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Abstract
Individuals with serious mental illness (SMI) face significant health disparities and multiple barriers to engaging in health 
behavior change. To reduce these health disparities, it is necessary to enhance the support individuals with SMI receive 
through the collaboration of different healthcare providers. This study explored how people with SMI living in supportive 
housing perceived receiving support from peer and non-peer providers for their physical health. Qualitative interviews were 
conducted with 28 participants receiving a peer-led healthy lifestyle intervention in the context of a randomized trial in sup-
portive housing agencies. Interviews explored participants’ experiences working with the healthy lifestyle peer specialist 
and a non-peer provider who assisted them with health. Interviews were audio recorded, transcribed, and analyzed using 
strategies rooted in grounded theory. Participants viewed their relationships with peer and non-peer providers positively, 
but described differences in the approach to practice, power dynamics present, and how they identified with each provider. 
Participants described peers as process-oriented while non-peer staff as task-oriented, focusing on accomplishing concrete 
objectives. Each provider sought to boost participants’ motivation, but peers built hope by emphasizing the possibility of 
change, while non-peer providers emphasized the consequences of inaction. Participants related to peer staff through shared 
experiences, while identifying the importance of having a shared treatment goal with their non-peer provider. Overall, partici-
pants appreciated the unique roles of both peer and non-peer staff in supporting their health. Study findings have implications 
for integrating the use of peer-based health interventions to improve the health of people with SMI.
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Introduction

Compared to the general population, individuals with seri-
ous mental illness (SMI; e.g., schizophrenia, bipolar disor-
der) experience excess mortality, largely due to high rates of 
cardiovascular disease and metabolic illnesses (John et al., 
2018). Numerous factors contribute to the health dispari-
ties faced by this population including cardio-metabolic side 
effects of anti-psychotic medications, high rates of smoking 
and obesity, sedentary lifestyles, and inadequate medical 
care (Druss et al., 2001; Hert et al., 2011; Newcomer & Hen-
nekens, 2007). While many of these risk factors are modifi-
able, persons with SMI face significant obstacles to engaging 

in behavior change and managing health conditions. Though 
SMI can negatively impact help-seeking behavior, people 
with SMI also experience systemic barriers to accessing 
care and are less likely to receive high quality medical care 
compared to people without mental illness (Lawrence & 
Kisely, 2010; Mitchell et al., 2009). Provider discomfort as 
well as separation of medical and psychiatric services has 
led to a majority of people with SMI receiving fragmented 
care in multiple treatment settings (Benefits of Integration 
of Behavioral Health, 2018; Cunningham, 2009; Elhauge, 
2010; Fleischhacker et al., 2014; Katon et al., 2003; Mittal 
et al., 2014; Rathore et al., 2008).

Given these challenges, improving the health of per-
sons with SMI will require expanding access to quality 
care and providing increased support for health behavior 
change (Kelly et al., 2014). Several initiatives aim to facili-
tate this, including the push toward integrated care, the 
implementation of healthy lifestyle interventions, the use of 
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peer-delivered services within health programs, and recogni-
tion of permanent supportive housing as a potential nexus 
of care for people with SMI (Deenik et al., 2019; Weinstein 
et al., 2013). Integrated care models seeking to maximize 
collaboration between physical and mental health providers 
(e.g., medical doctors, social workers, case managers, para-
professional staff) have gained traction to counteract reliance 
on separate specialists providing treatment in silos (Rodgers 
et al., 2016). Such approaches are associated with improved 
care quality and physical health outcomes (e.g. improve-
ments in cholesterol), and lower overall costs (Walker & 
Druss, 2018; Scharf et al., 2016).

Additionally, peer specialists, who use their lived experi-
ence of recovery from mental illness or substance use and 
formal training to support others experiencing similar con-
cerns (SAMHSA, 2016), are increasingly employed in a 
variety of roles addressing physical health of people with 
SMI (Pitt et al., 2013). Peer-based health interventions have 
been associated with improvements in diet, self-management 
behaviors, and communication with physicians (Bellamy, 
Schmutte, & Davidson, 2017; Cabassa et al., 2017). Peers 
are able to speak directly from their experiences with navi-
gating the challenges of accessing care and incorporating 
suggested interventions into one’s life, allowing peers to 
serve as role models for clients (Beehler, Clark, & Eisen, 
2014; Bochicchio et al., 2018; Gidugu et al., 2015). Further, 
integrated care teams comprised of peer and non-peer staff 
have been associated with increased treatment engagement 
and a greater sense of self-efficacy (Corrigan, Pickett, et al., 
2014; Bartels et al., 2013).

Implementing healthy lifestyle interventions, which seek 
to improve nutrition and physical activity, have been associ-
ated with improvements in weight, BMI, waist circumfer-
ence, and other cardiometabolic indicators among people 
with SMI (Cabassa et al., 2010; Daumit et al., 2013).

Despite these positive developments, inclusion of health 
services within permanent supportive housing (PSH) 
remains the exception and access to healthy lifestyle inter-
ventions is hindered by a focus on implementation in clinical 
settings using health professionals (Cabassa & Stefancic, 
2019). PSH combines stable housing and a range of ser-
vices (e.g., case management; mental health, substance use 
treatment, and employment services) to support people with 
SMI, and there have been recent calls to expand these sup-
ports to more comprehensively include linkage to healthcare 
and other health promotion services (Henwood, Stanhope, 
et al., 2013; Henwood, Cabassa, Craig, & Padgett, 2013). 
However, wider dissemination of peer-led and integrated 
care approaches is often hindered by limited understanding 
of how different roles and providers approach and attend to 
participants’ physical health issues and how to engage in suc-
cessful interdisciplinary collaboration (Rodgers et al., 2016). 
Further, few studies have attempted to juxtapose the ways 

in which peer vs. non-peer providers support persons with 
SMI in general, and even fewer have done so with respect to 
physical health. One study comparing clients’ perceptions 
of a chronic disease self-management group co-facilitated 
by a peer and non-peer staff reported that clients empha-
sized that the non-peer staff offered “book learning” while 
the peer specialist offered their own experiences to further 
contextualize the material delivered in group (Muralidharan 
et al., 2020). Given that such studies are an exception, more 
research is needed to understand the contributions of both 
peer and non-peer providers in supporting people with SMI, 
particularly in healthcare. To help fill this gap, this qualita-
tive study explored how participants attending a peer-led 
healthy lifestyle intervention nested within a PSH agency 
described working with both peer and non-peer providers to 
address their physical health. Increased examination of how 
these different provider roles and approaches are perceived 
by participants is critical to creating a shared understanding 
of care across both patients and different providers and can 
inform implementation of more collaborative and integrated 
care approaches.

