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Ellis C. Frieh 

IN THE SYSTEM BUT NOT OF THE SYSTEM: UNDERSTANDING THE ROLE AND 

EXPERIENCES OF MENTAL HEALTH PEER SPECIALISTS 

 

Certified peer specialists are mental health professionals who provide non-clinical mental 

health services to individuals in the community who may be struggling with mental health 

difficulties. They focus on providing support, hope, and the goal of recovery and do so by 

drawing upon their own lived experiences with mental illness or, to use non-psychiatric terms, 

distress, difficulties in living, and extreme states. The case of certified peer specialists allows for 

an investigation into how peer specialists carry out and experience their work and the 

implications of their unique approach. Specifically, I consider how peer specialists resist 

biomedicalization by emphasizing and prioritizing nonmedical, social environmental factors in 

the etiology and “treatment” of mental health problems. They identify trauma as a key 

contributor to individuals’ experiences of distress and push back against psychiatric labeling, 

which may contribute to stigma. Further, the professionalization of peer specialists lends insight 

into how new professions operate to seek and establish legitimacy, autonomy, and credibility. 

They must resist stigmatizing attitudes and uncertainty about the profession’s status to legitimize 

their expert knowledge from lived experience as lay professionals. Finally, peer specialists must 

engage in emotion work in their everyday work and must cope with their emotions through 

social support and personal coping strategies. Due to the mutuality, or even power differential, of 

peer support, what is considered appropriate emotion work for peer specialists may look different 

than what is appropriate for other professions, namely the ability to openly experience emotions 

with those receiving support. Using a combination of in-depth interviews with peer specialists, 
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participant observation fieldwork at a peer-run nonprofit organization, and a survey of peer 

specialists across the United States, I investigate how peer specialists operate to demedicalize 

mental illness, legitimize their profession, and navigate emotions and boundaries at work. This 

research has meaningful theoretical and practical implications and contributes to a major gap in 

the sociological literature on peer support, professions, and resistance to biomedicalization. 
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IINTRODUCTION 

 
 

 

 

 

 

Certified peer specialists work in the mental health field to provide non-clinical mental 

health services to individuals in the community who may be struggling with mental health 

difficulties. They focus on providing support, instilling hope, and promoting self-efficacy and the 

goal of recovery. Peer specialists do so by drawing upon their own lived experiences with mental 

illness or, to use non-psychiatric terms, distress, difficulties in living, and extreme states. Their 

nonmedical perspective diverges from the approaches taken by other mental health care providers 

and can lead to a greater sense of empowerment and self-determination among persons with mental 

illness. Peer specialists are members of a new and growing profession, and there has been 

significant expansion of peer specialist services since the early 2000s. Peer support is considered an 

evidence-based practice in the mental health field and peer specialists are gaining ground as the 

field expands. Therefore, the case of peer specialists allows for an investigation of resistance to 

biomedicalization, professionalization, and emotion work in a helping profession of growing size 

and importance. I draw upon semi-structured interviews, intensive fieldwork, and a survey of peer 

specialists to examine these. 

In Chapter 3, I discuss how peer specialists are in effect operating to resist the 

biomedicalization of mental illness through their work and their critiques of the traditional 

psychiatric system. I explore the history behind peer specialist work and the foundation laid for 

more radical opposition to the medicalization of human distress. I also consider the potential impact 

of these professionals’ efforts to challenge biomedicalization and their resistance to psychiatric 
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labels on mental illness stigma and clients’ experiences of stigmatization. In Chapter 4, I examine 

peer specialists as rising professionals, looking at their efforts to establish professional legitimacy 

and the liminal space peer specialists occupy as simultaneous lay experts and professionals. I draw 

upon sociological perspectives on professions as well as Foucault and Haraway’s subjugated and 

situated knowledges to explain the rise of peer specialist as professional and the creation of the lay 

professional. In Chapter 5, I consider the importance of emotion work to peer specialists’ day-to-

day professional work, especially in light of the emphasis on mutuality within the profession. I 

identify ways in which peer specialists’ emotion work is unique to this group of helping 

professionals and highlight how coping repertoires allow peer specialists to manage their emotions 

even in very emotionally difficult situations.  

Peer specialists are what they call “in but not of the system.” They work within the context 

of the mental health system but eschew the approaches taken by clinical entities such as psychiatry. 

Mental illness has become increasingly medicalized as more individuals consider mental illness to 

be a biological and genetic disease, yet stigma persists. Peer specialist work is rooted in the activist 

efforts of the consumer/survivor/ex-patient movement which pushed for alternatives to psychiatry 

and psychotropic medication. With their foundation in radical movements, peer specialists take an 

alternative, nonmedical approach to individuals’ distress and instead consider the significance of 

social environmental factors in contributing to difficulties in living such as trauma. This approach 

and perspective on mental health services and needs may contribute to peer specialists resistance of 

the biomedicalization of mental illness. This may in turn help destigmatize mental illness at least 

within peer support communities. Further, their reliance on lived experience as expertise can 

highlight the value of experiential knowledge and its potential to be liberatory. I investigate how 

peer work may contribute to efforts to shift away from biomedical conceptions of mental illness and 
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the ways in which peer specialists resist the medical model. I ask: How do peer specialists 

understand and reframe the causes and consequences of distress? What are the implications of 

resistance to biomedicalization for peer specialists as well as the broader community? I seek to 

answer these questions in Chapter 3. 

Additionally, certified peer specialists are part of a new and growing profession, one that has 

gained significant ground in the past two decades and one which is pushing for the legitimation of 

their work. There is a fight over the jurisdiction of the mental health field, with peer specialists 

pushing for legitimacy but likely being devalued compared other more mainstream mental health 

professionals. I investigate how peer specialists are hybrid professionals, straddling the line between 

professional and lay expert, and use the term lay professional to describe peer specialists and their 

liminal position between being professionals and drawing from lay knowledge. The concepts of 

situated and subjugated knowledges help illuminate the value of peer specialists’ unique standpoint. 

They also highlight the ways in which peer specialists’ knowledge has been subjugated and 

discredited and how they are now rising above their subjugation and gaining legitimacy. I consider 

the ways in which peer specialists are establishing their profession. How do peer specialists 

advocate for their autonomy and legitimacy? How do they navigate their liminality and hybridity? 

How can lived experience be transformed into professional expertise? I investigate these questions 

in Chapter 4.  

Finally, certified peer specialists must engage in emotion work in their work. They deal with 

often emotionally charged situations in their role helping individuals who are struggling with their 

mental health in ways that can make them vulnerable to negative outcomes such as burnout. Their 

work is especially emotionally laborious in light of the degree of mutuality, or even power dynamic 

and exchange of emotions, that characterizes peer support. As a result, peer specialists may take a 
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different approach to emotion work in some situations. For instance, they may share their emotions 

rather than disguise them, but in doing so, still engage in emotion management, as choosing to be 

open with one’s emotions is often a strategic approach with anticipated benefits. However, 

sometimes showing emotions is not appropriate and peer specialists may have instances in which 

they fail to manage their emotions. Further, the emotion work that peer specialists do requires a 

great deal of coping with emotions. They may draw upon social support or use personal coping 

strategies. I examine how peer specialists engage in emotion work. How do peer specialists 

experience their emotion work? To what degree does peer specialist emotion work potentially 

deviate from more traditional practices? How do peer specialists cope with the emotions that arise at 

work? I examine peer specialists’ emotion work in Chapter 5.  

In sum, peer specialists are an important case to study the transformation of a profession, the 

processes behind resistance to the biomedicalization of mental illness, and the meanings associated 

with the emotion work in which peer specialists engage. Their position as a new and growing 

profession opposed to the medical model of mental illness, and one that requires emotion work to 

facilitate and uphold mutuality makes them an ideal case for examining these phenomena. This 

work has important theoretical and empirical contributions which are outlined in the following 

chapters.  
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CHAPTER 1: LITERATURE REVIEW 

 

 

 

 

 

 

 

 

Mental health certified peer specialists (CPS) are individuals who have lived experience 

with mental illness, are in recovery, and are trained professionals who work within the broader 

mental health system. They draw from their lived experience as a key source of their expertise while 

working as mental health professionals. They are largely employed by nonprofit agencies who 

receive funding from the state and work in a variety of settings, including in group homes or in the 

community as outreach workers (Salzer et al. 2010). Peer specialists comprise an increasingly 

important and significant component of community mental health, yet the sociological literature on 

them is scarce. The existing literature on peer specialists typically takes a more clinical perspective, 

focusing on the efficacy of peer specialists’ work and the mental health benefits and challenges of 

working as a peer specialist. 

  Many peer specialists and the organizations to which they belong tend to take a more 

radical view of mental health struggles and are critical of dominant social institutions such as 

psychiatry which may undermine the agency of those with mental illness (McLean 1995). They 

eschew psychiatric diagnostic labels and push for a more demedicalized view of mental illness, or 

what peer specialists term difficulties in living, extreme states, and distress, to use peer specialists’ 

nonmedical terminology. Their presence in the system is powerful because it has the potential to 

disrupt mainstream approaches to mental illness, and to resist the biomedicalization of mental 

illness, by emphasizing mutuality, social connectedness, and empathy as key forms of “treatment,” 
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or ways to help ameliorate distress. Many see the mainstream mental health system and psychiatric 

knowledge as disempowering, coercive, and symbolically (and sometimes literally) violent, whereas 

the peer movement is focused on empowering individuals with mental illness, emphasizing 

recovery, and challenging the psychiatric labeling, stigma, and power differentials that so often 

characterize the mental health system and individuals’ experiences in it (Schutt and Rogers 2009). 

However, not all peer specialists take a critical view of the mental health system and many work 

within agencies that employ psychiatrists and other clinicians, necessitating a collaborative rather 

than adversarial attitude. Nonetheless, their approach is nonmedical and focuses on social 

environmental causes of distress, which may challenge the hegemony of the mainstream medical 

model.  

 The professionalization of peer specialists’ lived experiences with mental illness allows 

them to escape or eschew a “patient” or “mentally ill” identity and operate as hybrid professionals, 

which permits them to provide services to other individuals in a way that ideally reduces power 

differentials and allows for individuals’ self-determination in recovery (Barrenger 2018). Peer-to-

peer interactions are intrinsically less fraught with power differentials than clinician-patient 

interactions. However, at the same time, peer specialists are still in a position of power when 

assisting others. For instance, if they believe a service recipient is a danger to themselves or others, 

they have the power to call the police whether or not the distressed person wants such intervention. 

Despite this, such scenarios are likely very rare occurrences. Further, peer specialists are paid for 

their work, which also creates and entails an inherently uneven power dynamic between the peer 

specialist and the person receiving or participating in peer services. One person is paid to be present; 

the other is not. However, in practice, peer specialists aspire to flatten power hierarchies and 

equalize power dynamics and this is reflected in the reality of peer specialist work.  
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Beyond considering issues of interpersonal power dynamics, peer specialists must fight for 

the legitimacy of their expertise in a system that privileges the biomedicalized knowledge of 

physicians (Clarke et al. 2003). Further, it is likely that peer specialists must manage their identity 

and presentation of self in interaction with those they serve (Goffman 1978) and engage in emotion 

work (Hochschild 1979). Importantly, peer specialists possess subjugated and situated knowledges – 

ways of understanding from experience and positionality that have been suppressed, discredited, or 

muted by power. These knowledges are likely constructed through their unique position as both 

patient, or lay expert, and professional (Foucault 1980, Haraway 1988). Their unique situated and 

subjugated knowledges are likely key to understanding how peer specialists experience their work 

as well as their ongoing recovery. 

