Workshops were semi-structured discussions rather than formal focus groups, inviting 
participants to feedback on any issues arising in their experiences of delivering the peer support. 
Changes were made to the handbook and training programme, based on the feedback, following a 
further research team workshop.

Gillard et al.57

Work with our LEAP and the service user researchers on the team indicated the importance of not 
just identifying components of peer support, but also ensuring that values underpinning peer support, 
that make it distinct from other forms of mental health support,31 should inform the development of 
the intervention. In our literature search,39 we also extracted data from studies reporting the values 
underlying peer support which we analysed thematically. We held a workshop with a National Expert 
Panel (NEP) comprising 10 people with personal experience of peer support, of developing peer-led 
services or of doing research about peer support from an experiential perspective which generated a 
further set of themes. We did this in three stages, first inviting NEP members to, independently, identify 
five items each which they felt, in their experience, were important values that define the distinctiveness 
of peer support. We then asked NEP members to share their items and, through discussion, to group 
those items into themes where items were meaningfully similar. Finally, we asked the NEP to produce a 
title and a brief definition for each value.
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Through an iterative process of discussion and writing between the research team and the panel, we 
mapped those two sets of themes on to each other in order to produce a set of principles (including 
extended definitions) which supported the implementation of those values into practice in a peer 
support intervention (see Appendix 1, Figure 12).

Results

Stage 1: Generating intervention components
A total of 3800 studies were identified in the literature search, of which 97 were included in the review, 
85 peer-reviewed and 12 from grey literature (see Appendix 1, Figure 13). Components generated by 
the literature review and expert workshops were mapped on to the five intervention domains (see 
Appendix 1, Table 11). Forty-four components were identified in the review (including 6 from grey 
literature), 29 by the LEAP, 37 by the research team and 6 from the BCT workshop; a total of 66 distinct 
components, once similar components were combined. Twelve core components, identified by three or 
more sources, are identified with an asterisk in Appendix 1, Table 11.

1. Support the building of safe,
trusting relationships based
on shared lived experience

2. Ensure that the values of
mutuality and reciprocity underpin

peer support relationships

ENRICH Peer Support Principles

3. Promote the validation and
application of experiential

knowledge in the provision of
peer support

4. Enable peers to exercise
leadership, choice and

control over the way in which
peer support is given and

received

5. Empower peers to discover
and make use of their own
strengths, and to build and
strengthen connections to

their peers and wider
communities

The development, delivery and evaluation of peer support services should:

FIGURE 12 Principles of peer support.
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Records identified through
database searching

3673 127

Records identified through grey
literature search

Records after duplicates removed

2522 (databased) + 87 (grey literature) = 2609

Records screened

2522 + 87 = 2609

Records excluded

2380 + 75 = 2455

Full-text articles excluded

88 + 0 = 88

• 12 not peer support
• 26 not 1-2-1 peer support
• 28 not empirical
• 7 not mental health
• 2 not intentionally provided
    peer support
• 8 foreign language
• 4 non-retrievable
• 1 further duplicate

Full-text articles
assessed for eligibility

142 + 12 = 154

Data extracted

85 (databased) + 12
(grey literature) = 97

Additional databased
articles identified through:

• Forward citations: 9

• Reference list searching
    of included articles: 22

9 + 22 = 31

FIGURE 13 Flow diagram of studies in the WP1 literature review.

TABLE 11 Intervention components identified in stage 1 of the development process

Domain Label Descriptor Source 

Domain 1: 
Recruitment 
and role 
description

Person specification to include definition 
of lived experience

LEAP

Person specification to include having been 
an inpatient

Desirable rather than essential criteria LEAP

Person specification to include the ability 
to reflect on personal experiences

Personal experiences of mental distress, 
recovery, and giving and receiving support

LEAP, 
Review

Peer leadership in recruitment and 
interview process essential

Ideally should be the PWC LEAP, 
Review

Person specification to include ability to 
record and report

LEAP, 
Review

Interview to ask how working as a PW fits 
with future career aspirations

LEAP

Person specification to include knowledge 
of living and using services locally

LEAP

Recruitment process to take the form of a 
whole day event or open day

Potential PWs to engage in observed, scenario- 
based group and pairs work etc. during the day, 
not just a one-to-one interview

Team, 
Review
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Domain Label Descriptor Source 

Recruitment is to training (not to job) Sufficient people recruited to training to allow 
for drop-out/people not moving into a job, plus 
a reserve (approx. double the number required 
for posts)

Team, 
Review

Person specification to include having 
completed recovery training/have a 
recovery plan

Not essential, but to be a requirement of 
training if not already in place

Team

aRole description clearly describes peer’s 
approach around discovering and enabling 
service user’s strengths, empowering 
the individual to build their own support 
network post discharge

Note the peer should not become a substitute 
for that network for a limited period (linked to 
competencies in training)

LEAP, 
BCTs, 
Review

aRole description to focus on identifying, 
signposting and, where requested by 
service user, accompanying to activities/
support/opportunities using locally 
developed resource pack

Resource pack linked to local resource mapping 
session in training; to include (a) things the 
individual did before admission, (b) new things; 
peer to have sufficient flexibility in the role to 
attend activities as appropriate

LEAP, 
Team, 
Review

Role description to clearly indicate 
expectations of the role, with service user 
to be provided with information sheet 
clearly indicating expectation of the peer 
support role

Noting that role is not about the peer being an 
advocate or a generic support worker

LEAP

Person specification to include strong 
interpersonal skills, interest in helping 
others etc., to be tested at interview

Review

Recruitment by advertisements in services/
organisations that might employ peers

Review

Letters of reference required at recruitment Can be character references in the absence of 
work references

Review

Homework and/or tests (quizzes) as part of 
the assessment process

Review 
(grey lit.)

Pre-screening telephone interview prior to 
invitation to recruitment day

Assessing how comfortable people are talking 
about their mental health, scenarios around 
providing support etc.

Review

Domain 2: 
Training

Training to include work-based placements Including working alongside existing peers Team, 
Review

Training to include standard Trust induction Note: this might include Trust’s standard 
breakaway training etc. although peers would 
not be required to use this as part of their role

Team

Training to include locally led ‘community 
asset mapping’ session

Team, 
LEAP

Training to incorporate locally developed/
delivered sessions where these cover 
required skills/competencies

LEAP, 
Review

Training to have at least some minimal level 
of accreditation

LEAP

aTraining (and supervision) to include 
a focus on boundaries and managing 
relationships

For example, on blurred friendship line, espe-
cially where there is a pre-existing friendship or 
there is an attraction between peer and service 
user

LEAP, 
Team, 
Review

TABLE 11 Intervention components identified in stage 1 of the development process (continued)

continued
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Domain Label Descriptor Source 

Training to include session on preparing for 
the workplace

For example, working on the ward, plus basics 
around use of phones, office etc.

Team, 
Review

Training (and supervision) to include a 
focus on keeping yourself well and safe at 
work

Including the well-being and mental health of 
the peer

Team, 
Review

aTraining (and supervision) to include 
appropriate sharing of lived experience to 
role model post-discharge experience

Linked to competencies in training Team, 
BCTs, 
Review, 
LEAP

aTraining to be co-delivered by experienced 
PWs

In similar roles (if not the same) LEAP, 
Team, 
Review

Training to include cultural competence, 
gender issues etc.

Review

Training to include competence around 
addressing stigma

Review

Training (and supervision) for peer in 
discussing difficult issues

For example, suicidality, self-harm, drug taking, 
sexual abuse etc.

Team

aTraining to cover key communication and 
supporting self-management skills

Peer has a range of core skills, – for example 
reflective listening, summarising, goal-planning 
etc. – to use in addition to sharing of lived 
experience

LEAP, 
BCTs, 
Review, 
Team

aTraining structured around core set of 
values-based competencies

Exercises and assessments to cover each 
competency (for example mutuality, reciprocity, 
non-directive working, validating etc.)