Methods

Setting

This study is a part of a larger hybrid type I trial testing 
the effectiveness and implementation of a peer-led healthy 
lifestyle program for people with SMI who are overweight/
obese (i.e., BMI > 25) and living in three supportive housing 
agencies (Cabassa et al., 2015). All study participants had 
the opportunity to engage with a range of standard health-
related services offered by non-peer staff as part of agencies’ 
usual care services; those assigned to the intervention addi-
tionally received the peer-led healthy lifestyle intervention.

The Peer-Led Group Lifestyle Balance Program (PGLB) 
is an adaptation of the Group Lifestyle Balance Program 
(GLB), itself derived from the Diabetes Prevention Program 
(Kramer et al., 2009; O’Hara et al., 2017). GLB is a group-
based intervention that seeks to reduce risk of cardiovascu-
lar disease and diabetes by improving participants’ diet and 
physical activity (Kramer et al., 2009). It is a 22-session, 
year-long manualized program consisting of weekly sessions 
for the first three months (core), followed by biweekly ses-
sions (transition) for 3 months, and monthly sessions (main-
tenance) for the remaining 6 months. PGLB was adapted for 
delivery by peer specialists and provided increased support 
to participants living with SMI (e.g., in-between session 
check-ins), flexible session formats (group or individual), 
and make-up sessions for individuals who had missed ses-
sions (O’Hara et al., 2017).
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Peer specialist facilitators were trained and certified in 
peer-led services by their state accrediting board. Peer spe-
cialists also participated in a 2-day GLB certification pro-
gram with certified PGLB master trainers. In addition, prior 
to facilitating the intervention, peer specialists participated 
in 3 months of intensive training led by research staff. Dur-
ing this training, all session materials were reviewed session-
by-session and each peer specialist facilitated mock sessions 
(Cabassa et al., 2020; Velez-Grau, Stefancic, & Cabassa, 
2019). Peer specialists were employed by the supportive 
housing agencies and received weekly supervision from the 
agency and the research team consisting of session prepara-
tion, fidelity monitoring, and feedback.

The degree to which non-peer support was coordinated 
with the healthy lifestyle intervention varied greatly across 
sites. Some of the primary care doctors working with par-
ticipants coordinated closely with the healthy lifestyle inter-
vention (including being a supervising team member of the 
intervention), while other primary care doctors were part of 
external clinics and not affiliated with the agencies. Most 
nursing staff and case workers/social workers were part 
of the agency and aware of the lifestyle intervention, but 
provided separate support services (e.g., care coordination, 
help with shopping). The non-peer providers described in 
this study did not receive specific training in health promo-
tion outside of their professional training or education. For 
non-peer providers whose training was not directly in health 
services, health support described by participants consisted 
of coordinating healthcare appointment times, assisting with 
travel to/from appointments, and offering general advice and 
support (e.g., sharing healthy recipes). Almost all non-peer 
staff had training in providing support to individuals with 
SMI, with the exception of some of the primary care doctors 
external to the agencies.

Sample

To be eligible for the qualitative sub-study, participants had 
to have met criteria for the RCT (see Cabassa et al., 2015 
for details) and have completed at least two PGLB sessions. 
This study used a purposive sampling approach to maximize 
the diversity of participant experiences, recruiting partici-
pants based on both program attendance (high/low) and ses-
sion format (group/individual). High attenders completed 
>75% or more of PGLB core/transition sessions and low 
attenders had completed <75%.

Data Collection

Participants completed a semi-structured interview, lasting 
45 min on average, regarding their experiences of receiving 
support from both the PGLB peer specialist and other non-
peer providers for their physical health. Participants were 

asked to identify a non-peer staff (NPS) that supported them 
with their physical health. Participants were then asked to 
describe and compare their experiences working with the 
PGLB peer specialist (PS) and the NPS. The interview guide 
was developed in collaboration with an expert in the field 
of peer-delivered services and through a review of existing 
literature of peer-based services (Gidugu et al., 2015; Solo-
mon, 2004). Sample questions included: “How comfortable 
did you feel working with [PS]?” and “Was your level of 
trust or comfort working with [peer specialist] the same or 
different than with other non-peer staff?” All participants 
provided written informed consent and all procedures were 
approved by the Columbia University Institutional Review 
Board (IRB) and the Philadelphia Department of Health 
IRB.

Data Analysis

Participant demographics taken from RCT from baseline 
structured interviews were analyzed using descriptive sta-
tistics. Qualitative analyses occurred concurrently with data 
collection using analytical strategies rooted in grounded 
theory, such as coding, consensus and constant comparison 
(Glaser & Strauss, 1967; Willms et al., 1992). Through con-
stant comparison and identification of patterns, the analysis 
built on an in-depth understanding of how peer and non-peer 
providers are approaching their work. An initial codebook 
was developed consisting of concepts identified both a pri-
ori (i.e., from existing literature, such as “credibility” and 
“empathy”) and from two researchers’ readings of four tran-
scripts (e.g., “not alone” and “on our level”). This prelimi-
nary codebook was used by two researchers to independently 
code 12 transcripts and make final revisions to the codebook. 
A third researcher helped resolve discrepancies between the 
two coders to reach consensus. Following completion of 25 
interviews, the researchers speculated whether additional 
interviews would yield new information. Five additional 
interviews were conducted and confirmed that data satura-
tion had been reached. All transcripts were coded in ATLAS.
ti. Atlas reports were then generated of codes organized by 
provider type being referenced, allowing the team to review 
content and patterns emerging within and across codes by 
peer and non-peer provider designation. Following initial 
review of reports, researchers identified themes emerging in 
the data (e.g., content, time, hierarchy) and then re-reviewed 
transcripts to identify if and how themes were described 
in reference to each provider. Researchers met weekly to 
debrief and discuss, compare, and contrast how preliminary 
themes differed or were consistent across providers. To max-
imize rigor, multiple coders independently coded transcripts 
and following analysis of interviews, the researchers pre-
sented findings to PGLB peer specialists, who reported that 
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the findings were consistent with their experiences engaging 
participants in PGLB.

Results

Sample Characteristics

Of 56 participants who were eligible for this sub-study, 30 
were invited to participate (see Table 1). All 30 participants 
completed interviews, but two interviews were terminated 
early (one due to a participant’s refusal to answer questions 
and the other due to difficulties directly answering ques-
tions), resulting in 28 participants in the final study sam-
ple. Participants on average were 49.8 years old with 14 
males and 14 females. A majority of participants identified 
as Black (71.0%) and had at least a high school education 
(60.71%). Depression was the most commonly reported 
psychiatric disorder, followed by schizophrenia/schizoaf-
fective disorder, and bipolar disorder. The most commonly 
reported physical health conditions were hypertension, high 
cholesterol, diabetes, and arthritis. Sixty-four percent of 
participants (median of 21.5 sessions/22 sessions) had high 
attendance and 36% had low attendance (median of 13.5 
sessions/22 Sessions).