 In this chapter, I first review the existing empirical literature on peer specialists and their 

experiences at work. Second, I examine the key sociohistorical changes and social movements, such 

as the consumer/survivor/ex-patient movement, that gave rise to the recognition of the importance 

of peer support, promoted alternatives to the mental health system, and enabled the creation of the 

profession of peer specialist. I consider how peer specialists may work to demedicalize mental 

illness by resisting psychiatric labeling and reframing experiences of mental distress as nonmedical 

and the result of social environmental factors. Third, I discuss the role of power and knowledge in 

peer support, drawing from Foucault and Haraway, highlighting the uniqueness and value of peer 

specialists’ subjugated and situated knowledges, or historically marginalized and unique 

standpoints. Fourth, I examine the sociological literature on professions and investigate how peer 

specialists may be professionals advocating for their legitimacy. Finally, I discuss the concepts of 

emotion work, emotional labor, and coping to contextualize how peer specialists might cope with 

emotions within interactions with those they support.  
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Literature Review 

 

Existing Empirical Work on Peer Specialists 

  

The work of peer specialists has meaningful potential to empower this class of professionals 

and those who use their services. There is a considerable literature that indicates the usefulness of 

peer specialists’ work and other similar forms of peer support. However, sociologists have largely 

ignored this area of research. Nonetheless, the clinical literature provides context for understanding 

peer specialists’ work. This literature is also notably quite recently published, highlighting that peer 

specialist work is a relatively new phenomenon.  

Peer work has been demonstrated through empirical studies to meaningfully help clients and 

contribute to better mental health outcomes such as fewer hospital admissions and increased self-

esteem and self-efficacy (Cabral et al. 2014; Chinman et al. 2017; Felton et al. 1995; Gidgu et al. 

2015; Daniels et al. 2017; Reberio Gruhl et al. 2016; Repper and Carter 2011; van Langen et al. 

2016). Some note that peer support could be more effective with more structure or (McCarthy et al. 

2019) integration with the system (Myrich and del Vecchio 2016). However, peer specialists may 

resist being co-opted back into the very system the profession tries to push back against. Peers 

provide social support, which can increase self-esteem and self-efficacy, and further, peer settings 

are (at least ideally) non-stigmatizing environments. Peer support through peer respites, which are 

peer-run places individuals can go to in times of crisis in lieu of the hospital, has been demonstrated 

to reduce use of clinical services (Bouchery et al. 2018). Findings about the efficacy of peer support 

are overwhelmingly positive and suggest that clients can move beyond a patient role into a sense of 

empowered personhood, facilitated by ideals of mutual respect and non-hierarchical power 
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arrangements (Chinman et al. 2014; Austin et al. 2014). In fact, some recipients of peer support 

ultimately become peer specialists and benefit even more from moving into this role (Schutt and 

Rogers 2009).   

While the recipients of peer support services appear to benefit from this relationship, the 

experiences of peer specialists in their role as such are more mixed. Attitudes promoted through 

peer specialist work about the hope of recovery from mental illness confer positive benefits for peer 

specialists and their well-being. Working as a peer specialist is beneficial to their own recoveries, 

and peer specialists experience their work as overwhelmingly positive (Salzer et al. 2009; Moran et 

al. 2012). Further, some research suggests that peer specialists report a lack of, or reduction in, 

stigma in a peer-centric environment and in peer-to-peer interactions (Schutt and Rogers 2009).  

In contrast, others note that peer specialists indeed face and experience stigma because of 

their work as mental health professionals. They are especially vulnerable to stigma because peer 

support work necessitates disclosure of one’s own history of mental illness (Firmin et al. 2019; 

Jones et al. 2019; Moran et al. 2013). They also may experience courtesy stigma through their direct 

relationship with clients who struggle with mental illness (Corrigan and Miller 2004). Verhaeghe 

and colleagues (2008) suggest that peer specialists likely experience a reduction in stigma compared 

to perceived stigma they may have experienced before becoming peer specialists, but not a total 

absence of it in interactions in and around their work. Perceived stigma against certified peer 

specialists may also decrease with time with increased contact with others with mental illness 

(Adams 2020; Corrigan et al. 2012). Peer specialist work itself may be an act of stigma resistance 

through education, challenging labels, and promoting recovery.  

 Beyond the potential stigma peer specialists may encounter, peer specialists’ work is not 

easy, nor does it pay well. Researchers have found that peer specialists experience generalized stress 
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from their jobs, are very susceptible to burnout, are underpaid, and have limited opportunities to 

advance to higher positions (Ahmed et al. 2015; Moran et al. 2013). Burnout is a particularly 

problematic phenomenon because it creates high turnover in peer specialist jobs, and building 

connections with service recipients takes time (Mancini and Lawson 2009; Vandewalle et al. 2016). 

There are also concerns regarding basic organizational problems. For instance, credentialing 

processes are not standardized across states (Silver and Nemec 2016). Peer specialists often work 

for nonprofit agencies, many funded by the state. When they find themselves doing office work 

instead of working with service recipients, this can be a source of frustration (Cronise et al. 2016; 

Fletcher and Barrose 2019). The work of a peer specialist who is hired by a nonprofit community 

center may look very different from that of one who works for a large agency. As such, peer 

specialists may experience a sense of role confusion – where do they fit in the context of the 

system? They occupy a liminal position and a hybrid identity (Cabral et al. 2014; Cronise et al. 

2016; Davis 2015; Salzer et al. 2010; Salzer 2010; Watson 2017) and must deal with ambiguity in 

their work (Asad and Chreim 2016) – a phenomenon which is explored in this dissertation. 

 

Sociohistorical Change, Social Movements, and Radical Mental Health 

  

Mental illness is highly medicalized and traditionally has fallen within the purview of 

psychiatry and the mental health system. The dominant medical model portrays mental illness as a 

biological condition, rather than social and environmental, medical entity that must be treated with 

psychopharmaceuticals. Medicalization “consists of defining a problem in medical terms, using 

medical language to describe a problem, adopting a medical framework to understand a problem, or 

using a medical intervention to ‘treat’ it. This is a sociocultural process that may or may not involve 
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the medical profession, lead to medical social control or medical treatment, or be the result of 

intentional expansion by the medical profession” (Conrad 1992: 211). Medicalization also typically 

involves the use or deployment of social control, the very power and control of psychiatry which the 

c/s/x movement targeted. Further, biomedicalization describes the “increasingly complex, 

multisited, multidirectional processes of medicalization, both extended and reconstituted through 

the new social forms of highly technoscientific biomedicine” (Clarke et al. 2003: 162). In short, 

processes of medicalization are increasingly understood in biomedical terms. However, some 

individuals and organizations – peer specialists –  provide mental health services but stand outside 

the world of biomedical psychiatry. They take a nonmedical approach to individuals struggling with 

their mental health. In turn, peer specialists may operate to counter ongoing processes of 

biomedicalization, attributing mental distress to social environmental factors rather than to 

individual biological causes.  

Peer specialists arguably are taking part in a new and unique effort to resist the 

biomedicalization of mental illness. On one extreme lies the full demedicalization of mental illness. 

Fox (1977) writes that “signs of demedicalization seems to be taking place…the signs of 

demedicalization are reactions to what is felt by various individuals and groups to be a state of 

overmedicalizaton” (Fox 1977). Demedicalization occurs when there is a transformation of our 

understanding through which problems once understood to be medical in nature become those 

understood to be nonmedical. Demedicalization has occurred in the realm of psychiatry before, for 

example, with regard to the psychiatric pathologizing of homosexuality. Homosexuality was 

considered a mental illness until 1973, when it was removed from the Diagnostic and Statistical 

Manual of Mental Disorders (DSM) and therefore, demedicalized (Drescher 2015). This was the 

result of a social movement, one which pushed to demedicalize homosexuality (Conrad and Angell 
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2004). While most peer specialists would not endorse full demedicalization of mental illness (e, g, 

forgoing psychotropic medications), they do provide alternatives to the biomedical model. As such, 

the concept of demedicalization can help illuminate the ways in which peer specialists resist and 

push back against biomedicalization.  

Peer specialists’ nonmedical, nonclinical approach to individuals’ distress is in part a result 

of the consumer/survivor/ex-patient (c/s/x) social movement. Prior to and during 

deinstitutionalization, social movements such as the psychiatric survivor and ex-patient movements 

gained attention for their radical opposition to psychiatry (Adame and Knudson 2008; Faulkner 

2017; McLean 1995; Tomes 2006). They were later joined by those who identified as “consumers” 

– a less radical counterpart, but one that still strongly advocated for their rights, such as informed 

consent. These movements challenged dominant discourses about mental health and illness 

(Chamberlin 1990; Cook and Wright 1995; McLean 2000; Rose 2019). They called into question 

the hegemony of psychiatry and sought to fight back to defend their rights, which had been ignored 

or violated (Crossley and Crossley 2001). 

 The psychiatric survivor movement is an example of a health social movement (Brown et 

al. 2010). The consumer/survivor/ex-patient (c/s/x) movement shares many similarities with the 

health social movement that arose during the HIV/AIDS crisis, in which laypeople “put forward 

claims to speak credibly on biomedical matters” and “turned ‘victims’ into activist-experts” 

(Epstein 1996). Further, both those with HIV/AIDS and individuals with a history of mental illness 

are stigmatized and socially discredited subjects (Goffman 1963). Indeed, individuals involved in 

the c/s/x movement were often seen as lacking credibility and being too radical, but also offered a 

unique perspective that highlighted the need for reform in the mental health care system 

(Vandewalle et al. 2016). While the survivor and ex-patient movements called for the abolition of 
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psychiatry, the consumer movement focused on reform and the rights of people with mental illness. 

Thus, the radical survivor and ex-patient movements started a serious discussion about psychiatry’s 

faults and the more moderate consumer movement set goals that were more inclusive of psychiatry, 

yet still in the spirit of combating abuses and failures of psychiatric treatment and the mental health 

system. 

 The c/s/x movement highlighted the value of lived experience with mental illness (Watson 

2017), with some going so far as to embrace the idea of “symptoms as protest” (Brown 1985). 

Echoing the calls of the closely related disability movement, psychiatric survivors proclaimed, 

“Nothing about us without us” (Charlton 1998). Individuals were able to reclaim their own 

narratives (Moran et al. 2012) and attempt to recover from adverse experiences within the system 

(Cohen 2005). Indeed, psychiatric hospitalization has been found to be potentially traumatic or 

retraumatizing (Frieh 2019; Robins et al. 2005). Those in the c/s/x movement protested psychiatric 

power (Foucault 1988; Rosenhan 1978; Rose 2006) which allows for the social control and 

pathologizing of what the c/s/x movement termed problems in living or extreme states (Novella 

2010; Cook and Wright 1995). Individuals labeled as mentally ill have pushed back against 

psychiatric power and authority, including peer specialists, who are redefining what comprises 

expertise in mental health care, from the standpoint of lived experience. Contemporary advocacy 

promoting lived experience as legitimate and valuable knowledge echoes the calls for radical 

change started and espoused by those in the c/s/x movement. Knowledge from experience, though 

subjugated, is a key focus of the c/s/x movement and is what makes peer specialists and the support 

they provide a unique and a promising new avenue for supporting individuals in the community.  