Team, 
BCTs, 
Review

Assessments during and at end of training 
around each key competency

Including role play type assessments plus 
readiness to work interview; used to decide 
who moves from training to full or reserve role

Team, 
Review

aTraining (and supervision) to include 
comprehensive coverage of working with 
risk and safety

Including decision-making about what and 
when to handover to clinical team; if PWC does 
not have clinical experience, appropriate clinical 
link person should be identified in the Trust

LEAP, 
Team, 
Review

Domain 3: 
Delivery of 
peer support

Peers to accompany people on home 
visits/leave while still in hospital, and meet 
people in their homes while living in the 
community

Where possible, to support reconnecting with 
people and places; only where a preference 
for that is expressed by the service user; must 
conform to employer’s lone working policy

Team, 
LEAP

aPeers to be part of formal discharge 
meeting/care planning meetings where 
invited by the service user

To accompany, support and enable (not to 
advocate)

LEAP, 
Team, 
Review

Initial contact on the ward to focus on 
listening to the service user and relation-
ship building

Focus on building trust, building a rapport, not 
on the peer telling their story (appropriate shar-
ing of lived experience to make a connection)

LEAP, 
Team

aPeer to support/enable optional use of 
service user-owned discharge plan, crisis 
plan and personal recovery plan

Discharge tool to focus on what service user 
wants/does not want post-discharge, rather 
than prescriptive planning of activities; all 
tools, can use locally available or any suitable 
strengths-based tools

LEAP, 
Team, 
BCTs, 
Review

TABLE 11 Intervention components identified in stage 1 of the development process (continued)
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Domain Label Descriptor Source 

First meeting with peer post-discharge 
should be in addition to follow-up by 
community team

Not instead of or part of that statutory meeting LEAP

Clear guidance for peers on telephone, 
text, email and social media contact

Team

Matching of peers to service user by key 
demographics, experience of services and/
or hobbies & interests

As far as possible given size of PW team Review

Peers direct service users to appropriate 
online resources

Including information sites, mental health 
discussion forums, online self-management/
psychosocial education etc.

Review

Peer encourages involvement of ‘significant 
others’ in any personal/recovery/crisis 
planning

Review

Peers will only write in (Trust) clinical notes 
what is agreed with service user

Team, 
Review

Health lifestyle and health promotion 
included in training/delivery

Review 
(grey lit.)

Medication and symptom management 
included in training/delivery

Review 
(grey lit.)

Messages linked to recovery planning/goal 
setting sent by PW using text or email

Review 
(grey lit.)

PW to help service user to complete 
self-assessment and monitoring tools

Review 
(grey lit.)

aPreparation for ending the support to be 
on the agenda from the outset

Contact reducing from weekly to fortnightly 
towards the end of peer support, training and 
supervision to include working with attach-
ment, therapeutic relationship, endings etc. 
(including ending of individual sessions as well 
as support relationship)

LEAP, 
BCTs, 
Team, 
Review

The PW fulfils a ‘navigator’ role, helping 
service user assess health and social care 
needs, identify providers, make appoint-
ments and accompany as necessary

Review 
(grey lit.)

Domain 4: 
Support and 
supervision 
(Note: a 
number of 
components 
included 
in training 
domain also 
apply to 
supervision)

Regular peer-to-peer support meeting Sharing of experiences, strategies etc. by peers, 
plus opportunity to recognise successes in the 
workplace etc.

LEAP, 
Team

Group supervision for peers from PWC With option of one-to-one supervision always 
available

Team

Appropriate support always accessible 
when supervision (PWC) is not available

By phone or face to face, including when PWC 
is unavailable, so peer is never left isolated 
holding a difficult issue

LEAP, 
Review

Supervision from someone with lived 
experience essential

Included in the person specification for the 
PWC (note: if a suitable individual is not avail-
able locally for the role, external supervision 
from a peer should be resourced, in addition to 
line management from within the Trust)

LEAP, 
Team

TABLE 11 Intervention components identified in stage 1 of the development process (continued)

continued
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Stage 2: Producing the intervention handbook
Prioritising components. Following the first round of LAGs, 6 components were discounted, 19 added as 
core components (see Appendix 1, Table 12), and 29 retained for further discussion.

Domain Label Descriptor Source 

PWCS to undertake their own recovery 
planning

Team

PWCs should have access to learning sets 
with people in the same/equivalent roles

Either locally or more widely if necessary Team

Development programme in place for 
people moving into reserve roles

To include, at a minimum, a monthly 
development meeting plus opportunities for 
placements in, for example, local recovery 
college and help in applying for other (voluntary 
or paid) peer roles

Team

Domain 5: 
Team and 
organi-
sational 
support

PWs require a ‘team base’ Including access to office space; somewhere 
they feel safe and can take time out, meet and 
build supportive relationships with colleagues 
(flexibility locally re most appropriate location)

Team, 
Review

Links to good employment support 
services

Can be in the Trust or local voluntary sector 
provider

Team, 
LEAP

aWard and community teams – including 
managers – should receive a team 
preparation session co-delivered by peers 
working locally

Focus on role of peer support alongside current 
service delivery

Team, 
LEAP, 
Review

PWC, and where possible peers, should 
visit wards/teams as part of set-up

To establish communication, explain processes, 
address expectations etc.

Team, 
Review

Peer support for discharge should be 
embedded in Trust’s recovery strategy, 
strategic development, planning docu-
ments etc.

Team, 
Review

Clinical team preparation sessions should 
involve team members identifying the 
assets that PWs will bring

Not a teaching session; use of appropriate tools Team

Employment of peers on the workforce 
should be integrated into HR policies

Review, 
Team

a Core components identified in three or more sources

TABLE 11 Intervention components identified in stage 1 of the development process (continued)

TABLE 12 Components prioritised for inclusion in the intervention

1: Recruitment and role 
description 2: Training 

3: Delivery of peer 
support 

4: Supervision 
and support 

5: Organisational 
and team support 

aRole description clearly 
describes peer’s approach 
around discovering and 
enabling service user’s 
strengths, empowering the 
individual to build their 
own support network post 
discharge

aTraining (and supervision) 
to include a focus on 
boundaries and managing 
relationships

aPeers to be part 
of formal discharge 
meeting/care 
planning meetings 
where invited by the 
service user

Regular group 
supervision 
for PW team 
from PWC

aWard and 
community teams – 
including managers 
– should receive a 
team preparation 
session co-delivered 
by peers working 
locally
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TABLE 12 Components prioritised for inclusion in the intervention (continued)

1: Recruitment and role 
description 2: Training 

3: Delivery of peer 
support 

4: Supervision 
and support 

5: Organisational 
and team support 

aRole description to focus 
on identifying, signposting 
and, where requested by 
service user, accompany-
ing to activities/support/
opportunities using locally 
developed resource pack

aTraining (and supervision) 
to include appropriate 
sharing of lived experience 
to role model post-dis-
charge experience

aPeer to support/
enable optional use 
of service user-
owned discharge 
plan, crisis plan and 
personal recovery 
plan

Appropriate 
support 
always acces-
sible when 
supervision 
(PWC) is 
unavailable

PWs require a ‘team 
base’

Person specification 
to include the ability 
to reflect on personal 
experiences

aTraining to be co-delivered 
by experienced PWs

aPreparation for 
ending the support 
to be on the agenda 
from the outset

PWC, and where 
possible PWs, 
should visit wards/
teams at part of 
set-up

Peer leadership in 
recruitment and interview 
process essential

aTraining to cover key com-
munication and supporting 
self-management skills

Initial contact on 
the ward to focus 
on listening to the 
service user and 
relationship building

Peer support for 
discharge should be 
embedded in the 
Trust’s strategies

Role description to clearly 
indicate expectations 
of the role, with service 
user to be provided with 
information sheet clearly 
indicating expectation of 
the peer support role

aTraining structured around 
core set of values-based 
competencies

First meeting 
between PW 
and service user 
post-discharge 
should be in addition 
to follow-up by 
community team

Clinical team 
preparation sessions 
should involve team 
members identify-
ing the assets that 
PWs will bring

aTraining (and supervision) 
to include comprehensive 
coverage of working with 
risk and safety

Employment 
of PWs on the 
workforce should 
be integrated into 
HR policies

Training to include standard 
Trust induction

Training to include locally 
led ‘community asset 
mapping’ session

Existing locally developed 
training sessions included 
in PW training where 
these cover required skills/
competencies

Training (and supervision) to 
include a focus on keeping 
yourself well and safe at 
work

Training to include specific 
focus on experience of the 
discharge ‘transition’

Training to include cultural 
competence, gender, 
religious, cultural issues etc.