When asked to identify a NPS that assisted them with 
their physical health, the majority of participants identified 
someone who worked with them directly regarding their 
health including their primary care doctor or psychiatrist 
(28.5%), nursing staff (14.3%), case worker (17.9%), social 
worker (7.1%), program director (7.1%), nutritionist (7.1%), 
or group leader of a health class (3.6%). The remainder of 
participants identified another member of the supportive 
housing agency staff (14.3%), such as their art therapist or 
another group facilitator, who `supported them with their 
health more informally. However, we did not systematically 
track the unique count of non-peer providers described in 
this study, though, there were more non-peer providers 
named (n = 28) than total number of peers (n = 4) who deliv-
ered the health intervention.

Overview

Overall, participants viewed their relationships with PS 
and NPS positively, describing how each provider assisted 
them with their health through the provision of knowledge 
and resources. However, participants consistently described 
differences in how each provider assisted them with their 
health-related goals, specifically in the providers’ approach 
to practice, the power dynamics present in the relationship, 
and how they identified or shared commonalities (e.g., 
shared experience vs. shared goals) with each provider 
(Fig. 1).

Approach to Practice

Process vs. Task‑Oriented  Differences between the peer’s 
process-oriented and NPS’s task-oriented approach to prac-
tice were effectively summarized by one participant,

[NPS] does her job effectively and that’s all that really 
is required I guess…[PS], on the other hand, she’s 
always…really joyous. She comes in, oh, hello eve-
rybody, come on, let’s go downstairs. We’re going to 
learn about salads today…she’s able to bring a lot of 
information out of a person when otherwise the person 
wouldn’t be sharing in the first place…

In addition to the ability of PS staff to deliver intervention 
content, there was frequent emphasis on their ability to cul-
tivate a positive social environment, in which people felt 
comfortable sharing their own experiences and participating 
in the intervention.

He… makes a situation where…It’s less intense… 
where you’d like to be and where you’d like to go. And 
he makes you feel as though that you will achieve that 
- just give yourself some time and relax and have fun 

Table 1   Participant Characteristics (N = 28)

Mean (SD) N %

Age (years)
  Mean (SD) 49.82 (9.27)
Sex
  Female 14 (50%)
Ethnicity
  Hispanic/Latino 0 (0%)
Race
  African-American/Black
  White
  Multiracial/Other

20 (71%)
6 (21%)
2 (7%)

Self-Reported Psychiatric Condition
  Depression
  Schizophrenia/
  Schizoaffective Disorder

24 (86%)
21 (75%)

  Bipolar Disorder
  Anxiety Disorder
  Drug Abuse/Dependence
  Alcohol Abuse/Dependence
  Other Psychotic Disorders

13 (46%)
12 (43%)
9 (32%)
9 (32%)
1 (3%)

Self-Reported Health Condition
  Hypertension
  High Cholesterol
  Diabetes
  Arthritis

17 (61%)
13 (46%)
9 (32%)
9 (32%)
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while you’re doing it...because, as again I mentioned, 
everything is not supposed to be work …

PS’s process-oriented approach was also reflected in 
descriptions of their being attuned and responsive to par-
ticipants’ emerging priorities and subjective experiences 
during interactions, such as mood and feelings. This notion 
was commonly expressed by participants as the PS “just 
being there for me.” Peers were also seen as being present 
with participants by validating their experiences through 
expressing empathy, showing emotions such as shedding 
tears, and using physical touch (i.e., hugging) to demon-
strate caring:

“[PS] kind of understands, you know, my, not just my 
medical situation, but [PS] understands my family situ-
ation, my living arrangements… even my emotional 
standings at some point.”

Alternatively, NPS were seen by participants as employ-
ing a more task-oriented approach that was attuned to par-
ticipants’ accomplishing concrete treatment objectives (e.g., 
weight loss). NPS’s interactions with participants were often 
described as “direct,” characterized by NPS explaining a 
health issue and outlining the steps participants needed to 
take to address it. One participant noted, “[NPS] was nice, 
and she showed us what we have to do, and we just do it, 
you know?” This focus on being straightforward was gener-
ally appreciated: “It’s not a whole lot of BS, you know what 

I mean? It’s straight about dealing with these issues, you 
know?” However, at times, this directness was perceived by 
participants as NPS being more focused on their agenda and 
not understanding participants’ concerns: “[NPS] seemed 
more rushed…she originally was very abrupt and she told 
me ‘you have to do an hour a day of exercise…even when 
you’re sore, and when you lose energy you’ve got to do 
it’…and I explained that I get weak.” Moreover, NPS were 
sometimes perceived as jaded due to fewer expressions of 
emotionality or empathy, and a lack of appreciation of the 
complexity of behavior change. “it’s easy for them to give 
us medication and then in the same breath talk about los-
ing weight is so hard. But that’s what they do.” However, 
most participants attributed this task-oriented approach to 
the nature of the NPS’s job and caseload rather than a per-
sonal trait.

[PS is] not as stern as [NPS] is…after a point in time, 
you deal with so many people and you—you, that takes 
a lot out of you. I understand that.

Time as Interaction vs. Time as History  Peers were seen as 
more flexible, spending more time with participants and 
engaging in more spontaneous interactions, rather than 
focusing solely on treatment objectives.

Peer Non-Peer 

Shared Experience

Power DynamicsApproach to 
Practice

Shared Goals

Power DynamicsApproach to 
Practice

- Hierarchical                 
- Required to intervene

- Task Oriented/Direct
- Standardized Content

- Building Urgency
- More limited time

- Shared health goals 
participants

-SMI
- Explicit challenges/successes with 

living a healthy lifestyle

- Process Focused/Flexible
- Individualized Content

- Building Hope
- Extended Time

- On the same level
- Able to listen, without 
immediate intervention

Fig. 1   Participant Descriptions of Peer and Non-Peer Staff Providing Physical Health Support
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“[PS] would call us on the phone and you wouldn’t 
expect [them] to call you on the phone. I mean that’s 
time and effort that [the PS] putting into it… that 
makes you feel good when somebody calls you and 
they take time out [when] they are home...”

This additional time helped participants perceive the PS as 
someone who was “always there,” and, in part, facilitated 
those broader conversations that went “beyond healthy the 
lifestyle thing.”

Alternatively, while it was acknowledged that non-peer 
staff spent less time with participants overall, NPS were 
appreciated for the total length of time they had worked with 
participants. Participants emphasized that a long history of 
working with a particular NPS fostered a sense of trust and 
familiarity. “It’s been three years…I get an honest response 
from her…I know she’s not lying to me.” Once again, par-
ticipants usually attributed NPS’ limited time to their large 
caseload, but also noted they felt NPS were generally still 
approachable and responsive:

it’s not an extended amount of time…[as] I can 
[have] with [PS]. But I know I can talk to [NPS]. I 
know if – if I bring some things to his attention, he 
will give me the proper resources to get there.