Ultimately, in response to the creation and deployment of mainstream psychiatric 

knowledge, those in the c/s/x movement attempted to counter psychiatry’s legitimacy through 



  14 

emphasizing its abuses and placing great value on lived experience versus psychiatric or medical 

knowledge. These “lay” knowledges are constructed in a space between lay expertise and 

professional knowledge (Barker 2008; Horwitz 2002), creating the hybrid identity of lay 

professional. Such individuals and groups seek to understand and alleviate distress outside the 

medical model, and this ideology contributed to the rise of peer-run initiatives. Conversely, the rise 

of peer specialists has contributed to the understanding that the biomedical model is often 

insufficient and can even be harmful. Such approaches threaten medical professional authority and 

are politicized, but also provide critical support to those in need of community services (Adame and 

Leitner 2008; Chamberlain 1978). The efforts of the c/s/x movements to give a voice to “mental 

patients” and emphasize the healing value of peer support allowed for the creation of the peer 

specialist profession. These movements helped transform peer-centered approaches to difficulties in 

living from the margins to the mainstream, and peer specialists are now recognized as legitimate 

mental health service providers who provide evidence-based services (Kuhn et al, 2015).  

The c/s/x movement was a major factor in deinstitutionalization. Early calls for 

demedicalization occurred prior to and during deinstitutionalization in the 1960s and 70s, when 

individuals formerly incarcerated in long-term mental health facilities reentered the community. 

Facilitated by invention of effective antipsychotic medication such as Thorazine, 

deinstitutionalization resulted in the subsequent closing of large state mental hospital facilities, 

which released people back into the community. Following a series of federal policies establishing 

an outpatient mental health system, mental health care and treatment shifted to a community-based 

approach (Estroff 1981). However, deinstitutionalization failed in many ways – short-term hospital 

admissions increased alongside a large rise in the use of psychotropic drugs and dominant 

biomedical views of mental illness (Brown 1985; Cook and Wright 1995).  Community mental 
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health centers struggled to provide services to all who needed them. Homelessness also increased 

among people with serious mental illness (Schutt 2016). In light of the failures of the system to 

adequately serve those with psychiatric needs, peer support and peer specialists have the potential to 

reduce barriers to seeking care and promote recovery. Peer specialists have the potential to provide 

mental health care to communities that may otherwise lack access to treatment and support.  

 

Knowledge, Power, and Liminality 

 

 

In Chapter 4, I examine how peer specialists may navigate the invisible yet very real 

boundaries between forms of knowledge deemed legitimate and those characterized as illegitimate 

or “non-scientific.” Foucault (1980) wrote about “an insurrection of subjugated knowledges.” 

Foucault argues that subjugated knowledges provide insight into forms of knowledge that are 

rejected by and/or challenge existing hegemonic institutions and beliefs. This is in line with the 

general ideology of the consumer/survivor/ex-patient movement – the protest of the discredited for 

the abolition of harms in psychiatry. Indeed, the c/s/x movement, which emerged alongside a shift 

to community-based mental health care post-deinstitutionalization, highlighted the unique 

knowledges of “mental patients” (Adame and Knudson 2008; Faulkner 2017). Their arguments for 

“trauma informed care” and the value of peer support have made an impact on contemporary mental 

health care. Foucault comments that subjugated knowledges, such as that of the “mental patient,” 

“have been disqualified as inadequate to their task or insufficiently elaborated, beneath the level 

of…scientificity (82)” There is an intrinsic tension between knowledge established as “scientific 

truth” or legitimate knowledge, and that which seeks to disrupt and challenge established ways of 

knowing.  
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Peer specialist knowledge is knowledge that comes from lived experience; it is not formally 

scientific in the way that medicine stakes its claim to science, and as such, is potentially 

delegitimized. However, an “insurrection” of subjugated knowledges, those that are “low-ranking” 

and “directly disqualified… (such as that of the psychiatric patient) (82),” can give the discredited 

or disqualified a voice and a place, and even legitimacy. While the knowledge from, for example, 

lived experience with mental illness, is “confined to the margins of knowledge (83),” such 

knowledge may be leveraged to help others in their paths to recovery. As we know from the 

struggles of the survivor and ex-patient movement, in which many claimed “Mad Pride” and fought 

against biomedical psychiatry, the voices of those with mental illness diagnoses attempted to bring 

knowledge gained from lived experience to the center from the margins (Crossley and Crossley 

2001).  

An investigation of subjugated knowledges and hegemonic forms of professional knowledge 

must take power into account. Foucault writes that “[t]he exercise of power perpetually creates 

knowledge and, conversely, knowledge constantly induces effects of power” (52). Power and 

knowledge are inextricable, and one cannot interrogate knowledge without simultaneously 

considering the power relations underlying different forms of knowledge. For instance, the notion 

that schizophrenia and bipolar disorder are lifelong, incurable illnesses requiring medication is 

widely accepted as true. This knowledge about severe mental illness is a product of power, insofar 

as it is constructed by the powerful institution of (bio)medicine, more specifically, biomedical 

psychiatry. In turn, the generally accepted or conventional “truth” about severe mental illness 

further legitimates the power of medicine and psychiatry, validating more overt exercises of such 

power, often in the form of forced treatment and involuntary commitment. The interplay of 

knowledge and power is also fraught with political and ethical challenges. Psychiatry has the power 
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to render individuals, such as prison inmates, docile subjects through the use of 

psychopharmaceuticals (Hatch 2019). It has also been weaponized to silence or discredit the 

powerless, such as the use of the diagnosis of schizophrenia to discredit Black men engaging in civil 

rights protests (Metzl 2010).  

Donna Haraway (1988) writes that “politics and ethics ground struggles for and contests 

over what may count as rational knowledge (587).” Within the context of the mental health system, 

those whose knowledge is drawn from lived experience may face challenges to the legitimacy or 

“rationality” of their particular form of expertise, as those involved in the c/s/x movement have 

done. Haraway extends Foucault’s notion of subjugated knowledges, arguing that positionality and 

one’s situatedness in society, or certain social institutions, are crucial to making claims to different 

forms of knowledge. She argues for “partiality and not universality” (589) in being heard and 

making claims to knowledge. If knowledge from lived experience is “partial” in its uniqueness and 

situatedness, and knowledge formally legitimated within powerful social institutions attempts to 

make universal claims, “situated knowledges” such as the standpoints of mental health peer 

specialists, hold great value. An insurrection of subjugated and situated knowledges can challenge 

established universal truths in a way that may create needed change in a broken mental health 

system.  

The knowledges of peer specialists can be considered “insider” knowledge among peers in 

that they have privileged access to certain ways of knowing that can only be fully understood by 

other insiders (Merton 1972). There are “patterned differentials across social groups and strata in 

access to certain types of knowledge” (11). Access to knowledge is based on a person’s social 

position or group membership and socialization into a social group. Peer specialists occupy a 

specific position and have a unique standpoint from which they draw their knowledge and use it to 
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support others as insiders. Outsiders to the peer world are not able to understand mental health 

struggles from the peer specialist standpoint, which makes peer specialists’ knowledge from 

experience privileged and unique. According to Merton (1972), only insiders can understand other 

insiders and possess specific forms of knowledge within the community. This suggests that lived 

experience is insider knowledge and those without the knowledge from lived experience cannot 

understand the experiences of peer specialists and those they support. However, outsider status, and 

thus lack of full understanding, does not preclude studying, treating, or otherwise addressing mental 

health at the individual, community, or population level.  

Peer specialists’ situatedness and insider knowledge are characterized by hybridity – they 

walk the boundary line between patient and professional. Peer specialists have lived experience as 

patients but are moving into the role of professionals, with their lived experience transformed into 

legitimate expertise. They have become lay professionals, a seeming contradiction but one that 

captures the unique combination of lived experience and professional knowledge of peer specialists. 

As Haraway comments, the “split and contradictory self is the one who can interrogate positionings 

and be accountable, the one who can construct and join rational conversations (586).”  The “split 

and contradictory self” represents peer specialists’ hybridity and the knowledge they bring to the 

table. As such, I anticipate that peer specialists likely need to continually navigate boundaries 

between their work and the work of clinicians, their own experiences and those of the individuals 

they serve, and their past and present identities. “Boundaries shift from within” and these shifts are 

“ultimately productive (595)”. Boundaries, for one, are fluid and are experienced, and second, have 

the potential to bring change or disrupt the status quo. Peer specialists’ encounters with boundaries 

– those that are more overt such as engaging with the system writ large, and those that are internal 

struggles (Cabral et al. 2014; Davis 2015; Salzer 2010; Watson 2017) – can bring about needed 
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change in a broken healthcare system in which those with mental illness are stigmatized, cast aside, 

abused, and in need of housing, food, and assistance in general (Faulkner 2007; McLean 1995). 

Shifting boundaries may also create conditions for greater collaboration with psychiatrists and other 

clinicians without sacrificing their unique nonmedical approach or compromising their ethics. 

 Understanding the relationship between knowledge and power allows us to consider peer 

specialists’ unique forms of knowledge. I argue that peer specialists possess subjugated, situated 

knowledges rooted in experience and shaped by their encounters with institutional and psychiatric 

power. Their positionality in the mental health system is one that may allow them to challenge the 

boundaries that lie between formally legitimized scientific or medical knowledge and knowledge 

drawn from lived experience. They are “in, but not of, the system” (Kruglach 2011). Therefore, peer 

specialists occupy a liminal space between these ways of understanding mental illness and 

difficulties in living, as I discuss below.  

 

Peer Specialists as Rising Professionals 

Sociological conceptions of professions hold that professions assert strong control over the 

boundaries and content of expert knowledge (MacDonald 1995). A profession is an “occupation 

which has assumed a dominant position in a division of labor, so that it gains control over the 

determination of the substance of its own work” (Freidson 1970). Professions involve a high degree 

of autonomy, are considerably free from the control of outsiders and are expected to be able to 

police their own from within. Professions have ultimate control over their work and within the 

profession of medicine, for example, have influence over determining what is and what is not illness 

(Freidson 1970).  
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However, Freidson’s perspective on professions is grounded in the idea that professions 

have power and prestige vis-à-vis other occupational categories that might otherwise encroach on 

their professional dominance. This situation does not characterize peer specialists. This does not 

necessarily indicate, however, that peer specialists are not professionals. For example, nurses are 

health care professionals that also lack power and prestige restive to physicians. Nonetheless,  

nurses possess attributes of a profession including professional authority, a code of ethics, and 

associations that control and monitor conduct and performance within the profession (Greenwood 

1957; Giddens 2010; Willetts and Clarke 2012). Nursing professions have a unique body of 

knowledge and “reasonable independence in decision-making about practice and control of the 

work situation and conditions” (Liaschenko and Peter 2004: 489). However, Liaschenko and Peter 

argue that nurses do not have full autonomy and do not align with Freidson’s definition of 

professions. In that sense, peer specialists as professionals have many similarities to nurses as 

professionals. As such, peer specialists comprise a profession that is in the process of establishing 

itself as legitimate: peer specialists and the training they undergo is unique to peer specialist work 

and is conducted by and for peers, or other individuals struggling with mental health problems. 

They are part of an emergence of new professionals who have expertise but lack power, prestige, 

and full authority (Gorman and Sandefur 2011). However, unlike nurses, peer specialists hold 

discredited and discreditable identities, as they must disclose their histories of mental illness as part 

of their work. Thus, peer specialists face obstacles to legitimation that nurses do not.  