Training (and supervision) 
for PW in discussing 
difficult issues

a Original core component identified in stage 1.
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APPENDIX 1 

Producing and refining the intervention blueprint. The flow diagram used in the walkthrough exercises in 
the second round of LAGs is shown in Appendix 1, Figure 14.

Role description (inc.)
1. Defines expectations &
     boundaries of the role
2. Describes a strengths-
     based, network building
     approach
3. Describes an enabling
     (inc. accompanying) &
     signposting, rather than
     support worker function

1. Advert placed in
     local services &
     voluntary sector/
     community
     partners –
     advertised as
     training
     opportunity with
     possibility to move
     info paid peer
     worker role

Sites to adopt either entry
route 1 or 2 to training/role

Training to be structured around core values-
based competencies, including a focus on:

1. Discharge transition
2. Keeping yourself well at work (inc asking for
     support)
3. Boundaries & managing relationships (inc
     endings, ‘over-involvement’)
4. Working with risk & safety
5. Local ‘community asset mapping’ + local
     mental health services (how they work)
6. Discussing difficult issues (suicidality,
     medication)
7. Cultural competency
8. Communication & self-management skills
9. Sharing lived experience

2. Suitable
     individuals
     identified among
     existing peer team
     for streaming to
     ENRICH role

Operational Policy (NHS employer)/
Collaboration Agreement (vol sector
employer) setting out: risk and handover;
complaints & disciplinary; lone/home
working; note writing/information access;
NHS training/induction requirement etc.

Training to be led by Peer Worker Coordinator
and co-delivered by peers
Training to cover preparing an NHS Jobs
application, employment planning etc
Development of wellbeing plan (including
treatment preferences)

People with previous peer training (inc route 2)
required to undertake all sessions and
assessments as a team and to explore discharge
specific application

Locally developed
sessions
substituted where
core skills &
competencies are
sufficiently
covered*DBS check = Disclosure & Barring Service (criminal record) check

Opportunities for
ward and
community visits
where no/little
previous
experience

Half day
information
event – one-
to-one
discussion
assessing
suitability/
motivation
against
criteria –
DBS* check
initiated for
those
proceeding

Person specification
1. Ability to reflect on
     personal experiences
     (essential)
2. Lived experience of
     inpatient care (desirable)
3. Lived experience of
     mental distress AND of
     having used mental health
     services (essential)
4. Knowledge of local
     community (desirable)

W
ri

tt
en

 e
xp

re
ss

io
n

 o
f i

n
te

re
st

FIGURE 14 Flow diagram depicting intervention blueprint.

Peer Worker Coordinator leads
assessment and appointment process

Range of
approaches to
assessment for
each
competency
(portfolio of
evidence)
during and at
end of training

End of training
one-to-one
review of
portfolio against
criteria for:
1. appointment
to post
2. confirm take
up of ENRICH
role

Joins
ENRICH peer
worker team

ENRICH team
induction
Minimum
required standard
Trust induction
Shadowing (ward
& community)

ENRICH team base in suitable location
locally to provide space to meet,
timeout, supervision, access to IT etc

Preparation session for ward and
community teams, led by Peer
Worker Coordinator and co-
delivered by peers, focused on
identifying strengths of peer role

Offered other
suitable position if
available
Access to wider
ongoing peer
worker support
programme

Allocation of
service users to
Peer Workers by
Peer Worker
Coordinator
(limited discussion
of preference with
service user)

Joins
ENRICH
reserve

Opts out/ not
selected

FIGURE 14 Continued
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Locally developed
plans/tools
substituted where
techniques
supported are
similar

Peer Worker to
enable use of
service user-owned
crisis, network /
asset mapping &
recovery plans

Home visits to take
place in line with
lone working
policy and only at
service user’s
request

Preparation for
step down and
ending through
whole process

Peer Worker writes to
notes only what is agreed
with the service user (inc
logging ‘concerns’ for
handover)
Bespoke/ proxy access to
NHS notes (no read
access)

Back up from
reserve team
should peer worker
need time off

Induction for
reserve peer prior
to coming into role
PWC conducts
handover

FIGURE 14 Continued

Peer Worker to
enable use of
service user-
owned
discharge plan

Peer Worker to
attend formal
discharge
meeting only at
service user’s
request

First meeting
post-discharge
to be in addition
to (not instead
of) statutory
follow-up

Regular peer
support space
provided for peer
workers

Supervision and line management provided by Peer Worker
Coordinator to include focus on:

Supervision provided from a lived experience perspective

1) Keeping well at work
2) Working with risk & safety
3) Boundaries & managing relationships
4) Discussing difficult issues
5) Protecting peers from ‘out-of-role’ demands from teams
6) Using lived experience in strengths-based approach

Clear handover
procedures in place
in event of high risk
– nominated Trust
contact where peers
employed outside
NHS

Regular group
supervision from
Peer Worker
Coordinator (one-to-
one available
initially and as
required)

Alternative
support accessible
if Peer Worker
Coordinator not
available

Supervision
& support in
place for Peer
Worker
Coordinator

Initial peer-
service user
meeting on
ward to focus
on listening &
relationship
building

Peer support to comprise at least one meeting prior to
discharge, and 10 weekly meetings followed by 3
fortnightly meetings (total of 4 months) post discharge

FIGURE 14 Continued
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APPENDIX 1 

Drafting the intervention handbook. A detailed handbook was produced specifying a full set of 
procedures defining PW and the PWC roles, recruitment process, training, support and supervision for 
PWs, and how the peer support is delivered in hospital and in the community (see Appendix 1, Table 13).

TABLE 13 Contents of the ENRICH peer support for discharge handbook

Chapter Content 

1.0 What is ENRICH? 1.1 Why peer support for discharge?
1.2 What is the ENRICH project and why do we need it?
1.3 The ENRICH research team

2.0 Peer support for discharge – a 
principles-based approach

2.1 Developing the principles framework
2.2 Applying the framework in ENRICH peer support for discharge

3.0 Developing the ENRICH peer 
support handbook

3.1 Generating ideas
3.2 Arriving at a consensus
3.3 Piloting the handbook

4.0 The ENRICH PW role 4.1 Role description
4.2 Person specification
4.3 Working pattern and flexibility
4.4 Remuneration

5.0 The PWC role 5.1 Role description and person specification
5.2 Duties and responsibilities
5.3 Remuneration
5.4 Support and supervision for the PWC
5.5 Cover in the absence of the PWC

6.0 Peer worker recruitment process 6.1 Pathway 1 – advertising and recruiting new PWs
6.2 Pathway 2 – assigning PWs from existing peer workforce
6.3 Advertising the role
6.4 Information event and pre-training meeting
6.5 Role of training assessment in recruitment process
6.6 Job application and interview
6.7 Employment and welfare support
6.8 Appointment to role/appointment to reserve
6.9 Disclosure and Barring Service (DBS) checks and Occupational Health
6.10 Recruitment numbers

7.0 The ENRICH training programme 7.1 Structure of training programme (a principles-based approach)
7.2 Delivery of training (role of the PWC)
7.3 Content of training sessions
7.4 Use of local training modules
7.5 Feedback and reflection
7.6 Assessment methods
7.7 Site visits

8.0 Accessing patient notes 8.1 Peer workers with access to electronic patient notes
8.2 Peer workers without access to electronic patient notes

9.0 Induction 9.1 Peer worker team induction
9.2 NHS induction
9.3 Ward visits and shadowing

10.0 Preparing NHS teams 10.1 Ward and community team preparation workshops

11.0 Supervision and support for PWs 11.1 Group supervision
11.2 Individual supervision
11.3 Absence of PWC
11.4 Risk, safety and handover
11.5 Access to peer support for peers
11.6 Peer worker well-being plan
11.7 Team base

12.0 Pairing of PWs and service users 12.1 The research process (allocation to peer support)
12.2 PWC preference meeting with service user
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An 8-day, manualised training programme was developed, underpinned by 10 knowledge and skill sets 
derived from components prioritised to the training domain in stage 2, and the peer support principles.57 
The resulting training matrix (see Appendix 1, Figure 15) guided writing and development of training 
materials. Each training day comprised session plans, slides, handouts, exercises and other materials.