Individualized vs. Standardized Content  PS tended to indi-
vidualize intervention content to a participant, whereas NPS 
tended to use a more standardized approach that incorpo-
rated expertise from their particular formal qualifications. 
One participant explained how PS made the content more 
personal “[PS] brought in hummus because… I’m a veg-
etarian, so the hummus could be a special thing…[we] tried 
roasted garlic hummus and that’s my favorite hummus now.” 
While NPS staff could tell participants to “cut down on your 
sugar, cut down on your cholesterol,” PS could use their in-
depth knowledge of participants to offer more specific guid-
ance, “[PS] is trained to tell us about our diet, are we eating 
wrong? Are we eating right? And [PS] keeps up on what we 
eat through the week cause we write it down.”

The more “one-size-fits-all” approach of NPS was 
explained by one participant, “[NPS], in his line, in his 
profession…everything is pretty much textbook.” How-
ever, clients also valued the specialized knowledge and 
pedagogical role of NPS:

they know what they’re talking about…they’re doc-
tors, and they went to school for things. And if they 
say I need to lose a couple of pounds, then they’re 
right…the doctor is more focused on…the objec-
tive sides…blood pressure, vital signs, blood work. 
And she checks in to what else I’m doing in terms of 
activity, work, diet…

Participants emphasized that while content was standard-
ized by NPS, it was presented understandably, increasing 
their comprehension of subject matter. One participant 
explained,

That’s the biggest thing…He did put it in things I 
could understand, but because he worded it certain 
ways, I was able to relate more to my own problems. 
I was able to communicate my own problems better 
because it was in simple, plain English.

Another participant articulated the importance of their 
NPS’s expertise in conveying health data, “she showed 
me the levels of diabetes in my blood work…she took her 
time to explain what each level meant…they have differ-
ent signs and signatures on the graph…but she helped me 
understand.”

Building Hope vs. Building Urgency  When motivating par-
ticipants to address health concerns, PS emphasized hope 
and the possibility of change, and NPS emphasized nega-
tive consequences of inaction and the urgency of change. 
PS focused on celebrating successes, normalizing slips, and 
speaking without judgment in efforts to convey an unwa-
vering positive belief in participants’ ability to engage in 
behavior change:

She always was patient. If I took off a pound a month, 
she was congratulate me, and if I didn’t take off a 
pound for the month, she said ‘you didn’t gain weight 
so that’s good and next month you have a chance to 
take off more.’

One client described how this differs from the role of the 
NPS.

I lost about 14 to 15 pounds…[my NPS] hasn’t gone 
over the wins, the successes as much… [My PS] is 
entirely different… She’ll go and on about the suc-
cesses and build me up… And after you get built up 
she’ll go on to new information… [she’s] very encour-
aging.

Unlike PS, NPS tended to focus on the repercussions of 
participants’ inaction and the problematic nature of slips 
in order to convey the seriousness and urgency for health 
behavior change:

Well, he didn’t beat around the bush, you know…He 
really made it simple. He was blunt actually at times. I 
kind of appreciated that, you know? ‘Look, you drink, 
you’re going to die. You don’t take your medication, 
you’re going to have a seizure.’

When slips occurred, NPS were described as more asser-
tive in highlighting participants’ negative behaviors and the 
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need for an immediate course-correction. One participant 
explained how he imagined NPS feel when they see clients 
make mistakes based on his experience working with his 
primary care doctor: “And when you see someone that has 
a chance and they blow that chance, it’s like, wow…‘What 
were you thinking? You came so close…I thought you had 
this together’ and things like that.”

Power Dynamics

On the Same Level vs. Hierarchical  Participants also 
described their experience of the implicit hierarchy pre-
sent in their relationships with both providers. Participants 
described the non-hierarchical nature of the peer relation-
ship: “he didn’t put himself… above… He allowed us to 
understand that…sometimes we have struggles with living 
a more healthier lifestyle.” Another participant shared their 
appreciation of PS taking both a mentorship role while in 
group sessions and a peer role in their other interactions, 
“when we in class, she acts like a teacher. But when she’s 
out like right now like this, she’ll be like, a regular, like one 
of us…It’s us together.” In contrast, NPS were described 
as more authoritarian, emphasizing what needs to be done, 
rather than demonstrating an understanding of the difficulty 
of engaging in behavioral change.

…she was very demanding…She would come in the 
apartment and tell me what should I do and do it this 
way…she used to be very aggressive… And I don’t 
like that part… I don’t like to be talked to like I’m a 
child.

These experiences led participants to describe PS as less 
forceful and less authoritative compared to non-peer staff: 
“[NPS] staff tells us you better do this, you better do that. 
You can’t do this and you can’t do that, but [PS] will say 
something like ‘well, this is what I would do.’ Instead of 
telling us, you know.”
Listening vs. Intervening  Given peers’ roles within the 
agency, they were able to maintain participants’ confiden-
tiality, rather than immediately intervening or referring to 
another provider when participants confided in them about 
relapses or other behaviors. One participant stated, “I just 
felt confident whatever I tell [PS], it won’t go any farther.” 
Unlike PS, NPS within the agency were often described 
as unable to maintain the confidentiality of participants, 
repeating information to other agency staff. One participant 
explained,

It’s like a 24-h gossip column around here...every-
body’s going to be gossiping about this and that. And 
I’m not into that. If I want gossip, I’ll go to church. 
The less they know about me, the better.

Further, participants also articulated appreciation of PS for 
respecting their space when they did not want to interact and 
welcoming them back when they were ready to return. One 
participant explained,

[The PS] worked with me…because some days I 
wanted to cut…But she still called and she tried 
to encourage me to come to the group so we could 
learn… she was real nice as far as with that- just trying 
to get me to come to groups. She didn’t have attitude 
neither, so that was a good thing because most people 
would probably have attitude.

The PS’s ability to respect participants’ space allowed 
participants to experience them as facilitators who helped 
“Without putting force on no one. Emphasis on no force, 
it’s just do it yourself. If you want help, I’m here type stuff.” 
Additionally, participants explained that the peer specialists 
would work with them to help them “catch up” on missed 
sessions.

…if we miss a group, she’ll take us in one of these 
rooms and…—let us catch up… the other staff would 
keep moving on if you miss it… but she’ll make an 
appointment with you…her and she’ll go over the les-
sons she taught that you missed.

Unlike peers, NPS did not have the luxury of allowing for 
participants to disengage and would, at times, be unable 
to respect participants’ desire for space. One participant 
explained, “Couple of [agency] staff members entered my 
home by key without me even knowing about it and came 
up in my house.”