Despite that Freidson’s conception of professions excludes peer specialists from being 

defined as full professionals,, it is still valuable to draw on his theories to understand when an 

occupation is employing tools and strategies that move it toward professionalization.  For example, 

Freidson argues that professions also depend on the tolerance and protection of the state (Freidson 
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1970). In the case of certified peer specialists and the agencies or nonprofit community 

organizations that hire them, funding that allows for the hiring of peer specialists and the operation 

of the nonprofits comes from the state. In Massachusetts, agencies and organizations are in part 

funded by the Department of Mental Health, or DMH. State funding enables certified peer 

specialists’ existence and demonstrates at least some degree of tolerance and protection by the state 

of organizations that hire peer specialists. The introduction of Medicaid billing for peer specialist 

services also may offer additional legitimacy, as it formally recognizes the value of peer support 

services as worth paying for (Silver and Nemec 2016). The increase in funding allocated to peer 

specialist services and the nonprofits that employ them reflects how these services are increasingly 

recognized as evidence-based practices with specific and positive outcomes for community 

members (Bellamy et al. 2017; Ibrahim et al. 2019; Solomon 2004).  

Abbott (1988) provides a definition of professions and explicates their claims to authority 

and expertise, though he also focuses on professions as part of a system. Abbott defines professions 

as “exclusive occupational groups applying somewhat abstract knowledge to particular cases” (8). 

Further, according to Abbott (1988), the interrelations of professions determine how those groups 

control their knowledge and skill, using abstract knowledge. For peer specialists, abstract as well as 

pracrtical knowledge comes from lived experience with mental illness, and abstract knowledge 

serves to legitimate professional work (55). That is, professions make up an interdependent system 

and within the system, hold certain activities that fall unique jurisdictions. Jurisdiction is the link 

between a profession and its work. “Jurisdictional boundaries are perpetually in dispute” (2) and 

jurisdiction is “the defining relation in professional life” (3). In the case of certified peer specialists, 

their claim to expertise is through the abstract knowledge gained from lived experience. They 

compete with the profession of medicine, specifically psychiatry, as well as other types of mental 



  22 

health professionals (e.g., social workers) within and around jurisdictional disputes. They must 

establish their knowledge as legitimate while continuing to push back against the medical model 

and its conceptualization of mental illness. Their abstract knowledge is complemented by practical 

knowledge in the ways in which peer specialists carry out their professional duties. Abstract 

knowledge about mental illness, such as the knowledge psychiatrists possess, is combined with 

practical knowledge from lived experience and training to inform peer specialist practice.  

However, while peer specialists can be considered professionals, they more realistically 

occupy a liminal space between patient or lay expert and professional (Oborn et al. 2019; Simpson 

et al. 2018; Watson 2019). Liminality entails a position of ambiguity or uncertainty and is used to 

“understand the meanings of being in-between institutionalized arrangements, taken-for-granted 

socio-cultural structures, and established social positions” (Winkler & Mahmood 2015; p. 53). Peer 

specialists are in between patienthood and professionalism, operating as lay-professional hybrids. 

Lay expertise is derived from personal experience, and people develop expertise on their condition 

(Prior 2003). Peer specialists’ knowledge comes from experience, but they use it professionally as 

part of their jobs, making their knowledge professional knowledge. Peer specialists may walk the 

boundary line between being patients and being professionals – their knowledge from lived 

experience can provide unique insight that can be translated into ways to best support or help peers 

in the community. How peer specialists work toward claims of professionalization and expertise 

while navigating their liminal position is a topic explored in this dissertation. 

 

Identity, Emotion Work, and Coping – Social Psychological Perspectives 

Social psychological perspectives on identity, emotion, and coping may be important for 

understanding the experiences of peer specialists and, in particular, how identity and emotion play 



  23 

out in interaction with colleagues and service recipients. Goffman (1963) wrote, "Our sense of being 

a person can come from being drawn into a wider social unit; our sense of selfhood can arise 

through the little ways in which we resist the pull. Our status is backed by the solid buildings of the 

world, while our sense of personal identity often resides in the cracks" (320). Becoming a peer 

specialist may indeed draw individuals into a wider social unit that validates their personhood in 

ways the mental health system has not, and resistance to contemporary psychiatry and dominant 

institutions lies at the base of the peer movement. Further, engagement with dominant institutions 

may reveal the subjugated status of peer specialists’ knowledge, yet at the same time, has the 

potential to shape one’s identity and provide empowerment to peer specialists and service recipients 

alike.  

Given that peer specialists have their own histories of mental illness, they most likely have 

personal and professional knowledge of such institutions. Initially, many people with mental illness 

adopt an illness identity (Karp 2017; Goffman 1963). Because that illness identity is stigmatized and 

devalued, it can lead to feelings of loss of status and control. However, peer specialists can redefine 

themselves as peers, employees, and people in recovery, reclaiming positive aspects of an illness 

identity. In this way, peer work may be empowering and allow individuals to rewrite the script that 

was once written by for them by psychiatrists and other powerful entities (e.g., the court system). 

Through a pursuit of recovery, a person can redefine themselves as peers, supporters, or workers 

instead of “sick persons” and have the opportunity to reauthor their personal narrative, moving from 

“being mentally ill” to “being in recovery” (Anthony 1993). This can reduce the stigma of mental 

illness for peer specialists and those they support by allowing them to as repudiate labels, find 

community, and embrace hope for healing. 
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Goffman discusses how the discredited and stigmatized possess “spoiled identities,” yet 

these identities are the foundation of positive engagement in work with peers (Goffman 1963). 

While modified labeling theory would suggest that identifying as having difficulties in living or 

mental distress has mostly negative consequences, such as isolation, rejection, and secrecy (Link et 

al. 1989), peer specialists challenge negative views of people with mental illness by transforming 

past struggles into present experiences of helping and educating others (Thoits 2011). They may do 

so in part by eschewing psychiatric labels and encouraging people to define themselves in more 

positive, nonmedical ways. Resisting psychiatric diagnostic labels may also serve to destigmatize 

experiences of mental distress (Thoits 2016). Peers may find identity through peer work (Barrenger 

et al. 2018; Mancini 2019). However, they may struggle with the emergence of a new, professional, 

identity. This may be in part because peer specialists may feel as if they have shared identities with 

the clients they serve yet interact with clients in the role of a professional (Jones et al. 2019). 

Ultimately, peer specialists likely experience a redefining and demedicalization of identity as they 

move from the role of “patient” to being a “professional” (Jensen and Wadkins 2007).  

Peer specialists occupy a unique position in which they straddle the worlds of patienthood 

and professionalism. Their work necessitates that identity and emotion are closely linked in practice, 

and peer specialists must experience and cope with their emotions while operating with lay 

professional identities as well as coping with the emotions that are often raised when engaging in 

peer support. Their work involves a great deal of engaging with and encountering intense emotions, 

and in these situations, peer specialists draw not only on their lived experience, but also their 

understandings of what is and is not appropriate in terms of expressing or sharing emotions at work.  

Hochschild’s (1979) elaboration of “emotional labor” and “emotion work” are likely to 

pertain to the experiences of peer specialists, who must navigate emotion in their everyday work. 
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Emotion work entails “trying to change in degree or quality an emotion or feeling” (Hochschild 

1979: 561). In managing emotions, individuals must create or suppress certain feelings so that their 

feelings are considered appropriately matched to a given situation, according to prevailing social 

norms. Hochschild comments that it is meaning-making jobs that are most likely to require a greater 

degree of emotion work, and peer specialists work in a job that requires a great deal of emotion 

work and emotion management, as their work involves meaning-making endeavors. Pursuing 

recovery and helping others do the same are intrinsically meaning-making projects. How do peer 

specialists navigate and control their feelings while acting in an emotionally and professionally 

precarious position? If the way peer specialists feel in a given situation is inappropriate to their job 

or potentially unhelpful while working with service recipients, they must be able to manage their 

emotions – adjust their emotional response to a situation or a client’s behavior appropriately - in 

order to successfully fulfill their duties. 

Indeed, peer support has been explicitly discussed as emotional labor (Mancini and Lawson 

2009; Watson 2017; Voronka 2017). The difficulty of emotion management or being able to 

separate emotion from work in a healthy way is demonstrated by the case of caring for clients 

experiencing suicidality, which could be triggering for peer specialists (i.e., it may bring up their 

own suicidal thoughts) (Huisman and van Vergen 2019). Peer specialists must cope with the 

emotions that get raised at work. If the emotions one must manage are too intense or serious, and if 

one lacks effective methods of coping, a peer specialist could experience their own crisis or even 

put themselves or others at risk. However, working through these emotions via engagement, 

connectedness, and support that facilitates meaning-making can ameliorate or prevent such 

situations (Scott 2011). What is unclear is how peer specialists experience emotional labor, which 

may differ from more traditional helping professions, and what coping resources they use to manage 
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emotions they experience on the job (Thoits 1995). This theme is explored in the 5th chapter of this 

dissertation.  

   

Rationale for the Current Study: Why Peer Specialists? 

 

 Given the literature reviewed above, research on peer specialists has the potential to address 

major gaps in the sociological literature on health care and professions. First, peer specialists may 

engage in challenging the mental health system and psychiatric biological approaches to mental 

illness. Their emphasis on mutuality, recovery, and empowerment is in opposition to the ways in 

which the system views mental illness. Further, the non-clinical approach that peer specialists take 

works to challenge the biomedicalization of mental illness. Under this model of care, individuals 

with mental illness are provided the opportunity to redefine their self-concept and reduce stigma. 

Therefore, this research elaborates the ways in which peer specialists resist biomedicalization and 

provide alternatives to the mental health system. The ways in which peer specialists push back 

against psychiatric labeling and pathology and reframe mental illness as struggles, difficulties in 

living, and extreme states could be translated to other investigations of processes that resist 

biomedicalization. During a time in which biomedicalization is continually increasing its scope, 

there are likely other instances of resistance to biomedicalization taking place, perhaps also through 

social movements.  

 Second, the case of peer specialists is interesting and potentially distinct from other 

service/helping professions because peer specialists occupy a unique liminal space as both lay 

individuals and professionals, or “lay professionals.’ The necessity of navigating a liminal space 

while advocating for their legitimacy is a unique perspective and standpoint that may provide new 
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insight into struggles for professional legitimacy and professional boundary work. At the same time, 

peer specialists are professionals who draw their expertise from lived experience with mental 

illness. They are hybrids, occupying multiple identities at once, from layperson with mental illness 

to professional with legitimate knowledge. It is unclear how this may influence the processes 

through which peer specialists constitute and reconstitute their specialized professional knowledge. 

Existing sociological work on professions is instructive, but does not explicitly consider hybrid 

professionals comprised of individuals whose identities may be discredited.  

 Peer specialists’ knowledge from lived experience is subjugated and situated knowledge. 

These concepts, from Foucault and Haraway, respectively, provide ways in which to understand 

how peer specialists’ knowledge is both contested and granted some legitimacy. Peer specialists 

hold a unique standpoint and have risen above their subjugated status in order to provide support to 

community members as an alternative to the psychiatric system. The rise of gay rights activists in 

the 1970s protesting the inclusion of homosexuality in the DSM is just one example of an 

insurrection of subjugated knowledges by stigmatized groups.  