TABLE 13 Contents of the ENRICH peer support for discharge handbook (continued)

Chapter Content 

13.0 Delivery on the ward 13.1 First meeting
13.2 Frequency, location and duration of meetings
13.3 Use of service user-owned discharge plan
13.4 Peer worker involvement in formal discharge planning
13.5 Peer worker relationship to ward team
13.6 Risk, safety and handover

14.0 Delivery in the community 14.1 First meeting post-discharge
14.2 Frequency, location and duration of meetings
14.3 Lone/home working
14.4 Telephone and social media contact
14.5 Use of service user-owned plans and tools
14.6 Accompanying
14.7 Peer worker relationship to CMHTss
14.8 Ten-week step down
14.9 Endings
14.10 ENRICH PW Code of Ethics
14.11 Readmission to hospital during community-based peer support

15.0 Peer worker absence 15.1 Short-term cover (within team)
15.2 Long-term cover (reserve PWs)
15.3 Support and induction for reserve PWs

Understanding the
discharge transition &
mental health services

Sharing lived experience

Using communication
skills

Using strengths-based
approaches

Working with
boundaries &
relationships

Cultural awareness &
understanding diversity

Local & individual ‘asset
mapping’

Discussing difficult
issues

Keeping well at work

Working with risk and
safety

1. Safe trusting
relationships built on

shared lived experience

2. Mutuality &
reciprocity

Session 8 – Working with risk & staying well at work

Session 7 – Discussing difficult issues

Session 6 – Individual & community asset mapping

Session 5 – Cultural awareness & diversity in peer support

Session 4 – Working with boundaries & relationships

Session 3 – Communication skills & strengths-based approaches

Session 2 – Sharing lived experience

Session 1 – Introduction to peer support & the ENRICH peer worker role

3. Applying experiential
knowledge

4. Leadership, choice &
control

5.Discovering strengths
& building connections

Peer support should respect and support the full diversity of experiences, language, culture, identity and background that people
bring, found in the range of communities with which they identify and belong

Knowledge &
skills sets

Principles

FIGURE 15 ENRICH training matrix.
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APPENDIX 1 

Stage 3: Piloting the intervention
Five PWCs involved in delivering training at both pilot sites attended a feedback workshop, with one 
PWC providing individual feedback. Four of five PWs at one site attended a workshop. Feedback was 
used to make amendments to the training and aspects of the handbook on recruitment of PWs and 
post-training support (see Appendix 1, Figure 16).
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Appendix 2 Health economic evaluation

Data

Service contacts
The primary health economic analysis and secondary cost-effectiveness analysis at 4 months were 
carried out using EPRs data supplied by participating mental health trusts. This included all recorded 
NHS hospital- and community-based mental health service contacts and psychiatric bed days utilised 
by trial participants up to 12 months post discharge from the index hospital admission and over the 
12 months prior to the index admission. The PW contact log was used to record face-to-face contacts 
between PWs and trial participants.

For the secondary analysis of costs relating to wider service use, a version of the Adult Service Use 
Schedule (AD-SUS)72 was administered to collate trial participant self-reported contacts with services 
not delivered by NHS mental health providers, including: primary care, hospital for non-psychiatric 
reasons, social worker, voluntary sector services, private therapists and contacts with the police for any 
reason, including number of times placed in custody. The AD-SUS was administered at baseline with 
reference to the 3-month period prior to index admission; and at 4 months post discharge reference for 
that period.

Unit costs
Unit costs required for costing service contacts were obtained from the Unit Costs of Health and Social 
Care published annually by the Personal Social Services Research Unit73 and NHS Reference costs.74 The 
unit cost of police contacts and police custody were based on costs reported by Heslin and colleagues.75

An estimate of the cost per minute of face-to-face contact between peer support workers and trial 
participants was developed specifically for this study. Activity logs relating to a sample period of 10 
working days were completed by PWs and the PWCs. These were used to identify the ratio between 
face-to-face and non-face-to-face time allocated to a specific patient, including time spent by PWCs 
training PWs, and subsequently to estimate a cost per hour of face-to-face contact inclusive of costs 
of training and non-face-to-face contact time. PW and PWC time was costed using the appropriate 
corresponding NHS salary grading (reported with relevant salary ‘on-costs’ in the Unit Costs of Health 
and Social Care).73 Additional overhead costs and capital costs related to employment were applied 
proportionately in accordance with unit costs reported for similar professionals in the Unit Costs of 
Health and Social Care.74

Cost and outcome measurement
The total cost per trial participant was calculated as the sum of costs attributed to all community- and 
hospital-based contacts made over 12 months from the date of discharge from the index admission (for 
the primary cost analysis) or over 4 months post discharge date (for the secondary cost-effectiveness 
analysis). Costs were also split into those relating to: CMHT contacts; psychiatric bed days; crisis team 
and A&E contacts (summed together); and all other service contacts.

For the secondary analysis of wider service costs over 4 months post hospital discharge, the number 
of self-reported contacts for each trial participant was multiplied by the relevant unit cost. For this 
analysis, costs were divided into total community-based service contacts and the total cost of contacts 
made with the police, including the cost of police custody. Costs of peer support were excluded from 
the secondary analysis of wider service costs. Health-related quality of life outcomes converted to 
a 4 month ‘QALY’ equivalent were measured using the EuroQol-5 Dimensions, five-level version 
(EQ-5D-5L) instrument.52 Following recent guidance issued by National Institute of Health and Care 
Excellence (NICE),76 health states reported by trial participants were mapped back on to the health 
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state valuation system applicable to the 3-level version of the EQ-5D.77 The cross-mapping utilised the 
algorithm reported by Van Hout and colleagues.78

Analysis
All analyses were conducted on a complete case basis and restricted to randomised participants 
included in the analysis samples at 4 months and 12 months used for the clinical evaluation (see 
Appendix 2, Table 17). Missing data from EPRs on service contacts and other patient covariates was not 
a serious problem and, in line with the main clinical analysis, we assumed that it was ignorable and likely 
to be missing at random. Missing data on self-reported service contacts and quality of life at 4 months 
were more problematic due to patients not being interviewed at follow-up – as self-report data is likely 
to be not missing at random, we did not seek to impute values where data were missing. For the primary 
analysis (12-month cost of mental health service contacts) complete cost data were available for n = 537 
participants (91% of those randomised); complete health state utility data required for a complete case 
cost-effectiveness analysis were available for n = 289 participants (49% of those randomised); and 
for secondary analysis of the cost of wider service contacts, complete data on the cost of community 
service contacts at 4 months were available for n = 291 participants (49% of those randomised) and 
n = 293 (50% randomised participants) for cost of police contacts.

Multivariate modelling: costs and health state utilities
The estimation of differences in the mean total cost of mental health service use over 12 months (for 
the primary analysis) and over 4 months post discharge (for the secondary cost-effectiveness analysis) 
for intervention and control participants was undertaken using GLM with a logarithmic link function.53 
Total cost for each period was regressed on a dummy variable identifying treatment allocation (1 = Peer 
support; base category = usual care) and additional ‘baseline’ covariates: ethnicity; trial site; diagnostic 
group; total cost of mental health service contacts over 12 months prior to the index admission. 
The sub-categories of cost defined above were also modelled (over 12 months only) using the same 
approach. Wider service costs over 4 months were modelled similarly with total community-based 
costs and total costs of police contacts modelled separately. Utility scores applicable to EuroQol-5 
Dimensions, three-level version (EQ-5D-3L) health states were also analysed using GLM framework 
using a log-link. Covariates included ethnicity, diagnostic group, number of previous psychiatric 
admissions, trial site and baseline utility scores.