Shared Experience vs. Shared Goals

Participants highlighted the importance of shared experience 
with PS and shared goals with NPS. Participants appreci-
ated how the PS shared their own successes and challenges 
navigating living a healthier lifestyle, often describing how 
they implemented PGLB strategies in their own lives. In the 
words of one participant, “he shares the fact that he goes 
to the gym and work out, and he applies his lifestyle to the 
manual.” Participants also felt that the PS’ shared experience 
of SMI connoted a common understanding and increased 
their level of comfort working with the PS. One partici-
pant explained, “I might say ‘I had a day dream’ and [NPS] 
might think I’m hallucinating. But with [PS], [PS] has mood 
swings too and [PS] would understand that. We both have 
[subtype] schizophrenia.” This often allowed participants 
to speak more openly with the peer specialists than other 
providers, as one participant noted, “Cause some stuff I can 
talk to [PS] about, I can’t talk to nobody else about.”
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Conversely, participants highlighted that shared experi-
ence was generally absent from their conversations with NPS 
and instead they commonly referenced the importance of 
having a shared goal with NPS: “she’s a doctor and her job 
is to help people live and I want to live… Just like she has 
a common goal.” In the rare instances when self-disclosure 
did occur among NPS, participants noted it increased their 
familiarity and comfort with the provider,

I do like her because I can talk to her about my diet. I 
can talk to her about things… she knows the [Asian] 
food that’s good for you. We talk about how she cooks 
[Asian] food and I cook—I told her about lifestyle 
group. [She] said ‘I’ll look up some recipes for you.’

Discussion

This study explored how people with SMI living in sup-
portive housing viewed and understood the support provided 
by peer and non-peer providers’, specifying the contribu-
tions of each provider in supporting their efforts to engage in 
health behaviors. Participants’ described differences in each 
providers’ overall approach to practice, the power dynam-
ics present in their interactions, and how they identified 
with each provider. Similar to findings from prior research, 
participants viewed peers as process-oriented, focusing on 
‘being there’ for clients; compared to non-peers who were 
described as more task-oriented (Paulson, 1999). Interest-
ingly, Paulson (1999) found that peer staff were perceived 
as spending more time with clients despite no statistically 
significant difference in the actual amount of client-provider 
interaction. Within the context of delivering the intervention, 
peers often provided examples from their own lives about 
attempting to live a healthier lifestyle, both normalizing the 
process of attempting to live a healthier lifestyle and increas-
ing participants’ comfort with the peer specialist.

While participants in this study highlighted the impor-
tance of the amount of time spent with PGLB peer staff dur-
ing their scheduled sessions, participants also emphasized 
the importance of moments spent with peer providers out-
side of the lifestyle intervention. Peer staff were described as 
engaging with participants in more spontaneous interactions, 
such as calling to check in with participants in between ses-
sions. These findings align with previous research empha-
sizing the importance of building relationships that include 
engagement outside of the direct clinical goals of the inter-
vention at hand (Shiner et al., 2008). In fact, quality of rela-
tionships has been cited as a crucial factor in facilitating 
healthy lifestyle change over the content of a specific inter-
vention (Shiner et al., 2008).

In contrast, non-peer providers were seen as embodying 
a more limited but similarly valued role, chiefly focusing 

their interactions with participants on specific health tasks 
and goals, rather than addressing complexities of behavior 
change or engaging in conversations beyond the salient 
physical health issues. This specialized information was 
most valued when it was customized to the individual, ver-
sus standardized for all clients (Bochicchio et al., 2019). 
Though there was variation in the types of non-peer pro-
viders described in this study, overall, differences between 
healthcare and non-health care providers were much less 
salient than those between peer and non-peer providers. The 
only explicit difference was that non-peer providers without 
specific health qualifications more often used self-disclosure 
in their interactions with participants. Overall, non-peer pro-
viders were appreciated for their expertise in the domain 
of health, their ability to translate health information into 
understandable terms, and the directness of their feedback, 
with some exceptions.

With respect to the power dynamics and hierarchical 
nature of the client- provider relationship, clients appreci-
ated the expertise of non-peer providers, however, experi-
enced their approach, at times, as authoritarian. The peer, 
conversely, served as an equal who offered support, rather 
than forced participation. Similarly, given the peers’ role 
as an ancillary provider, peers were able to maintain the 
confidentiality of participants when participants disclosed 
relapses, rather than report to directly other staff. While no 
study to date has explicitly compared the power dynamics 
present in peer and non-peer provider relationships with cli-
ents, prior literature has examined how clients perceive the 
peer role. Embuldeniya et al. (2013) found that peer relation-
ships, specifically, had the potential to transcend traditional 
biomedical hierarchies, leading to an environment where 
clients could more freely express their emotions. The find-
ings from this study further expand our understanding of 
how peers are able to create a non-hierarchical environment, 
emphasizing the importance of offering solutions, rather 
than demanding change.

Additionally, using simple language that is also culturally 
familiar to clients has been consistently found to be a factor 
promoting behavior change (Shiner et al., 2008). Globally, 
non-peer providers were viewed positively by participants, 
but their adherence to professional boundaries and more 
directive approach were viewed as rigid or overly blunt at 
times. Participants explained that the advice of how to live 
a healthier lifestyle (e.g. engage in physical activity) pro-
vided by non-peer providers was, at times, too general and 
oversimplified the reality of implementing health behaviors 
as a person with SMI.

Further, non-peer providers emphasized the urgency 
of addressing problematic health issues, which often 
prompted participants’ motivation to engage in process of 
change. However, as participants described, motivation for 
change is distinct from being hopeful about their capacity to 



547Administration and Policy in Mental Health and Mental Health Services Research (2021) 48:539–550	

1 3

successfully engage in change. Peer providers often attended 
directly to participants’ sense of self-efficacy and were 
described as offering unwavering support and belief in par-
ticipants’ capacity for change. These findings are in line with 
extant qualitative literature examining peer-led interventions 
that emphasize the importance of fostering self-determina-
tion, and hope, all grounded in shared experience as a crucial 
means of effecting change in individuals with SMI (Lietz 
et al., 2014).

Overall, the support provided by non-peer providers was 
viewed largely positively, but the depth of that support was 
often insufficient to ensure that participants were able to 
interpret, integrate, and implement treatment interventions 
towards improving the health of participants with SMI. 
Therefore, peer providers often served as an intermedi-
ary between the dissemination of health information and 
the application of behavior change, simultaneously build-
ing hope and providing tangible strategies to incorporate 
new behaviors (Brar-Josan & Yohani, 2014). Peer providers 
engaged participants in discussions of how to live a healthier 
lifestyle through tailoring intervention content and provid-
ing real life examples of challenges and successes to engag-
ing in health behavior change. These descriptions of peer 
staff are consistent with those from prior literature that have 
described the peer role as a “liminal position” where peers 
play a unique, multifaceted role as both a treatment provider 
and role model, embodying the successes and challenges of 
coping with medical and mental illnesses (Watson, 2017). 
Overall, our findings suggest that these two types of provid-
ers complement one another, such that the limitations of 
one approach are reciprocally reinforced by the strengths 
of the other. Clients need both experts and peers, uncon-
ditional support and guidance, hope and urgency. Though 
both approaches were viewed positively, the more directive 
approach of non-peer providers was, at times, perceived as 
abrupt and dismissive.