 Finally, this research can help shine light on the importance of emotion work in mental 

health services professions. While there is a broad sociological literature on emotion work and 

emotional labor, none examine instances in which the lines between personal and professional are as 

blurred as they are with certified peer specialists and those they support. Peer specialists must 

engage in emotion work and cope with their emotions, but the boundaries between them and those 

they support are sometimes less than clear. Further, peer specialists are a unique case in that 

expressing emotion may be required to successfully bond with and support their clients and may 

help them be more effective at their jobs. It is unclear how emotional work unfolds when showing 

emotion may be positive, but there is still a need to maintain professional boundaries.  
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Potential Implications for Policy and Practice 

 

 This research also has important implications for policy and practice. Certified peer 

specialists provide evidence-based mental health services to community members who may be 

experiencing mental health crises or difficulties. Their services are entirely free, lowering one major 

barrier to care that many individuals encounter when attempting to seek help. The expansion of 

certified peer specialist services across the country could make mental health care more accessible. 

 Further, the support that peer specialists provide is nonclinical, meaning peer specialists do 

not take a medicalized approach to people’s struggles. Some individuals may decline receiving care 

by a psychiatrist or within the broader mental health system perhaps because of negative or even 

traumatic past experiences, difficulty with access, or a desire to avoid medication and formal 

diagnosis. If some individuals are distrustful of the mental health system, finding support from peer 

specialists could be a fruitful endeavor. However, some individuals choose to engage in both 

medical treatment and nonmedical peer support. Pushing back against biomedicalization does not 

necessarily entail a complete rejection of psychiatry. Rather, peer specialists provide services that 

can complement mainstream approaches to treatment if a person so desires. Overall, though, the 

perspective peer specialists take, one that is attentive to trauma and emphasizes self-determination 

and recovery, runs counter to many messages transmitted from within the system or about the 

system, namely, that individuals with certain diagnoses (such as schizophrenia) will forever be sick 

and require medication intervention. They instead emphasize recovery from mental illness, however 

a person wishes to pursue and define it, whether they take medication and identify with a diagnosis 

or not. Ultimately, while peer specialists do not reject individuals’ decision to identify with a 
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diagnosis or take medication, they do offer alternatives that might appeal to those otherwise 

disinclined to seek help or who may not have felt helped by traditional approaches. Therefore, 

federal funding and local support for peer-run organizations is necessary to help the profession of 

peer specialist expand and bring evidence-based mental health services to communities that may be 

lacking in mental health resources. 
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CHAPTER 2: METHODS 

 

 

 

 

 

This research uses the case of certified peer specialists to investigate the interplay between 

the characteristics of a new and hybrid profession, emotion work in professional roles, and 

challenging the biomedicalization of mental illness. Specifically, I focus on how peer specialists as 

professionals experience their work and their position within but not “of” the mental health system. 

This means that while they must work within the bounds of the mental health system, they are not 

agents of the system and instead take a different approach. They have specific expertise from lived 

experience which makes them and their work unique. I examine the implications of peer specialist 

work for how we approach and view mental illness. Prior research has highlighted problems that 

have arisen from the medicalization of mental illness and the parallel professional dominance of 

medicine over the field of mental health care. Given these problems, some organizations and 

individuals are engaging in the challenging of medical views of mental illness and therefore are 

resisting the biomedicalization of mental illness. However, there is little research on resistance to 

biomedicalization and it has not been thoroughly analyzed in the case of mental illness. There is 

also little sociological research on peer specialists and their work, with most knowledge about peer 

specialists taking a more practical and sometimes clinical approach.  

 Further, peer specialists comprise a new and growing profession, and gaining professional 

legitimacy could serve to further efforts to resist biomedicalization through peer specialist practice. 

There is significant sociological literature on professions and professional authority, but because 

peer specialists’ expert knowledge is largely experiential, little research has examined professions 
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that lie in a liminal space between lay knowledge and professional knowledge. Their work is 

emotionally laborious and peer specialists must navigate this in their professional roles. Peer 

specialists are an ideal case to study the relationship between professions and efforts to resist 

biomedicalization because of their liminal position and unique approach to mental distress. Their 

work may also entail a great degree of emotion work, which in part is a result of their drawing upon 

lived experience to inform their professional behavior. Going a step further, this study also 

considers the challenges that peer specialists face in establishing a professional identity and using 

that identity to push for the demedicalization of mental illness.  

The aims of this research are to investigate the relationship between peer specialists’ 

professional roles, emotion work while operating in those roles, and resistance to the 

biomedicalization of mental illness. The case of peer specialists allows me to address the 

connections between those concepts and develop an understanding of their theoretical and practical 

implications. To answer my research questions, I conducted a multi-method study on certified peer 

specialists, drawing from 1) participant observation field work in Massachusetts conducted at a 

peer-run organization, 2) in-depth, semi-structured interviews with certified peer specialists across 

the United States, and 3) a survey of peer specialists in the United States. The study was approved 

by the Indiana University Institutional Review Board under Protocol 2009750796. 

 

 Using multiple methods allows me to triangulate data, insofar as I can understand the 

overlap between my findings through an integration of each method used. Fieldwork allowed me to 

observe and participate in the everyday work of certified peer specialists. I was able to observe a 

community drop-in center, a peer-run respite for individuals experiencing a mental health crisis, a 

certified peer specialist training, staff meetings and phone calls, peer-run groups, and a state House 
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and Senate hearing on regulating the profession of peer specialist. Each of these sites for 

observation allowed for unique insights into what peer specialists do, what they believe, and how 

they may be challenging the biomedicalization of mental illness as a new type of mental health 

professional.  

Interviews were invaluable in providing deep insights into individual peer specialists’ 

perceptions of their lives and their work in the context of their own lived experience. Interviews 

allowed for a more in-depth understanding of peer specialists’ work and helped provide insight into 

what underlies what peer specialists do and why what they do is unique. By conducting interviews, I 

could learn more about what I had observed in the field. Interviews were conducted while the field 

work was ongoing, such that insights from the interviews informed what I focused on in my 

fieldwork, and what I learned from my fieldwork influenced the type of probes I asked in the 

interviews. 

 The survey data provided background information on the demographic characteristics of 

peer specialists and key statistics on factors such as trauma, psychiatric labeling, and stigma. 

Respondents were also asked about perceptions of peer specialist work, job satisfaction, the 

importance of peer support, and views of the psychiatric system.  The survey helped confirm that 

major themes in the interview data were similarly represented in the quantitative data and allowed 

for insights into peer specialists’ attitudes toward their work and the psychiatric system. The survey 

data were also important for understanding how widespread experiences of trauma, labeling, and 

stigma are for peer specialists, something that was echoed in the interviews.  

Case 

To investigate my research questions, I use the case of certified peer specialists and their 

experiences and knowledge of mental health and illness. Certified peer specialists are individuals 
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who have lived experience of mental illness and provide support to community members who may 

be struggling in a way that highlights autonomy, self-determination and hope for recovery. Certified 

peer specialists are a useful case to study because they are part of a new and growing profession that 

offers services that are unique to peer support and hold views that contrast with typical or normative 

approaches to mental illness. They are in the process of establishing their profession and offer 

alternatives to the mental health system. Being able to study this profession allows for insights into 

how they conceptualize their work and their position in the mental health field in ways that studying 

other types of mental health professionals would not. It is necessary to study a less-established 

profession to understand the ways in which members of a profession seek to legitimize themselves 

and establish specific types of expertise. Further, it may be easier to gain access to peer specialists 

than psychiatrists or other clinicians for the purpose of studying approaches to mental illness. Much 

research has been done on clinicians with more established professional boundaries and perhaps, 

some disdain for outsiders, while peer specialists are working to solidify their presence in mental 

health care and may be more willing to allow for outside researchers to engage in multiple facets of 

their work.  

 Further, peer specialists are also an ideal case for studying processes of resistance to 

biomedicalization. They take a nonclinical approach in their work, and instead of focusing on 

individuals’ diagnoses or symptoms, emphasize hope for recovery, mutuality, and self-

determination for people who maty be struggling. They may instead look at social environmental 

factors including histories of trauma to explain individual distress, and in doing so, may push back 

against the medical model and the psychiatric system’s approach. Their position outside the medical 

model makes them an ideal case for understanding how mental illness may become demedicalized 

in certain contexts and through certain types of knowledge. Their nonmedical approach also leads to 
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peer specialists potentially engaging in significant emotion work, especially because of their 

position as working mutually with peers. As such, peer specialists must also engage in specific types 

of coping with their emotions while maintaining professional boundaries. The complexity of these 

relationships and the non-clinical approach peer specialists take makes the case of peer specialists 

especially promising for research on challenges to biomedicalization and on health professions.   

 

Methodological Considerations 

 

 Lived experience and insider-outsider status 

 

This research has some methodological considerations of note. First, I conducted this research as an 

insider-outsider, which likely had a meaningful impact on what field sites I was able to access, the 

level of rapport built between the myself and respondents, and my ability to blend in. I am an 

insider in that I also have lived experience of mental illness and am relatively open about my 

struggles. I therefore have both a personal and academic understanding of the stigma of mental 

illness and the mental health system. As a person who has been in the system for many years, I 

could communicate my own views and experiences, which frequently resonated with the 

perspectives of certified peer specialists. Additionally, as my best friend was a certified peer 

specialist in Massachusetts, I had greater familiarity with certified peer specialists through our many 

conversations than do most outside individuals. Without this insider knowledge, it would have been 

more difficult to gain access to my field site and to develop an understanding of the experiences of 

peer specialists prior to me entering the field.  
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 While I made it clear that I was a person with lived experience, when appropriate, I did not 

share my own story in depth with respondents or those being observed. I did this to maintain my 

own boundaries as a researcher, and to avoid overly influencing the way others responded to me due 

to the specifics of my background. During interviews, I sometimes commented that I understood 

because the respondent and I shared a diagnosis, or because like them, I had been involuntarily 

hospitalized. I also was able to similarly understand what it is like to experience trauma, as trauma 

was a main topic of the interviews. My ability to relate to what was being said from a position of 

personal experience allowed me to build very strong rapport with interview respondents. 

Respondents were open with me about their experiences, many of which were traumatic and deeply 

personal, with little prompting. In the field, I introduced myself as a researcher with lived 

experience. Noting my own background made a clear impact on the data I was able to collect. 

Without my being, in some ways, an insider, I do not believe respondents and participants would be 

as comfortable around me or as willing to share personal stories with me. My insider status certainly 

played some role in how open people were with me and the degree of access I was granted.  

 Being an insider could raise some potential issues in terms of my ability to remain objective 

with my work. My insider status could lead to me not being fully objective as a researcher, as I have 

my own personal views of the psychiatric system and mental health care that often converged with 

the attitudes held by those at my field site. This has the potential to create bias in my work, though I 

made efforts to ensure that I was conducting my research to answer unaddressed questions rather 

than to confirm my beliefs. I prioritized learning about what was unfamiliar and new to me rather 

than selectively collecting data that resonated with my own views. It was important that I remain 

impartial so that my approach to the research was not warped by my biases.  
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 Though I held some degree of insider status, I also maintained an outsider position as a 

researcher and as coming from outside the peer specialist world. While I had some background 

knowledge of peer specialists from my friend and from the literature, I had no experience working 

as a certified peer specialist or working in a helping profession.  The existing literature also lacked 

theoretical framing, so the degree of understanding it provided was only partial. Likewise, while I 

disclosed I am a person with lived experience, I also talked about being from a state with almost no 

peer specialists outside of a few substance use peer supporters, and wanting to learn as much as I 

could about certified peer specialists as well as the organizations that employ them. This made it 

clear that I was new to the peer specialist world, and in response, I was given much more 

background knowledge and access to field sites and opportunities for observing peer specialists at 

work in a variety of locations and roles. This background knowledge was crucial for understanding 

the underpinnings of peer support and how peer-run nonprofits operate. It also helped me 

comprehend the ways in which peer specialists work in different types of organizations and how 

these differences influence peer specialists’ work experiences and relationship to the mental health 

system.  