Cost-effectiveness analysis at 4 months: combining costs and QALY outcomes
A ‘net benefit’ framework was used54 to evaluate whether the peer support intervention offered a 
cost-effective alternative to usual care after 4 months post discharge from the index hospital admission. 
For the ‘base case’ analysis, we adopted a cost-effectiveness threshold of £20,000 per QALY gained. 
This is the lower end of the range currently used by NICE (£20,000 to £30,000) when assessing health 
programme cost-effectiveness.

Uncertainty in cost-effectiveness analysis
For the primary analysis of costs over the 12 month follow-up, non-parametric bootstrap sampling was 
performed to facilitate an evaluation of uncertainty in relation to the estimated incremental effect of 
the PW intervention on total costs over 12 months arising from trial sampling error. The probability 
of drawing an incorrect conclusion about cost impact of peer support based on this expected value 
was determined with reference to the proportion of the bootstrap incremental values that are either 
negative or positive. We also present 95% confidence limits using values at the 97.5th and 2.5th 
percentiles of the distribution.

Results

Primary analysis
Appendix 2, Table 14 presents descriptive statistics for the cost of mental health service contacts 
measured over 12 months post discharge from hospital separately for intervention and control 
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participants, including the cost of participant contacts with peer support workers. A positive mean cost 
of PW support is shown for the control arm of the trial on account of two trial participants receiving the 
intervention in error.

Appendix 2, Table 15 contains the main results from the primary analysis carried out on total costs of 
mental health service contacts over 12 months, inclusive of the costs of contacts with peer support 
workers in the intervention group. Adjusting for baseline covariates, exposure to peer support was 
associated with a reduction in mean total costs of £2631 (95% CI −£21,546 to £3845) – this amounted 
to a 10% reduction in mean total costs over 12 months post hospital discharge compared to usual care 
(95% CI −31% to 15%). Given sampling uncertainty there was an estimated 82% probability that peer 
support was associated with lower total costs over 12 months (or an 18% chance that usual care was the 
lower cost alternative).

TABLE 14 Cost of NHS mental health service contacts over 12-month follow-up

 PW intervention CAU

Mean SD Min-max value N Mean SD Min-max value N 

PW intervention £536 £528 £0 to £2574 251 £5 £84 £0 to £1434 296

Service contacts

CMHTs £1523 £1273 £0 to £8083 287 £1749 £1768 0 to £19,883 291

Crisis teams £571 £1060 £0 to £8050 287 £554 £949 £0 to £6600 291

A&E (psychiatric-re-
lated contacts)

£273 £709 £0 to £5278 287 £225 £569 £0 to £4669 291

Psychiatric bed days £15,937 £28,520 £0 to £211,560 287 £21,366 £40,027 £0 to £242,529 291

Day services £107 £758 £0 to £11,470 287 £324 £2724 0 to £44,020 291

Liaison psychiatry £126 £408 £0 to £3660 287 £95 £367 £0 to £3294 291

Psychological 
treatment

£401 £2156 £0 to £21,279 287 £453 £2511 £0 to £36,849 291

Psychotherapy £47 £472 £0 to £5925 287 £17 £278 £0 to £4740 291

Psychiatric 
assessment

£22 £129 £0 to £1212 287 £22 £229 £0 to £3636 291

Street triage £3 £19 £0 to £180 287 £2 £13 £0 to £120 291

Criminal justice 
liaison

£7 £120 £0 to £2040 287 £0 £0 - 291

Place of safety 
(Section 136)

£233 £913 £0 to £9560 287 £181 £1293 £0 to £20,313 291

Forensic psychiatry £31 £396 £0 to £2040 287 £13 £104 £0 to £1435 291

Community drug 
and alcohol team

£0 £0 - 287 £22 £259 £0 to £3857 291

Occupational 
therapy service

£101 £553 £0 to £7802 287 £161 £684 £0 to £6889 291

Perinatal mental 
health

£13 £173 £0 to £2784 287 £13 £172 £0 to £2784 291

All other services £315 £1324 £0 to £13,640 287 £318 £4182 £0 to £71,192 291

Total cost over 
follow-up (including 
intervention cost)

£19,807 £29,133 £5 to £215,698 246 £25,519 £41,449 £0 to £247,372 291
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Multivariate analysis undertaken on sub-categories of cost suggests that most of the cost reduction 
associated with peer support arose from reduced cost of bed day utilisation (estimated reduction in bed 
day costs of −£3765, 95% CI −£9696 to −£2167), although peer support was also associated with an 8% 
reduction in the costs of CMHT contacts (95% CI −21% to 7%).

Sensitivity analysis
Estimated treatment effects using multi-level (GLM) random intercepts model resulted in only marginal 
differences in the standard errors estimated around treatment effects and the predicted difference in 
mean total costs between intervention and control participants.

Two additional post hoc sensitivity analyses were also conducted on the primary analysis of 12-month 
total costs. First, we evaluated whether the exclusion of the estimated reduction in costs of community 
mental team contacts associated with peer support made any difference to the estimated differences 
in total cost. While there was a small reduction in effect of peer support on total cost over 12 months 
when CMHT costs were excluded, much of the intervention effect on mean total costs over 12 months 
was retained, again suggesting that most of the overall effect on total costs can explained by a reduction 
in bed day utilisation.

Second, we tested the sensitivity of the estimated reduction in total costs over 12 months to the 
exclusion of bed day costs above the 95th percentile of the cost distribution. As total costs have 
a distribution with a long right tail (a comparatively small percentage of participants generating a 
disproportionate volume of cost over follow-up), it is plausible that the observed effect of peer support 

TABLE 15 Adjusted cost comparisons over 12-month follow-up

Total cost (including cost of intervention)a  N 

  % effect (95% CI) −10% (−31% to 15%) 527

  Mean cost difference (95% CI) −£2631 (−£21,546 to £3845)

  Probability total cost PW < CAU 82%

Service contact sub-categoriesb

CMHT contacts N

  % effect of PW intervention (95% CI) −8% (−21% to 7%) 527

  Mean cost difference (95% CI) −£132 (−£380 to £137)

Psychiatric bed days N

  % effect of PW intervention (95% CI) −17% (−39% to 12%) 527

  Mean cost difference (95% CI) −£3765 (−£9696 to −£2167)

Crisis team and A&E contacts combined N

  % effect of PW intervention (95% CI) 2% (−22% to 34%) 527

  Mean cost difference (95% CI) £17 (−£209 to £243)

All other service contacts N

  % effect of PW intervention (95% CI) −4% (−38% to 46%) 527

  Mean cost difference (95% CI) −£65 (−£690 to £560)

a Reported statistics based on GLM (gamma error distribution with log link function) estimated on n = 5000 
bootstrapped samples.

b Reported statistics based on GLM (gamma error distribution with log link function) fitted to trial data. For consistency, 
each model fitted to the estimation sample used for total costs
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at the sample mean will be driven by prevention of lengthier and more costly psychiatric admissions. 
We found that exclusion of the participants in the top 5% of bed day costs substantially diminished 
estimated reduction in mean total costs associated with peer support to £549 (compared to the ‘full’ 
effect of −£2631).

Secondary analysis
Appendix 2, Table 16 presents the baseline covariate adjusted EQ-5D-3L health state utility values for 
intervention and control participants at 4 months post hospital discharge. These differences amount 
to a gain of just 0.002 QALYs over 4 months for the intervention over the control group (95% CI −0.01 
to 0.01) – an improvement equivalent to less than one extra day spent in full health. As at 12 months, 
exposure to peer support was associated with lower total costs of mental health service contacts over 
4 months (again inclusive of the incremental costs associated with peer support) – a reduction in mean 
costs of −£2066 (95% CI −£24,158 to £1155).