In a recent systematic literature review examining health 
outcomes among persons with SMI receiving services in 
behavioral health homes, the inclusion of peer support and/
or training in self-management skills were associated with 
the greatest reduction in cardiometabolic risk factors (For-
tuna et al., 2020). This suggests that targeted efforts to assist 
people with SMI with health behavior change using peer 
support may be key to impacting health outcomes. Within 
the context of the large study, results from the effective-
ness trial indicated that a larger proportion of participants 
in PGLB than in usual care achieved clinically significant 
weight loss at 12 and 18 months, yet these differences were 
not statistically significant (Cabassa et al., 2020). However, 
PGLB outcomes (e.g., clinically significant weight loss, 
reductions in CVD risk) were comparable to the outcomes 
reported in other healthy lifestyle interventions for people 
with SMI (Bartels et al., 2013; Daumit et al., 2013). These 

findings suggest further research is warranted to explore the 
use of peer delivered healthy lifestyle interventions in sup-
portive housing, and to determine whether and how they 
should be coordinated or integrated with existing healthcare.

The present study expands current understanding of the 
role of peer providers in assisting people with SMI with their 
physical health and how this work may facilitate a greater 
understanding and application of the information provided 
by non-peer staff. As peers continue to be integrated into 
behavioral health care settings, it is necessary to continue to 
explore their role and understand their unique contribution 
to client care. Siantz, Rice, Henwood, and Palinkas (2018) 
began to elucidate the role peers embody on newly inte-
grated behavioral health teams by measuring the level of 
value team members assigned to the peer role. Their findings 
emphasized the importance of maintaining “quality assur-
ance processes” to assure that the unique contributions of 
peer providers are being supported and appropriately utilized 
within the larger clinical setting.

Limitations

This study had several limitations. While all study par-
ticipants worked with a peer specialist who delivered the 
healthy lifestyle intervention, the types of health-related 
supports received from non-peer providers were more var-
ied, thus this analysis does not explicitly compare peer and 
non-peer providers performing the exact same functions. 
Further, participants identified a number of different types 
of non-peer providers from a range of disciplines including 
nursing, social work, and psychiatry. Therefore, it is unclear 
if the practices of non-peer providers described in this study 
are reflective of a specific discipline or role. All participants 
resided in supportive housing agencies who were early adop-
ters of health services. Therefore, participants may have had 
access to a wider array of healthcare services than other 
agencies typically offer. Our findings regarding peer and 
non-peer providers may not be representative of techniques 
and approaches used by all peer specialists and non-peer 
health providers. The approaches of the peer specialists 
described in this study may be a product of training in the 
healthy lifestyle intervention, rather than attributable to 
characteristics of peer specialists providing health-related 
services more broadly. Further, non-peer staff interactions 
and time spent with participants may have been attributable 
to caseload size and other factors related to agency stand-
ards, rather than indicative of a non-peer staff approach more 
broadly. Additionally, future research should seek to identify 
metrics to measure the fidelity of peer providers’ approach 
to client interactions to create a replicable model for effica-
cious interventions, standardized training, and future out-
comes research (Siantz, Rice, Henwood, & Palinkas, 2018).
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Conclusion

Given the high prevalence of physical health comorbidi-
ties among persons with SMI, many will require additional 
support to ensure that they can understand, integrate, and 
implement treatment interventions and/or recommendations 
to improve their health. The current study illuminates the 
unique facets of peer-delivered health interventions which 
can serve as emerging guidance for the training of peer pro-
viders while also helping non-peer providers to understand 
how the peer role can complement traditional health ser-
vices. The findings from this study underscore the need to 
increase the use and integration of peer providers in more 
mainstream health services to support clients in identifying 
how to incorporate healthcare experts’ suggestions into their 
daily lives. As peer roles are further defined and differenti-
ated from existing services, there is the potential for more 
collaborative and integrated care across peer and non-peer 
providers.

Acknowledgements  We thank all of the peer specialists who partici-
pated in this project.

Funding  This study was funded by the National Institute of Mental 
Health (Grant Numbers R01MH104574 and T32MH019960).

Compliance with Ethical Standards 

Conflict of interest  The authors declare that they have no conflict of 
interest.

Ethical approval  All procedures performed in studies involving human 
participants were in accordance with the ethical standards of the insti-
tutional and/or national research committee and with the 1964 Helsinki 
declaration and its later amendments or comparable ethical standards.

Informed consent  Informed consent was obtained from all individual 
participants included in the study.

References

Bartels, S. J., Aschbrenner, K. A., Rolin, S. A., Hendrick, D. C., 
Naslund, J. A., & Faber, M. J. (2013). Activating older adults 
with serious mental illness for collaborative primary care visits. 
Psychiatric Rehabilitation Journal, 36(4), 278–288.

Bartels, S. J., Pratt, S. I., Aschbrenner, K. A., Barre, L. K., Jue, K., 
Wolfe, R. S., et al. (2013). Clinically significant improved fitness 
and weight loss among overweight persons with serious mental 
illness. Psychiatric Services, 64(8), 729–736.

Beehler, S., Clark, J. A., & Eisen, S. V. (2014). Participant experiences 
in peer- and clinician-facilitated mental health recovery groups 
for veterans. Psychiatric Rehabilitation Journal, 37(1), 43–50.

Bellamy, C., Schmutte, T., & Davidson, L. (2017). An update on the 
growing evidence base for peer support. Mental Health and Social 
Inclusion, 21(3), 161–167.

Benefits of Integration of Behavioral Health. (2018). Retrieved from 
https​://www.pcpcc​.org/conte​nt/benef​its-integ​ratio​n-behav​ioral​
-healt​h

Bochicchio, L., Stefancic, A., Gurdak, K., Swarbrick, M., & Cabassa, 
L. J. (2018). “We’re all in this together”: Peer-specialist contri-
butions to a healthy lifestyle intervention for people with serious 
mental illness. Administration and Policy in Mental Health and 
Mental Health Services Research, 46(3), 298–310.

Brar-Josan, N., & Yohani, S. C. (2014). A framework for counsellor-
cultural broker collaboration. Canadian Journal of Counselling 
and Psychotherapy, 48(2), 81–99.

Cabassa, L. J., Camacho, D., Vélez-Grau, C. M., & Stefancic, A. 
(2017). Peer-based health interventions for people with seri-
ous mental illness: A systematic literature review. Journal of 
Psychiatric Research, 84, 80–89.

Cabassa, L. J., & Stefancic, A. (2019). Context before implementa-
tion: A qualitative study of decision makers’ views of a peer-led 
healthy lifestyle intervention for people with serious mental ill-
ness in supportive housing. Translational Behavioral Medicine, 
9(2), 217–226.

Cabassa, L. J., Stefancic, A., Lewis-Fernández, R., Luchsinger, J., 
Weinstein, L., Guo, S., Palinkas, L., Bochicchio, L., Wang, X., 
O’Hara, K., Blady, M., Simiriglia, C., & McCrudy, M. (2020). 
Main outcomes of the peer-led healthy lifestyle intervention 
for people with serious mental illness in supportive housing. 
Psychiatric Services.