 Further, it is important to consider the sometimes-divergent views of respondents. I found 

that in general, respondents had critiques of the mental health system, but some were more radical 

than others. For instance, some respondents were strongly opposed to psychiatry, seeing it as a 

harmful entity that inappropriately medicalizes a whole range of human emotions and behaviors. 

Others saw the mental health system as flawed or insuffieient, but as something that they could 

participate in as collaborators with traditional mental health professionals. Those at my field site 

held more radical views than survey respomdents as a whole. Overall, those at peer-run 

organizations were more likely to be strongly critical of the system than those who worked in 
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agencies that involved working with and alongside psychiatrists. As such, my data reflect a more 

extreme view of biomedical resistance than the norm, which helps clarify major themes and issues 

that motivate peer specialists.  

 

Research during COVID-19 

 Further, it is necessary to reflect on the influence the COVID-19 pandemic had on my 

research. I entered the field in 2021, during a particularly difficult time in the pandemic. Masks 

were mandated in public and there were limitations on what people could do and where they could 

go, including limitations that affected my field site. The generally busy, interactive nature of the 

Center’s community center was quiet and mostly closed to the public with some exceptions. For 

instance, some individuals at the local psychiatric hospital were able to come in and get a tour of the 

Center and spend some time sitting with peers doing activities like watercolor painting. These visits 

were infrequent and only a handful of peers participated at a time. However, peer specialists who 

work at the Center still came in to work and this gave me an opportunity to observe them doing their 

work in person. Some other people were able to come into the Center by appointment, but this did 

not happen every day.  

The respite, on the other hand, was fully open. Usual operations were largely unaffected by 

the pandemic, which meant that I ended up spending a lot of time observing the respite in 

comparison to time spent at the community center. Further, the peer specialist training I participated 

in was virtual, over Zoom, because of the pandemic. Typically, in the past, the trainings were held 

in person. This meant that my observations were in some ways limited compared to what I would be 

able to experience in person, though being able to participate virtually was still very valuable. 

Further, the online format made the trainings more accessible to those in other cities since the 
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training was for the entire state. Overall, the pandemic did influence my research, but I was able to 

find ways to participate in intensive fieldwork that provided valuable insights into the experiences 

and work of peer specialists.  

 

Fieldwork 

 

  Accessing the field site 

 

I engaged in roughly five months of intensive participant observation in Massachusetts. For 

my fieldwork, I initially contacted two different organizations in Massachusetts that hire certified 

peer specialists. Both were mental health agencies that employ peer specialists but also have 

clinicians and offer clinical, psychiatric, services to community members. However, the first 

organization with which I spoke declined to allow me to conduct my research there largely because 

of the COVID-19 pandemic. They referred me to another agency and I spoke at length with one of 

the directors of the organization before being informed that the fit between my research goals and 

what the agency does was not ideal. Instead, they recommended that I contact The Center (a 

pseudonym) in central Massachusetts, and I was told that this organization was more along the lines 

of the type of organization with which I would want to work. Unlike the first two organizations I 

contacted, which hire peer specialists but also employ clinicians and engage in more medically 

oriented interventions, the Center is entirely peer-run, meaning that everyone in the organization, 

from the executive to the group facilitators, all have lived experience with mental health difficulties. 

Therefore, the approach they take in providing services to community members is entirely non-
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clinical. This provided me the optimal opportunity to research the case of certified peer specialists 

and their alternative approach to mental health difficulties.   

With this referral and a better sense of the type of organization that would best suit my 

research needs, I contacted individuals working in different capacities at The Center. I established 

contact with the Executive Director of the Center in the winter of 2021. I obtained IRB approval for 

the research in the early spring of 2021. During our meeting, the director asked me questions about 

my research, discussed some constraints related to the pandemic, and inquired about my reasons for 

doing the research. I shared my overall interests and research questions and noted that I am a person 

with lived experience in the system, which helped build trust and rapport. I had Zoom calls with 

other high-level employees at the Center (Director of Marketing, COO, etc.) and began to establish 

rapport and buy-in about my research. I was extended an invitation to come to Massachusetts and 

conduct my research with the participation and support of Center staff. I officially traveled to 

Massachusetts to start my research in April of 2021.  

 

Field sites 

 

The Center 

 

First, my fieldwork entailed conducting observations at the Center’s main site, close to the 

downtown area of the city in which it is located. The community center, which functions both as a 

drop-in center for community members and as an office space for Center employees, was 

welcoming. I conducted fieldwork at this site because it is the central location for all Center 

operations and provided me with opportunities to see how community members and peer specialists 
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interacted as well as to understand how peer employees operated in their day-to-day work. I was 

able to observe instances of community members coming into the center, such as when people who 

were patients at the nearby state psychiatric hospital came in to learn more about the Center and its 

peer specialists.  

The Center itself is in a small storefront building on a bustling road near the downtown area 

of the city. It is a drop-in community center open to all members of the public. Inside, it is brightly 

lit by the sun shining through the large front windows. There is a large front room with sofas and 

upholstered chairs, a bookshelf next to a never-used fireplace, and many drums lining the perimeter 

of the room, for a drum circle group the Center holds. There are tables set up with brochures about 

the Center as well as about various social services and initiatives, typed up in English and Spanish, 

as the city has a large Hispanic population. In the back are two rooms separated by a wall - one side 

is a kitchen where people can come to make food and sit together having lunch, and the other side is 

a relatively large, narrow room with computers and a long table in the middle, which is where staff 

members work. My observations at the community center were overall largely of staff because in-

person groups were limited as a result of the COVID-19 pandemic. Instead, groups were held online 

by peer facilitators, which allowed me to observe multiple groups a day on days I did not go into the 

field. 

I was therefore able to observe what a typical workday looked like for peer specialists at the 

Center and learn about the different roles each employee played in the organization. All participants 

were made aware of my role as a researcher, and I explained my interests and reasons for observing 

to both employees and visitors. I used study information sheets and informed consent sheets when 

ensuring that all parties consented to being observed for the research. My data collection process 

involved observing interactions between peer specialists and community members as well as 
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observing peers interacting with each other, including weekly check-in and business meeting calls 

and meetings. During my observations, I took short jottings in a notebook that would be used to 

write detailed field notes after my time observing. In some instances, such as while observing office 

interactions, I took more notes, and in others, such as when a community member came in from the 

nearby hospital, I took fewer notes to avoid making anyone uncomfortable. Participants were happy 

to participate in the research and welcomed me into the community center, helping me gain access 

to multiple aspects of what the Center does and what that looks like in practice. 

 

The respite 

 

Another key location for my fieldwork was the Center’s peer-run respite. The respite is not 

physically part of the Center’s main location; rather, it was situated near the city’s downtown area in 

a nice hotel. The Center had obtained a grant to use the hotel as their temporary respite – after my 

field work was complete, the Center’s peer-run respite moved to a more permanent location at an 

old house slightly outside of town. Specifically, funding for the hotel respite came from the 

Massachusetts Department of Mental Health (DMH) and the United States Substance Abuse and 

Mental Health Services Administration (SAMHSA). Funding allowed for the reservation of several 

individual rooms for respite guests, and one room was designated for staff. The respite was entirely 

free, and rooms were spacious, with two beds, a stove and refrigerator, a TV, and more amenities. 

Frequently, new guests would excitedly comment on how nice the rooms are – especially 

considering that many guests were there in part due to housing instability and homelessness. 

However, the respite is not a shelter, and individuals have to be in some degree of crisis to be 

eligible to use it. People could come to the staff room and talk, play games, or grab food. Respite 



  42 

guests were receptive to my presence and many were interested in the study, expressing that the 

research struck them as important and intriguing. I did not have any experiences in which an 

individual refused to be observed.  I stayed in the staff room or in group rooms or the lobby, 

depending on where people were, during my observations. In some instances, guests were not 

around (either in their rooms or out for the day) and I spent time talking to the peer specialist 

working at the respite that day, which provided insights into their experiences working at the 

respite. Guest rooms were private spaces and I did not attempt to gain access to those rooms as that 

would be inappropriate.  

I gained access to the respite with the help and approval of the organization’s chief operating 

officer and the marketing director, both of whom graciously opened doors for me in allowing me to 

fully experience and observe all facets of the organization. Most people stayed for one week but 

were able to stay for up to 30 days if needed as per the grant stipulations. Respites are voluntary and 

individuals are free to come and go as they please. I was able to establish familiarity with some 

respite guests since I observed there for months roughly three times a week for at least two hours at 

a time. In the hotel, each individual staying at the respite received their own room for free, with 

several people staying at the respite at a time. There was always at least one peer specialist working 

at the respite at a time, typically working eight-hour shifts including an overnight shift for anyone 

who may need crisis assistance late at night. Being able to observe the respite provided me the 

opportunity to see how peer specialists and community members interacted in a unique setting and 

unrestrictive setting and an alternative residential facility to psychiatric hospitalization. I made clear 

to the peer specialists working at the respite that I was a researcher, and they were very helpful in 

explaining what they do to me and allowing me to observe all the processes at play in the respite, 

such as the check-in and orientation process that occurs for every new respite guest.  
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With the guests, who would often come into the main staff room – another one of the hotel 

rooms, all on the fifth floor – I would explain that I am a researcher studying peer specialists and am 

also a person who has lived experience with mental illness. I obtained informed consent to observe 

and provided participants with study information sheets. There were no respite guests that objected 

to my presence, and many expressed interest in my work as well as in my own personal background, 

which helped establish trust and rapport. I took jottings in a notebook while at the respite, writing up 

more detailed field notes after ending my observations for the day, but limited the amount of writing 

I did as to not make anyone feel uncomfortable. I became well-known to the peer specialists who 

worked at the respite and some of the guests, and would help with small tasks, such as going in the 

back of the staff room to get a guest some snacks, which sometimes led new guests to think I was a 

member of staff. I made sure to clarify my role as a researcher and required guests to provide 

informed consent prior to being observed, and as mentioned above, my own lived experience was 

conducive to establishing openness with guests and employees.  

 

 Peer specialist training 

 

I also participated in and observed the Summer 2021 Massachusetts Certified Peer Specialist 

training as both a researcher and as an official trainee. Being able to observe and participate in the 

training allowed me to understand and investigate the ideals and goals of peer specialist work and to 

personally experience the process of becoming a certified peer specialist. The recruitment for the 

training was competitive, as over one hundred applicants competed for only roughly thirty to forty 

spots in the training. The application involved a personal statement about why one hopes to become 

a certified peer specialist and previous involvement in peer support as well as two letters of 
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recommendation, one having to be from a certified peer specialist. I obtained letters from a 

professional colleague as well as from my best friend who was a certified peer specialist in 

Massachusetts.  