Appendix 2, Table 17 presents the combined analysis of QALY and cost outcomes over 4 months at a 
cost-effectiveness threshold of £20,000. The expected incremental net benefit (INB) of peer support 
(expressed in QALY units) is positive (0.11 QALYs, 95% CI −0.08 QALYs to 1.29 QALYs). Given sampling 
error, there is a 75% chance that this conclusion is correct (or conversely a 25% probability that usual 
care was the more cost-effective alternative).

The expected incremental net benefit of peer support remains positive over all values of the cost-
effectiveness threshold (see Appendix 2, Table 17) with little variability in estimated uncertainty.

TABLE 17 Cost-effectiveness of PW at 4 months post discharge

 Mean (% effect) 95% CI 

Incremental total cost −£2066 (−17%) −£24,158 to £1155

Incremental QALYs 0.003 (2%) (−0.032 to 0.032)

Cost-effectiveness CET = £20,000 (base case) CET = £30,000 CET = £13,000

Incremental net benefit per 
patient exposed to PW

0.11 QALYs 0.07 QALYs 0.15 QALYs

95% CI −0.08 QALYs to 1.29 QALYs −0.06 QALYs to 0.86 QALYs −0.09 QALYs to 2.04 QALYs

Probability that PW is a 
cost-effective alternative to 
CAU at 4 months

75% 75% 76%

CET, cost-effectiveness threshold.

TABLE 16 EQ-5D-3L health state utility values at 4 months post discharge: adjusted estimatesa for trial groups

 Mean 95% CI N 

PW intervention 0.65 (0.55 to 0.76) 130

CAU 0.63 (0.54 to 0.73) 159

a Adjusted estimates derived from GLM of disutility values (Poisson error distribution with log link function).
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Appendix 2, Table 18 contains descriptive statistics for the costs of wider service contacts. Appendix 2, 
Table 19 presents estimated differences in the costs of wider service contacts between intervention and 
controls, adjusting for baseline covariates. The mean cost of self-reported community-based service 
and police-related contacts was estimated to be £51 (95% CI −£164 to £265) and £53 (−£43 to £149) 
higher for intervention participants respectively.

TABLE 18 Cost of additional service contacts at 4 months post discharge: descriptive statistics

 PW intervention CAU

Mean SD Min-max value N Mean SD Min-max value N 

Community-based 
service contacts

£631 £1035 £0 to £6228 138 £617 £883 £0 to £5950 160

Contact with police 
(including custody)

£127 £311 £0 to £1170 136 £113 £295 £0 to £1296 163

TABLE 19 Cost of additional service contacts: adjusted differencesa

 Mean difference 95% CI N 

Community-based service contacts £51 −£164 to £265 291

Contact with police (including police custody) £53 −£43 to £149 293

a All adjustments made using GLM fitted to trial data (gamma error distribution and log link function).
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Appendix 3 Predictors of engagement with 
peer support

Methods

Participants
All trial participants who had been randomised to the PW group and who had a known allocated PW 
were included in this analysis.

Data
The dependent variable, ‘engaged with PW’, was defined in the CACE analysis as participants who had at 
least two PW meetings, at least one of which was in the community post-discharge.

Pre-randomisation and pre-discharge predictor variables were obtained from a number of sources: 
baseline research interview which was conducted prior to randomisation, EPR extracted by site 
information management personnel for the period 12 months pre-index admission and a PW contact log 
completed using an online survey after each attempted contact.

Pre-randomisation predictor variables were: index admission type (compulsory/voluntary), sexual 
orientation (heterosexual/not heterosexual), gender, diagnosis (using stratification variable), ethnicity 
(black/other), age, social inclusion (SIX), severity of symptoms (BPRS), hope, number of admissions 
in year prior to index admissions, treatment stigma barriers to accessing care evaluation, severity of 
anticipated stigma and count of life areas of stigma questionnaire on anticipated discrimination (QUAD).

Pre-discharge predictor variables were: matching characteristics between participant and PW, 
relationship-building in first contact, length of first contact with PW (minutes), days between 
recruitment and discharge and whether the participant had two or more PW contacts pre discharge.

To calculate the ‘matching characteristics’, variable intermediate variables were calculated to indicate 
whether allocated PWs matched participants on age (matching within age bands: 18–35, 36+), gender, 
ethnicity (matched within ethnicity groups; Asian, black, mixed, other and white) and diagnosis (matched 
with diagnosis categories: psychotic disorder, personality disorder, other diagnosis). The variable 
‘matching characteristics’ was calculated as the sum of the four characteristics PWs and participants 
may have matched on, giving a possible range of 0–4.

For each contact PWs indicated which of the following activities were covered in the contact: using your 
own lived experience, learning from the lived experience of the person you are supporting, negotiating 
(or renegotiating) the boundaries in your relationship, accompanying or ‘being alongside’ the person you 
are supporting, using active listening skills. Using these data, ‘relationship-building’ was calculated as 
the count of these activities covered in the first contact between PW and participant and had a possible 
range of 0–5.

Statistical analysis
Logistic regression was used to model the relationship between the two groups of predictor variables 
and ‘engaged with peer support’ dependent variable. Results are reported with ORs and 95% CIs.
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Results

Two hundred and ninety-four participants were allocated to the peer support group. Three of these 
participants withdrew their data. Of these, 265 (90%) had a known allocated PW.

Descriptive data
The sample had a mean age of 39.7 years (SD = 14.0) with a range from 18 to 74 years. There were 
similar numbers of male (48.3%) and female (51.4%) participants with one identifying as transgender. 
Just over half of the sample was white, 144/257 (56%) and 43/257 (16.7%) were black. Two hundred 
and seventeen participants were heterosexual. The largest diagnostic group in this sample was the 
psychotic disorders group (44.5%). Approximately half of participants (50.8%) had been admitted 
under a compulsory admission. In the year prior to the index admission, participants had a median of 
1 psychiatric admission.

Engagement with peer support
Sixty-two per cent (163/265) of participants received peer support as defined as having had at least 
two PW meetings, at least one of which was in the community following discharge. For the 163 who 
engaged with peer support their mean number of face-to-face contacts was 9.1 (median = 9; SD = 4.7) 
ranging from 2 to 22. Post discharge they had a mean number of face-to-face contacts equal to 7.1 
(median = 7; SD = 4.0) ranging from 1 to 15.

Pre-randomisation predictors of engagement
Descriptive statistics of the pre-randomisation variables being tested as predictors are reported in 
Appendix 3, Table 20, split by engaged with PW group. These are accompanied by the parameter 
estimates of the logistic regression model. It can be seen that the only demographic characteristic 
predictive of engaging with peer working is sexual orientation, heterosexual participants being 70% less 
likely to engage with PW than non-heterosexual participants, OR 0.3 (95% CI 0.08 to 0.87; p = 0.029).

This model was repeated twice, (1) removing SIX and (2) removing count of life areas of stigma 
(QUAD). SIX was removed as this variable had the most missing data, its removal increasing n to 210. 
The QUAD variable was removed as the two versions of the scale, mean and count of life areas, were 
highly correlated, r = 0.73. These two models produced results consistent with the reported model in 
Appendix 3, Table 20. Little’s test was non-significant, indicating there was no evidence that data were 
not missing completely at random indicating that a complete case analysis is appropriate.

Pre-discharge predictors of engagement
Looking at the individual characteristics that may match or not between the participant and their PW it 
can be seen in Appendix 2, Table 19 that there is no evidence that matching on age, gender, ethnicity or 
diagnosis impacts on whether the participant engages with the PW. These are incidental matches – no 
attempt was made to match on characteristics apart from gender if a participant expressed a preference 
or if this was indicated as necessary by a member of the participant’s clinical team. The individual 
matching variables were not analysed further.
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Appendix 3, Table 22 reports the results of the logistic regression model exploring the association 
between predictors relevant to the instigation of the peer support relationship. It can be seen that 
a shorter time between recruitment and discharge and a longer duration of first contact with PW is 
associated with being more likely to ‘engage with peer support’. Relationship-building is nearly significant 
at the 5% level with those who engaged with peer support having on average 1 more relationship-
building activity than those who did not engage with peer support.