Cabassa, L. J., Ezell, J. M., & Lewis-Fernández, R. (2010). Lifestyle 
interventions for adults with serious mental illness: a systematic 
literature review. Psychiatric Services, 61(8), 774–782.

Cabassa, L. J., Stefancic, A., O’Hara, K., El-Bassel, N., Lewis-Fernán-
dez, R., Luchsinger, J. A., ...  Palinkas, L. A. (2015). Peer-led 
healthy lifestyle program in supportive housing: study protocol 
for a randomized controlled trial. Trials, 16(1), 388.

Corrigan, P. W., Pickett, S., Batia, K., & Michaels, P. J. (2014). Peer 
navigators and integrated care to address ethnic health dispari-
ties of people with serious mental illness. Social Work in Public 
Health, 29(6), 581–593.

Cunningham, P. J. (2009). Beyond parity: Primary care physicians’ 
perspectives on access to mental health care. Health Affairs, 28(3).

Daumit, G. L., Dickerson, F. B., Wang, N. Y., Dalcin, A., Jerome, G. J., 
Anderson, C. A., et al. (2013). A behavioral weight-loss interven-
tion in persons with serious mental illness. New England Journal 
of Medicine, 368(17), 1594–1602.

Deenik, J., Czosnek, L., Teasdale, S. B., Stubbs, B., Firth, J., Schuch, 
F. B., et al. (2019). From impact factors to real impact: Translating 
evidence on lifestyle interventions into routine mental health care. 
Translational Behavioral Medicine, 10, 1070–1073.

Druss, B. G., Rohrbaugh, R. M., Levinson, C. M., & Rosenheck, R. A. 
(2001). Integrated medical care for patients with serious psychi-
atric illness: A randomized trial. Archives of General Psychiatry, 
58(9), 861–868.

Elhauge, E. (2010). The fragmentation of U.S. health care: Causes and 
solutions. New York: Oxford University Press.

Embuldeniya, G., Veinot, P., Bell, E., Bell, M., Nyhof-Young, J., Sale, 
J., & Britten, N. (2013). The experience and impact of chronic 
disease peer support interventions: A qualitative synthesis. Patient 
Education and Counseling, 92(1), 3–12.

Fleischhacker, W. W., Arango, C., Arteel, P., Barnes, T. R., Carpen-
ter, W., Duckworth, K., et al. (2014). Schizophrenia – Time to 
commit to policy change. Schizophrenia Bulletin, 40(Suppl 3), 
S165–S194. https​://doi.org/10.1093/schbu​l/sbu00​6.

Fortuna, K. L., DiMilia, P. R., Lohman, M. C., Cotton, B. P., Cum-
mings, J. R., Bartels, S. J., et al. (2020). Systematic review of 
Behavioral health homes impact on Cardiometabolic risk factors 
for adults with serious mental illness. Psychiatric Services, 71(1), 
57–74.

https://www.pcpcc.org/content/benefits-integration-behavioral-health
https://www.pcpcc.org/content/benefits-integration-behavioral-health
https://doi.org/10.1093/schbul/sbu006


549Administration and Policy in Mental Health and Mental Health Services Research (2021) 48:539–550	

1 3

Gidugu, V., Rogers, E. S., Harrington, S., Maru, M., Johnson, G., 
Cohee, J., & Hinkel, J. (2015). Individual peer support: A qualita-
tive study of mechanisms of its effectiveness. Community Mental 
Health Journal, 51(4), 445–452.

Glaser, B. G., & Strauss, A. L. (1967). The discovery of grounded 
theory: Strategies for qualitative research. Chicago: Aldine Pub-
lishing Company.

Henwood, B. F., Cabassa, L. J., Craig, C. M., & Padgett, D. K. (2013). 
Permanent supportive housing: Addressing homelessness and 
health disparities? American Journal of Public Health, 103(S2), 
S188–S192.

Henwood, B. F., Stanhope, V., Brawer, R., Weinstein, L. C., Lawson, 
J., Stwords, E., & Crossan, C. (2013). Addressing chronic dis-
ease within supportive housing programs. Progress in Commu-
nity Health Partnerships: Research, Education, and Action, 7(1), 
67–75.

Hert, M. D., Correll, C. U., Bobes, J., Cetkovich-Bakmas, M., Cohen, 
D., Asai, I., et al. (2011). Physical illness in patients with severe 
mental disorders. I. Prevalence, impact of medications and dis-
parities in health care. World Psychiatry, 10(1), 52–77.

John, A., Mcgregor, J., Jones, I., Walters, J., Owen, M., O’Donovan, 
M., et al. (2018). Premature mortality among people with severe 
mental illness – New evidence from linked primary care data. 
International Journal of Population Data Science, 3(4), 307.

Katon, W., Korff, M. V., Lin, E., Simon, G., Ludman, E., Bush, T., 
et al. (2003). Improving primary care treatment of depression 
among patients with diabetes mellitus: The design of the pathways 
study. General Hospital Psychiatry, 25(3), 158–168. https​://doi.
org/10.1016/s0163​-8343(03)00013​-6.

Kelly, E., Fulginiti, A., Pahwa, R., Tallen, L., Duan, L., & Brekke, J. S. 
(2014). A pilot test of a peer navigator intervention for improving 
the health of individuals with serious mental illness. Community 
Mental Health Journal, 50(4), 435–446.

Kramer, M. K., Kriska, A. M., Venditti, E. M., Miller, R. G., Brooks, 
M. M., Burke, L. E., ... Orchard, T. J. (2009). Translating the Dia-
betes Prevention Program: A comprehensive model for prevention 
training and program delivery. American Journal of Preventive 
Medicine, 37(6), 505–511.

Lawrence, D., & Kisely, S. (2010). Inequalities in healthcare provision 
for people with severe mental illness. Journal of Psychopharma-
cology (Oxford, England), 24(4_supplement), 61–68.

Lietz, C. A., Lacasse, J. R., Hayes, M. J., & Cheung, J. (2014). The 
role of services in mental health recovery: A qualitative exami-
nation of service experiences among individuals diagnosed with 
serious mental illness. Journal of the Society for Social Work and 
Research, 5(2), 161–188.

Mitchell, A. J., Malone, D., & Doebbeling, C. C. (2009). Quality of 
medical care for people with and without comorbid mental illness 
and substance misuse: Systematic review of comparative studies. 
British Journal of Psychiatry, 194(06), 491–499.

Mittal, D., Corrigan, P., Sherman, M. D., Chekuri, L., Han, X., Reaves, 
C., et al. (2014). Healthcare providers’ attitudes toward persons 
with schizophrenia. Psychiatric Rehabilitation Journal, 37(4), 
297.