The individuals running the training were aware that I was a researcher and that I intended to 

observe the training as much as I participated in it. I suspect that my position as a researcher 

connected to others in the organization played a role in securing my spot in the training, given that I 

did not have as much peer support background experience as some of those in the training. The 

training occurred in the last month of my fieldwork, so I had been able to establish relationships 

with others in the organization prior to my applying. In this case, my role as researcher and my 

involvement in other aspects of the organization helped me access this field site.  

The training leaders and I made it clear at the beginning of the class that I was participating 

as a peer but also present as a researcher, and that anyone who had any questions or objections 

could voice how they felt about my presence. Nobody felt negatively about my role as researcher 

and the response was overwhelmingly positive, with many people very interested in what I was 

doing and the final product of my work. I made sure to emphasize that their work with me was 

voluntary and confidential, and that any issues that had with me observing would be appropriately 

addressed. Fortunately, there were no objections to my presence, and other participants treated me 

like any other member of the class, even offering me the opportunity to participate in study groups.  

Before the actual course began, which was over Zoom due to COVID-19, I received a large 

spiral bound book with all of the training materials, lectures, homework, and key information which 

provided crucial information and insights for my analysis. Data collection involved an intensive 

note-taking process in which I took notes and participated in the training as a trainee while also 

observed and wrote notes from the perspective of a researcher. This was a very demanding way of 
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engaging with the data and provided me the ability to understand what it is like to participate in a 

peer specialist training as well as to learn how trainees are shaped into peer specialists and the 

specific ideological commitments they hold. After the class was over for the day – it lasted for 

roughly eight hours per day – I would write more detailed field notes drawing from the jottings I 

took during the class.  

 

 Massachusetts Legislative Hearing 

 

Finally, with respect to my field work, I also observed a Massachusetts House and Senate 

joint hearing on Bill S182, which proposed to regulate the profession of peer specialist. The bill 

proposed having an 11-person board to oversee the profession, consisting of only three peer 

specialists or those with lived experience. The bill also proposed other types of oversight, including 

mandating a specific amount of time a person must be “in recovery” in order to be a peer specialist 

and a stipulation that any peer specialist who poses a threat to the public can be summarily 

suspended by the committee. I learned about the bill from individuals at the field site. This hearing 

was important to my research because I was in part studying peer specialists as members of a 

profession, and this bill sought to establish professional controls over peer specialists.  

The peer specialists I spoke to about the bill were strongly against it, as were those who 

testified about it, because the bill threatened their professional autonomy and reinforced stigma 

against peer specialists. The hearing was public, and any member of the public could sign up to 

testify on the bill. The hearing took place over Zoom because of the COVID-19 pandemic, though 

this enabled me and others to access the hearing and have a recording of all of the testimony, 

available online, after the testimony was over. I did not obtain consent from the members of the 
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public who were testifying as it was a public hearing, with a recording of the hearing publicly 

available, but any quotes taken from the hearing transcript were deidentified and pseudonyms were 

assigned to individuals testifying against the bill. I took notes during the live testimony as well as 

transcribed the audio of the recorded testimony, which I draw on in my analysis.  

  

Field notes 

 During these observations, as mentioned, I took many notes. I wrote short notes and jottings 

in a notebook, or in the training manual, for instance. These notes were used to write detailed field 

notes about each period of observation. I wrote all field notes within 24 hours of engaging in 

observations. In some instances, especially around those using the peer specialist and support 

services, I took fewer notes, and in some other circumstances, such as during the nonprofit center’s 

in person, all-staff meeting, I wrote more in-depth notes in my notebook. In these situations, I did 

not want to make people uncomfortable when, for example, visiting the community center from the 

state hospital, which is why I wrote fewer jottings. Notes were analyzed for key themes, such as 

touching on the emergence of peer specialist as a profession, dealing with emotional labor, and 

mutuality in interactions. My observations were complemented by in-depth interviews. 

 

Interview Methods 

 

In addition to my fieldwork, I conducted in-depth interviews with 30 peer specialists across 

the United States during the spring, summer, and early fall of 2021. The goal of the interviews was 

to learn about how peer specialists understand their work and their lived experience, how they 

navigate emotions when working with peers, and their general perceptions of the mental health 
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system. Conducting in-depth interviews allowed me to elicit narratives about individuals’ recovery 

and how they came to become peer specialists. The semi-structured nature of the interviews 

provided opportunities for participants to share narratives about their lives while also allowing me 

to address more direct questions about their work. The interviews were crucial to my data collection 

as I was able to elicit more personal stories and experiences that may not have been evident during 

field work, and which were not able to be elaborated on with the survey. I recruited respondents 

from my field site as well as from different organizations and agencies across the Unites States, 

using a variety of strategies including sending out flyers for recruitment via email and contacting 

organizations asking them to disseminate information about the interviews. In some cases, snowball 

sampling was used, such as when a respondent sent along information about the interviews to 

colleagues in the same state. This provided me a good range of respondents from different 

backgrounds, different types of employers, and different ranges of experience across the country.  

All respondents were given study information sheets about the interviews and informed 

consent sheets were provided and signed by both me and the respondents. For the interviews, I used 

an interview guide, which provided an outline for the interview as well as several potential prompts 

to elicit more information. The interviews were, with consent, audio recorded using a handheld 

audio recorder. Interviews were conducted across a variety of settings, with some taking place in 

person, and others over the phone or using Zoom. Using multiple settings for interviews was 

necessary to access individuals across the country and in light of COVID-19 restrictions. Location 

and type of interview was entirely up to the respondent – they could choose where they felt most 

comfortable being interviewed.  About 20% of respondents were interviewed in person, while 40% 

were over Zoom and another 40% took place over phone. Interviews lasted between 50 minutes and 

2.5 hours, with a mean length of around one hour and 20 minutes. Audio recordings were then 
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transcribed and coded for key themes. Notes were taken about each interview after the interview 

was over. Participants expressed interest in the interview findings, and many wished to be updated 

after the data collection and primary research was complete. Table 1 shows key respondent 

demographics and interview characteristics.  Respondents were overwhelmingly white and were 

women, with 83.2% of respondents identifying as white and 63.3% of respondents identifying as 

women. Most were from the Northeast, though one-third were from the Western United States and 

16.7% were located in the South. There were no participants from the Midwest.  

 

Table 1: Peer Specialist Interview Respondent Demographics N=30 
      
Race/Ethnicity Count Percent 

White 25 83.3 

Black 2 6.7 

Latino/a 3 10 

Multiracial 1 3.3 

Other 0 0 

   
Gender   
Male 7 23.3 

Female 19 63.3 

Other 4 13.3 

   
Age   
18-25 2 6.7 

26-40 13 43.3 

41-55 15 50 

56-65 0 0 

   
Region   
Northeast 14 46.7 

Southeast 5 16.7 

Midwest 0 0 

West 10 33.3 
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Interview location   
In person 6 20 

Zoom 12 40 

Phone 12 40 

   
Interview duration   
45-60 min 8 26.7 

61-90 min 13 43.3 

91-120 min 6 20 

> 120 min 3 10 

   
 

Interview Questions 

The first question in the interview asks respondents to share their recovery stories, or the 

story of how they came to be a peer specialist. This open-ended question provided the space for peer 

specialist respondents to give a comprehensive narrative about their life experiences and the 

struggles they have overcome. Respondents were also asked about emotion work, positive and 

negative aspects of their work, views of the psychiatric system, perceptions of attitudes about peer 

specialist work, the importance of peer support, interactions with health care providers, identity, 

boundaries, and typical work routines (see appendix 1 for full interview guide). While the interview 

guide did not include direct questions about trauma or mental illness diagnosis and medication, 

these topics frequently emerged from respondents’ recovery stories and most respondents openly 

discussed them in their responses. Trauma was a major theme across all interviews with 96.7% of 

respondents discussing traumatic experiences as part of their recovery stories. Because trauma and 

mental illness histories can be very sensitive topics, care was taken to ensure respondents felt 

comfortable sharing and to avoid pushing too heavily for additional details. Most, if not all, 

respondents were very detailed and did feel comfortable sharing, in part because of efforts made to 

establish good rapport.  
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Interview Data Analysis 

Analysis of the interview data occurred in multiple steps. First, data analysis involved open 

coding to identify major themes. I used open coding with the interview transcripts to initially gain a 

general understanding of what themes may be represented in the data. Open coding allowed for 

initial discovery of key topics for each empirical chapter. After open coding the data, I created a 

new, structured coding scheme that I applied to every interview. Finally, using a process called 

abductive analysis, in which researchers move between theory and data to highlight and analyze 

surprising or unexpected findings, I compiled a final concise coding scheme for the data. Abductive 

analysis blends deductive and inductive reasoning to allow researchers to draw theoretical insights 

from the data that are simultaneously informed by existing theory (Timmermans and Tavory 2012). 

In my analysis, I reached the surprising finding that there was meaningful heterogeneity in how peer 

specialists conceptualized, for example, attitudes toward psychiatry. Therefore, in my results, I 

include disconfirming evidence to demonstrate the diversity of beliefs on the subject. Table 2 shows 

the final coding scheme consisting of multiple overarching but focused codes that capture main 

themes and subthemes and Table 3 shows the distributions of raw codes. Interviews can be coded 

with the same code multiple times, so codes have been applied to a single interview more than once, 

with final code counts reaching above 30. Most interviews contained content applicable to each 

major code. Table 2 shows the coding scheme used with codes and code meanings. Table 3 shows 

the numbers of codes applied to the data, by raw code counts and adjusted code counts. Adjusted 

counts only count each code once per respondent, as interviews could be coded multiple times with 

the same code. This allows for an understanding of how many respondents raised each theme.  
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Table 2: Coding for Certified Peer Specialist Interviews, N=30 

Code Meaning 

  
profession Talks about peer specialists as professionals 

emotion work Peer support as emotional labor 

coping How peer specialists cope with emotional situations 

trauma Experiences of trauma, significance of trauma 

power Issue of power differentials and hierarchy 

view of psychiatry Personal attitude toward psychiatry and the system 

stigma Experiences of stigmatization, general stigma 

mutual Mutuality in peer support 

demedicalization Seeing extreme states, distress, trauma as not medical 

training Discusses peer specialist trainings 

meaning Derives meaning from peer specialist work 

 

 

Table 3: Code Counts, Raw and Adjusted, Peer Specialist Interviews (N=30) 

Code Frequency Adjusted Adjusted % 

    
profession 44 21 70.0 

emotion work 54 27 90.0 

coping 40 20 66.7 

trauma 72 29 96.7 

power 18 10 33.3 

view of psychiatry 21 15 50.0 

stigma 18 11 36.7 

mutual 52 20 66.7 

demedicalization 55 20 66.7 

training 20 11 36.7 

meaning 20 14 46.7 

 

 

Survey Methods 
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In addition to the interviews and participant observation, I also conducted a survey of 

certified peer specialists. See Appendix 2 for the full survey instrument. I use descriptive statistics 

from the survey responses in my empirical chapters. Individuals were eligible for the survey if they 

were at least 18 years of age and were certified peer specialists in the United States. Sampling 

involved an extensive search of peer-run organizations and nonprofits that hire peer specialists. I 

asked organizations to distribute the survey to their peer specialists, and some individuals sent the 

survey to wider networks of peer specialists. My goals were to collect data on the basic 

demographics of respondents and understand peer specialists’ experience of their work and 

experiences with the mental health system.  Table 4 shows key descriptive statistics from the 

sample. The survey was created and disseminated using Qualtrics and data were cleaned using Stata 

version 17. 