TABLE 20 Pre-randomisation predictors of engagement with peer support

  n Engaged (%) Not engaged (%) OR (95% CI) n = 180 p-value 

Index admission Voluntary 122 80 (52) 42 (45) 1 0.248

Compulsory 126 75 (48) 51 (55) 0.7 (0.32 to 1.34)

Sexual orientation Not heterosexual 43 34 (21) 9 (9) 1 0.029

Heterosexual 217 126 (78) 91 (91) 0.3 (0.08 to 0.87)

Gender Female 133 84 (53) 49 (50) 1 0.684

Male 125 75 (47) 50 (50) 0.9 (0.44 to 1.72)

Diagnosis F20–F29 118 70 (43) 48 (47) 1 0.451

F60 (Specific personal-
ity disorder)

51 29 (18) 22 (22) 0.6 (0.21 to 1.73)

Other eligible non-psy-
chotic disorders

96 64 (39) 32 (31) 0.6 (0.31 to 1.36)

Ethnicity Other 214 139 (87) 75 (77) 1 0.222

Black 43 21 (13) 22 (23) 0.6 (0.26 to 1.34)

n Mean (SD) Mean (SD)

Age (years) 255 40.2 (14.5) 38.8 (13.2) 1.0 (0.99 to 1.03) 0.417

Social inclusion (SIX T0) 220 3.2 (1.3) 2.9 (1.4) 1.2 (0.89 to 1.50) 0.273

Severity of symptoms (BPRS T0) 248 33.0 (9.2) 35.1 (9.7) 1.0 (0.94 to 1.02) 0.404

Hope (HHI T0) 249 33.1 (8.1) 33.4 (8.3) 1.0 (0.97 to 1.07) 0.530

Admissions in year prior to index admission 265 1.0 (1.3) 1.0 1.1 (1.2) 1.0 1.0 (0.75 to 1.27) 0.860

Treatment stigma (BACE T0) 254 1.3 (0.85) 1.4 (0.84) 1.2 (0.78 to 1.95) 0.366

Severity of anticipated stigma (QUAD T0) 258 1.4 (0.6) 1.4 (0.5) 1.0 (0.43 to 2.35) 0.984

Count of life areas of stigma (QUAD T0) 258 10.8 (3.9) 10.9 (3.6) 1.0 (0.88 to 1.12) 0.946

BACE, barriers to accessing care evaluation; HHI, Herth Hope Index.

TABLE 21 Individual matching characteristics and engagement with peer support

 n Engaged (%) Not engaged (%) p-value 

Matched on age group 231 70 (50) 49 (54) 0.477

Matched ethnicity 254 78 (49) 49 (52) 0.697

Matched gender 251 87 (56) 51 (53) 0.642

Matched diagnosis 265 53 (33) 31 (30) 0.718
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TABLE 22 Pre-discharge predictors of engagement with peer support

 n Engaged Not engaged OR (95% CI) n = 247 p-value 

2 or more contacts on ward pre-discharge 265 66 (40.5%) 35 (34.3%) 1.5 (0.76 to 2.96) 0.242

Mean (SD) Mean (SD)

Degree of matching 0–4 265 1.8 (1.0) 1.8 (1.0) 1.0 (0.76 to 1.38) 0.867

Relationship-building – first contact 248 3.2 (1.4) 2.2 (1.8) 1.2 (0.99 to 1.58) 0.065

Length of first contact (minutes) 247 49.0 (30.4) 29.0 (24.0) 1.02 (1.00 to 1.04) 0.010

Time between enrolment and discharge (days) 265 27.1 (37.4) 66.6 (134.7) 0.99 (0.98 to 1.00) 0.002
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Appendix 4 Peer worker impact study

Data collection

Interviews took place after training and induction into the role (T1) and after 4 months (T2) and 
12 months in post (T3). At T1 only the interview included structured questions collecting socio-
demographic data. At T1 and T3 questions were asked about mental health and physical health service 
use for the preceding 3 months using a modified version of the Client Services Receipt Inventory 
(CSRI).79 At all three time points participants were asked to complete the Warwick-Edinburgh Mental 
Wellbeing Scale,80 Job Satisfaction Measure,81 Interdisciplinary Team Process and Performance in 
Long-Term Care82 and Maslach Burnout Inventory.83 Data on days absent from work and length of 
employment for each PW was collected from the PWC at each site. Number of contacts with each 
person supported by each PW was collected from an online contact log completed by PWs after 
each contact.

Peer workers completed a qualitative interview, lasting about an hour, with a service user researcher 
at each timepoint. Interviews at T1 explored PWs’ experiences of recruitment to the role and training 
received and initial experiences of being part of a PW team. Interviews at T2 and T3 explored PWs 
experiences of providing peer support, reflection on how training helped them prepare for the role, 
challenges and rewards of the role, experiences of the PW team and working alongside clinical teams, 
experiences of support and supervision, and reflections on staying well at work. The interview at T3 also 
considered future work aspirations and opportunities.

Data analysis

Normative data were chosen for the general population (well-being) or a large sample (> 500) of 
healthcare professionals from the UK (job satisfaction and burn out) or USA (interdisciplinary team 
working). Comparison of the outcomes for PWs to normative samples was by inspection rather than 
statistical test. To examine change in outcomes over a year, paired t-test analyses were conducted 
comparing T1 to T3 data and T1 to T2 data.

Qualitative data were first analysed as described in Process evaluation – peer support and change in mental 
health services above, with data from impact study interviews with PWs contributing to the development 
of the analytical codebook (see Report Supplementary Material 3). Our approach to data synthesis 
sought to merge analyses by exploring convergence and divergence between datasets.61 Where 
quantitative analysis was of interest, we revisited qualitative data either to illuminate quantitative 
findings or, where there were tensions between datasets, to understand how PWs might articulate their 
experiences differently.

Results

Participant characteristics are reported in Appendix 4, Table 23. The 32 PWs were in post for 
17.7 months on average ranging from 6.1 to 31.6 months. The mean number of hours worked per week 
was 17.8 hours, ranging from 10 to 30 hours per week. PWs reported a mean of 6.8 days sick leave, 
ranging from 0 to 65 days with 12 PWs reporting no sick leave. PWs supported a mean of 9.7 people 
each, ranging from 1 to 39 people. Number of completed face-to-face contacts ranged from 2 to 273, 
with a mean of 56.1 contacts per PW and a total of 1682 contacts over the course of the study. Health 
service use for the 3 months prior to T1 are given in Appendix 4, Table 24.
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TABLE 23 Characteristics of PW participants

  n n (%) 

Site South West London 32 5 (15.6)

East London 7 (21.9)

Sussex 6 (18.8)

Central & North West London 5 (15.6)

Bradford 3 (9.4)

Birmingham 3 (9.4)

Surrey & Borders 3 (9.4)

Gender Male 32 10 (31.3)

Female 21 (65.6)

Prefer not to say 1 (3.1)

Sexual orientation Bisexual 31 3 (9.7)

Lesbian/Gay 2 (6.5)

Heterosexual 22 (71.0)

Prefer not to say 4 (12.9)

Ethnicity White British 30 20 (66.7)

White Irish 3 (9.0)

White other 2 (6.7)

Arab 1 (3.1)

Black/Black British African 1 (3.1)

Asian/Asian British Pakistani 1 (3.1)

Mixed white & Asian 1 (3.1)

Mixed other mixed background 1 (3.1)

Highest education level Secondary school 25 7 (28.0)

More than secondary school 10 (40.0)

University graduate 4 (16.0)

Postgraduate 4 (16.0)

Marital status Married 25 3 (12.0)

Single 16 (64.0)

Divorced 2 (8.0)

In a relationship 4 (16.0)

Religion No religion 28 14 (50.0)

Christian 8 (28.6)

Muslim 3 (10.7)