Muralidharan, A., Peeples, A. D., Hack, S. M., Fortuna, K. L., Klinga-
man, E. A., Stahl, N. F., et al. (2020). Peer and non-peer co-facil-
itation of a health and wellness intervention for adults with seri-
ous mental illness. Psychiatric Quarterly. https​://doi.org/10.1007/
s1112​6-020-09818​-2

Nasrallah, H., Meyer, J., Goff, D., McEvoy, J., Davis, S., Stroup, T., & 
Lieberman, J. (n.d.). What is Integrated Behavioral Health Care 
(IBHC)? Retrieved from https​://integ​ratio​nacad​emy.ahrq.gov/
produ​cts/ibhc-measu​res-atlas​/what-integ​rated​-behav​ioral​-healt​
h-care-ibhc

Newcomer, J. W., & Hennekens, C. H. (2007). Severe mental illnessand 
risk of cardiovascular disease. Journal of the American Medical 
Association, 298(15), 1794–1796.

Paulson, R., Herinckx, H., Demmler, J., Clarke, G., Cutler, D., & 
Birecree, E. (1999). Comparing practice patterns of consumer 
andnon-consumer mental health service providers. Community 
Mental Health Journal, 35(3), 251–269.

Pitt, V., Lowe, D., Hill, S., Prictor, M., Hetrick, S. E., Ryan, R., & 
Berends, L. (2013). Consumer-providers of care for adult clients 
of statutory mental health services. Cochrane Database of Sys-
tematic Reviews, 2013(3), CD004807.

Rathore, S. S., Wang, Y., Druss, B. G., Masoudi, F. A., & Krumholz, 
H. M. (2008). Mental disorders, quality of care, and outcomes 
among older patients hospitalized with heart failure: An analysis 
of the national heart failure project. Archives of General Psychia-
try, 65(12), 1402–1408.

Rodgers, M., Dalton, J., Harden, M., Street, A., Parker, G., & East-
wood, A. (2016). Integrated care to address the physical health 
needs of people with severe mental illness: A rapid review. Health 
Services and Delivery Research, 4(13), 1–130.

SAMHSA-HRSA Center for Integrated Health Solutions. (2016). Peer 
providers. Retrieved from http://www.integ​ratio​n.samhs​a.gov/
workf​orce/team-membe​rs/peer-provi​ders.

Scharf, D. M., Schmidt Hackbarth, N., Eberhart, N. K., Horvitz-Len-
non, M., Beckman, R., Han, B., et al. (2016). General medical 
outcomes from the primary and Behavioral health care integration 
grant program. Psychiatric Services, 67(11), 1226–1232.

Shiner, B., Whitley, R., Van Citters, A. D., Pratt, S. I., & Bartels, S. J. 
(2008). Learning what matters for patients: Qualitative evaluation 
of a health promotion program for those with serious mental ill-
ness. Health Promotion International, 23(3), 275–282.

Siantz, E., Rice, E., Henwood, B., & Palinkas, L. (2018). Where do 
peer providers fit into newly integrated mental health and primary 
care teams? A mixed method study. Administration and Policy 
in Mental Health and Mental Health Services Research, 45(4), 
538–549.

Solomon, P. (2004). Peer support/peer provided services: Underlying 
processes, benefits and critical ingredients. Psychiatric Rehabili-
tation Journal, 27, 392–401.

Velez-Grau, C., Stefancic, A., & Cabassa, L. J. (2019). Keeping the 
peer in peer specialist when implementing evidence-based inter-
ventions: Lesson from the field. Health & Social Work, 44(1), 
57–60.

Walker, E. R., & Druss, B. G. (2018). Mental and addictive disorders 
and medical comorbidities. Current Psychiatry Reports, 20(10), 
86.

Watson, E. (2017). The mechanisms underpinning peer support: A 
literature review. Journal of Mental Health, 677–688

Weinstein, L. C., LaNoue, M., Collins, E., Henwood, B. F., & Drake, 
R. E. (2013a). Health care integration for formerly homeless peo-
ple with serious mental illness. Journal of Dual Diagnosis, 9(1), 
72–77.

Willms, D. G., Best, A. J., Taylor, D. W., Gilbert, J. R., Wilson, D. 
M. C., Lindsay, E. A., et al. (1992). A systematic approach for 
using qualitative methods in primary prevention research. Medical 
Anthropology Quarterly, 4, 391–409.

Publisher’s Note  Springer Nature remains neutral with regard to 
jurisdictional claims in published maps and institutional affiliations.

https://doi.org/10.1016/s0163-8343(03)00013-6
https://doi.org/10.1016/s0163-8343(03)00013-6
https://doi.org/10.1007/s11126-020-09818-2
https://doi.org/10.1007/s11126-020-09818-2
https://integrationacademy.ahrq.gov/products/ibhc-measures-atlas/what-integrated-behavioral-health-care-ibhc
https://integrationacademy.ahrq.gov/products/ibhc-measures-atlas/what-integrated-behavioral-health-care-ibhc
https://integrationacademy.ahrq.gov/products/ibhc-measures-atlas/what-integrated-behavioral-health-care-ibhc
http://www.integration.samhsa.gov/workforce/team-members/peer-providers
http://www.integration.samhsa.gov/workforce/team-members/peer-providers


550	 Administration and Policy in Mental Health and Mental Health Services Research (2021) 48:539–550

1 3

Authors and Affiliations

Lauren Bochicchio1 · Ana Stefancic2 · Charles McTavish3 · Daniela Tuda4 · Leopoldo J. Cabassa5 

	 Lauren Bochicchio 
	 Lab2223@cumc.columbia.edu

	 Ana Stefancic 
	 As2463@columbia.edu

	 Charles McTavish 
	 Charles.mctavish@nyulangone.org

	 Daniela Tuda 
	 Dt2537@columbia.edu

1	 Columbia University School of Nursing, 550 West 168th 
Street, New York, NY 10032, USA

2	 Columbia University Department of Psychiatry, 1051 
Riverside Dr., Rm 6203, New York, NY 10031, USA

3	 New York University Department of Child and Adolescent 
Psychiatry, 1 Park Avenue, New York, NY 10016, USA

4	 Columbia University Department of Psychiatry, 1051 
Riverside Dr., Rm 3205, New York, NY 10031, USA

5	 Brown School of Social Work at Washington University 
in St. Louis, Goldfarb Hall, Room 358, Campus Box 1196, 
One Brookings Drive, St. Louis, MO 63130, USA

http://orcid.org/0000-0002-1872-4141

	“Being There” vs “Being Direct:” Perspectives of Persons with Serious Mental Illness on Receiving Support with Physical Health from Peer and Non-Peer Providers
	Abstract
	Introduction
	Methods
	Setting
	Sample
	Data Collection
	Data Analysis

	Results
	Sample Characteristics
	Overview
	Approach to Practice
	Power Dynamics
	Shared Experience vs. Shared Goals

	Discussion
	Limitations

	Conclusion
	Acknowledgements 
	References