Religion not stated 3 (10.7)
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Measures of well-being, job satisfaction, multidisciplinary team working and burn out
Data were available for 20 PWs at T2 and 21 at T3. Descriptive statistics are reported in Appendix 4, 
Table 25. The well-being of the PWs remained fairly constant over the year, marginally lower than the 
general population norm. The job satisfaction subscales and overall score mean values were higher 
than norm values apart from satisfaction with pay and prospects subscales. Interdisciplinary Team Scale 
subscales were higher than norm values across the three timepoints apart from team effectiveness and 
workplace resources. Mean scores of Maslach Burnout Inventory subscales indicate lower levels of burn 
out and depersonalisation, and slightly higher levels of personal effectiveness than norms.

  n n (%) 

English is first language 25 24 (96.0)

Has child under 18 years living in household 23 1 (4.3)

Mean (SD) Min-Max

Age 27 42.9 (9.0) 26.0–59.0

Length of time in post, months 32 17.7 (8.2) 6.1–31.6

Number of contracted hours per week 30 17.8 (5.6) 10.0–30.0

Number of days sick leave 30 7.7 (13.8) 0.0–55.0

Number of peers 30 9.7 (8.0) 1.0–40.0

Number of completed FTF contacts 30 56.1 (54.0) 2.0–273.0

TABLE 23 Characteristics of PW participants (continued)

TABLE 24 Number of PWs reporting service contacts by type

 T1 (n = 32) T3 (n = 21) 

Inpatient stay (physical health) 1 0

A&E visit (physical health) 4 2

Outpatient visit (mental health) 5 2

Psychiatrist 7 3

CMHT 13 6

Crisis & home treatment team 0 0

Counselling/psychotherapy 4 7

GP 13 10

Primary care nurse 8 6

Recovery college 9 6

Other community-based well-being groups/services 0 6
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Change in service use
Appendix 4, Table 24 indicates very little change in use of services for both mental and physical 
health from T1 to T3, with the exception of an increase in use of counselling and psychotherapy, 
and new use of a range of community-based well-being services, including attending community and 
faith-based groups.

Change in outcomes
Change in outcomes from T1 to T2, and T1 to T3 is reported in Appendix 4, Table 26. Between baseline 
and 4 months follow-up there was a statistically significant decrease of nearly 4 points in well-being, 
a medium effect size, 0.56. However, over the course of the year there was no significant change 
in well-being. There was a statistically significant decrease in some job satisfaction subscales at the 
4-month follow-up; personal satisfaction (medium effect size, 0.50), satisfaction with workload (small 
effect size, 0.31) and satisfaction with prospects (small effect size, 0.33). This decrease in satisfaction 
with prospects continued over the year with T1 to T3 scores reducing by 0.45 points, a statistically 
significant change (small – medium effect size, 0.43). Over the course of the year there was also a 
statistically significant decrease in satisfaction with training (small – medium effect size, 0.46). There 
was no statistically significant change in any of the Multidisciplinary Team subscales at T2 or T3. Of note 
however is the relatively large effect size for a decrease in the Communication subscale of 0.86 to T3. 
Examining the Maslach Burnout Inventory, there was a significant increase in depersonalisation at both 
T2 and T3, the increase occurring in the first 4 months and seemingly maintained to T3 (small-medium 
effect size to T2, −0.48).
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Qualitative results

Overall levels of well-being and employment outcomes
Participants articulated a positive sense of well-being, attributing both feeling and functioning well 
aspects of well-being to the PW role:

For me it was about having the opportunity to be able to help others and to be able to realise that I was a 
human being who was valued, and it was an empowering experience to be able to now be in a position to 
contribute and have a meaningful fulfilling role in life again by supporting others.

(BMS-PW01-T1)

In general, satisfaction with the PW role was reported as high, participants were pleased that the 
role was, in most cases, properly salaried and they were, at least initially, optimistic about future 
job prospects:

This has been my first paid job in probably eight years I think … It’s been the most fantastic experience, 
I’ve absolutely loved it.

(SWL-PW05-T3)

… maybe gain some more experience, maybe go on to a more senior role or managerial role. I’d like to do 
some training development for my own personal growth. And maybe go on to peer training.

(CNW-PW04-T1)

A strong and supportive sense of team within the peer support team was evident in a number 
of interviews:

Supervision has been a really nice way to end the week because we all come together and we discuss ideas 
and issues and explore ways to make things better to improve our practice. I do enjoy working with my 
other peer workers as well, they’re really nice. We get on really well and I think having the people that you 
surround yourself with at work and a good work environment is really essential to your mental health.

(CNW-PW02-T2)

However, a sense of disconnect with the work of clinical teams might have contributed to the slightly 
lower team effectiveness and resources scores:

… it’s been a bit blurred about what our role is as peer support workers [when] there hasn’t been a 
care co-ordinator or other support workers involved with a particular peer that you are working with. I 
think sometimes you are a little bit forced into helping with things like accommodation … and that’s not 
your role.

(CNW-PW01-T2)

PWs, by and large, did not report feeling burnt out in their work, and also experienced a high degree of 
personal effectiveness in the role:

… so previously when I was at [name of service] they were very long days and it’s a crisis service so 
it’s extremely busy and you just don’t stop all day so I was tired. But this role, because it’s completely 
different, it’s good for me, it’s pushing me and I think it’s having a better impact on my well-being.

(BDF-PW03-T1)

Low levels of de-personalisation were indicated by enthusiasm about interpersonal relations and 
working alongside others, especially where the work was emotionally demanding:
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… as soon as I walked on the ward … I was like, ‘I want to be back here on the ward with all these people’ 
… every time I come into work, the more I’m around people … it’s just like I’m on a complete high … It’s just 
so positive.

(ELN-PW01-T1)

Change in outcomes

Well-being
Qualitative data from T2 indicate that, perhaps once the excitement following training had gone and the 
realities of the work confronted PWs, well-being could be challenged:

Well the level of responsibility and the level of freedom has surprised me. In a good way predominantly but 
it does have its moments. I think remote working is quite difficult or can be … you can feel left with quite a 
lot of difficult feelings.

(CNW-PW02-T2)

Job satisfaction
PWs did voice concerns about managing workload as the project progressed:

… trying to work my hours and not try and work too much beyond them. That is quite a struggle I have to 
say and I do find because I work part-time and it’s quite difficult to fit everything into the designated days 
and the timetabling when particular peers say ‘oh well, we need you to send a text’ or ‘call me’ the day 
before we are meeting … it’s quite easy for the peer role to bleed into other days.

(CNW-PW02-T2)

Some PWs found it difficult when the people they were supporting did not engage with the peer 
support, leaving them underemployed at times:

How to deal with non-engaging clients and you just, it is frustrating because you want to help them. 
You think the person would benefit … you are prevented a little bit from taking on too many new clients 
because they might suddenly decide to re-engage so that’s a tricky one.

(BDF-PW02-T2)

PWs remained hopeful that they would find future employment but did voice concern as fixed term 
contracts were coming to an end:

I’m hoping that once our contracts are up or not furthered or whatever more opportunities will come.
(SSX-PW05-T2)

Team working
Peer workers continued to value good communication within the PW team, but also felt that improved 
communication with clinical teams involved in the care of the people they were supporting would 
be beneficial:

… part of that is also communicating to a supervisor or colleague what is going on is helpful because then 
you can get that support or support someone else.

(CNW-PW01-T2)

… what you find is sometimes having that engagement, that rapport with them [clinical teams] is actually 
very supportive of one another … it’s about working together and it’s not about stepping on anyone’s 
shoes … we’re all supposed to be reading off the same page.

(CNW-PW04-T2)
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Burn out
One PW described measures put in place with their manager to address the demands of the role:

I like connecting with people in life. So that’s why when I was feeling this intensity I said there was a burn 
out … and my manager said ‘what would help you’? and I said ‘I still need to continue to connect with 
people, I don’t want time off, but I just don’t want to connect as intensely as I was doing.’ So they needed 
someone to promote the project so me going out now and doing presentations was a win-win situation …

(ELN-PW04-T2)
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