In some cases, snowball sampling was used when a respondent invited other peer specialists 

to participate, which was encouraged. Therefore, this is not a random sample, but the survey data 

can still provide insight into key variables. The total N of the survey was 295 respondents before 

accounting for missing data. After listwise deletion of cases with missing data, the sample has an N 

of 265.  

   

 

Table 4 - Descriptive Statistics (N=265) 

 

Variable         Mean      Std. Dev. 
      

Min 
     Max 

    Freq. % 

      

Age 45.13 13.06 20 80 
- 

College education 

(1=yes) 0.58 0.49 0 1 
- 
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Future education (1=yes) 0.63 0.48 0 1 
- 

Gender      

Male - - - - 
24.91 

Female - - - - 
70.19 

   O            Other - - - - 
4.91 

Race (White=1) 0.69 0.46 0 1 
 

Income (in thousands of 

dollars) 37.26 19.47 5 100 
- 

Homelessness (1=has 

experienced) 0.62 0.49 0 1 
 

Hospitalized (1=yes) 0.53 0.50 0 1 
- 

Medication (1=has taken) 0.82 0.39 0 1 
- 

Substance use (1=yes) 0.71 0.45 0 1 
- 

Labeled (1=yes) 0.88 0.33 0 1 
- 

Stigmatized (1=yes) 0.85 0.36 0 1 
- 

Trauma (1=has trauma) 0.87 0.34 0 1 
- 

Criminal involvement 

(1=yes) 0.55 0.50 0 1 
- 

Extremely important to 

help others (1=yes) 0.68 0.47 0 1 
- 

Is satisfied with job 

(1=yes) 
0.92 0.26 0 1 

- 

View of psychiatric 

system 
    

 

Very positive - - - - 
9.06 

Somewhat positive - - - - 
42.26 

Neutral - - - - 
25.66 

Somewhat negative - - - - 
17.74 

Very negative - - - - 
5.28 
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Peer work extremely 

important (1=yes) 0.72 0.45 0 1 
- 

Stress of job      

Always stressful - - - - 
4.15 

Stressful most of 

the time 
- - - - 

18.49 

Stressful half the 

time 
- - - - 

25.28 

Sometimes stressful - - - - 
48.30 

Never stressful - - - - 
3.77 

Source: Survey for Certified Peer Specialists 
 

  
 

 

The above variables were cleaned and transformed in Stata (version 17.0). I recoded some of 

the variables in the dataset. Age is a continuous measure of age taken from age categories. The 

categories went from 18-24 to 75-84 and were transformed into the mean of the category (so 20 for 

18-24 and 80 for 75-84) and turned into a continuous variable. Education is a variable with 

categories: less than high school, high school graduate or GED, some college, 2 year degree, 4 year 

degree, Master’s degree, doctorate, and professional degree. Gender has three categories, male, 

female, and other. Participants identified as a wide range of races and ethnicities, with at least one 

respondent for white and non-Hispanic, white and Hispanic, Latino/Latina, Black or African 

American, Indigenous/First Nations, Asian, Native Hawaiian or Pacific Islander, bi/multiracial, and 

Other. I created a variable from this question in which White=1 and nonwhite=0. Income was a 

categorical measure of income that I transformed into a continuous variable coded as income in 

thousands, using the mean of the income categories, which were Less than $10,000, 10,000-19,999, 
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20,000-29,999, $30,000-$39,999, $40,000-$49,999, $40,000-$49,999, $50,000-$59,999, $60,000-

$69,999, $70,000-79,999, $80,000-89,999, $90,000-$99,999, and $100,000 or more.   

 Homelessness, hospitalization, labeling, medication, substance use, stigma, trauma, and 

criminal justice system involvement were all yes/no questions and are therefore coded 1=yes, 0=no. 

Job satisfaction was also a yes/no question, with 1=yes. The variables “extremely important to help 

others” and peer work as “extremely important” were Likert-type variables. I coded “extremely 

important” as 1 and the rest as 0, since most respondents chose “extremely important” and I wanted 

contrast between that and respondents who are less emphatic. The variables for respondent’s view 

of psychiatry and the stress of peer support work are in the original form, in categories for very 

positive, somewhat positive, neutral, somewhat negative, and very negative for view of psychiatry 

and always stressful, stressful most of the time, stressful half of the time, sometimes stressful, and 

never stressful for the job stress question. 

 The mean age of respondents was 45.1, which is consistent with the mean age of in-depth 

interview respondents. 58% or respondents had a college education from a 4-year institution and 

63% indicated that they wanted to pursue additional education. Consistent with interview 

respondents, 70.2% of survey respondents were women, with 24.9% as men and 4.9% identifying as 

nonbinary or another gender identity. About 69% of respondents were White. The mean income of 

the sample is approximately $37,000 per year with a standard deviation of about $19,500 per year. 

 

Conclusion 

 

In sum, I use the case of certified peer specialists to investigate the interconnections between 

peer specialists as professionals, their engagement in emotion work, and resistance to the 
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biomedicalization of mental illness. By pulling from my fieldwork at multiple field sites, in-depth 

interviews, and survey data, I can fully address my research questions outlined above and 

triangulate conclusions across types of data and sites. As an insider-outsider, I have a unique 

perspective on this research and have been given the opportunity to observe a wide variety of sites 

and events. My in-depth interviews allowed me to understand the experiences of certified peer 

specialists as well as come to learn their stories. The survey provided important insights into peer 

specialists’ experiences and attitudes. Using these methodological approaches together was valuable 

in informing my knowledge from multiple perspectives.  
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CHAPTER 3: CHALLENGING THE BIOMEDICALIZATION OF MENTAL ILLNESS 

THROUGH PEER SUPPORT 

 

 

 

 

 

 

 

 

Certified peer specialists and the nonprofits that employ them take a nonmedical, nonclinical 

approach to mental health difficulties. In doing so, they may be pushing for and engaging in 

resistance to the biomedicalization of mental illness.  Instead of focusing on and viewing people 

through the lens of formal psychiatric diagnosis and labeling, peer specialists seek to understand 

distress through a more holistic and patient-centered view (Barlott et al. 2020). They view mental 

illness, or experiences of distress and extreme states, as something fundamentally tied to social, 

environmental, and interactional, rather than medical, factors. Formal psychiatric diagnosis is 

eschewed in favor of meeting individuals “where they’re at” and providing opportunities for 

supported but self-directed recovery (Davidson and Roe 2007; Deegan 1988). For certified peer 

specialists, what a person has experienced is intimately connected with the emergence of difficulties 

in living, and their own lived experience is viewed as a legitimate form of expertise (Myers 2015). 

Challenging biomedicalization can also potentially reduce stigma, both stigma experienced by peer 

specialists and that experienced by members of the community receiving peer support. Resisting the 

power and social meaning of psychiatric labels can function to directly confront stigma, as 

psychiatric labeling is known to lead to public stigma and self-stigma (Link et al. 1989).  

Peer specialists often focus on trauma as a key component of individuals’ struggles and 

emphasize community and interconnectedness as important ways in which peer specialists are able 

to help those seeking support in a trauma informed and mutual way (Chinman et al. 2014; Austin et 



  58 

al. 2014). Importantly, support from peer specialists is entirely nonmedical. Instead of operating 

through the lens of the medical model, which views mental illness as a medical, biological 

pathological entity (one which supersedes the autonomy of the person) to be treated with 

pharmaceutical interventions, certified peer specialists consider the primary role and impact of 

trauma and other major social or environmental stressors and factors in a person’s life. They work 

with and alongside individuals seeking support to validate their emotions and experiences and to be 

part of a person’s recovery journey (Anthony 1993; Corrigan et al. 2002; Davidson et al. 1999).  

 

Literature Review: Medicalization and Demedicalization 

 

Sociologists have long studied medicalization and its consequences. Medicalization is the 

process through which behaviors, experiences, or states of being are increasingly viewed as medical 

problems, whereas once they were considered to be acts or indicators of deviance or outside the 

scope of medical practice and knowledge (Conrad and Schneider 1980). Further, “medicalization 

consists of defining a problem in medical terms, using medical language to describe a problem, 

adopting a medical framework to understand a problem, or using a medical intervention to ‘treat’ it. 

This is a sociocultural process that may or may not involve the medical profession, lead to medical 

social control or medical treatment, or be the result of intentional expansion by the medical 

profession” (Conrad 1992: 211). Medicalization takes place at multiple levels, spanning the 

conceptual, structural, organizational, and interactional. Medicalization also can operate as a form 

of social control of deviance (Conrad 1975; Zola 1972).  

 For example, alcoholism and addictions, or substance use and misuse, have become 

increasingly medicalized (Courtwright 2010; Kalant 2009; National Institute of Drug Abuse 2008). 
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In the past, substance use and dependence were viewed as deviant behaviors, and were solely 

criminalized. Additionally, alcoholism was once conceptualized as a moral failing or character 

defect rather than as a medical problem (Conrad and Schneider 1980). While stigmatizing attitudes 

toward addiction and the criminalization and moralization of addiction are still present today 

(Corrigan et al. 2017), there has been a professional, medical shift toward viewing addiction as an 

illness, one that is treatable through rehabilitation programs and medications such as methadone and 

buprenorphine for opioid addiction (Bourgois 2000). However, the medicalization of addiction has 

not eliminated stigma or moral judgment against those struggling with addiction, and this holds true 

for mental illness as well (Barry et al. 2014). Psychiatric labeling has become extended to include a 

growing number of individuals, for instance, through the creation of the diagnosis of premenstrual 

dysphoric disorder (Figert 1995) and the pathologizing of grief (Lund 2021).  

Psychiatric power (Foucault 2008; Rosenhan 1973; Rose 2006) allows for social control and 

the pathologizing of problems in living, and also legitimizes abusive treatment under the guise of 

therapeutic endeavors (Conrad 1992; Novella 2010; Cook and Wright 1995). This power allows 

psychiatry and psychiatrists to define what is and is not normal, and therefore, what is or is not 

illness (Freidson 1970; Zola 1972). The expanse of psychiatric labeling is a sign of increasing 

medicalization of human experience, the reverse of what peer specialists may aim to accomplish. 

They locate the etiology of mental distress in social and environmental causes.  

Further, the concept of biomedicalization is relevant especially due to the increasing number 

of psychiatric medications prescribed for a whole host of difficulties in living and the societal shift 

toward seeing mental illness as the result of biological factors over the past several decades. 

Biomedicalization describes the “increasingly complex, multisited, multidirectional processes of 

medicalization, both extended and reconstituted through the new social forms of highly 
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technoscientific biomedicine” (Clarke et al. 2003: 162). Biomedicine is increasingly scientific and 

technological and can result in “transformations of bodies to include new properties and the 

production of new individual and technoscientific identities” (Clarke et al. 2003: 162). Mental 

illness is increasingly seen as a genetic brain disease rather than a consequence of social 

environmental factors. For instance, the notion that schizophrenia and bipolar disorder are lifelong, 

incurable biological and genetic illnesses requiring medication (pharmaceutical intervention) is 

widely accepted as true (Phelan 2005). However, this belief has not been demonstrated to reduce 

stigma, only increase endorsements for psychiatric treatment (Martin, Pescosolido, and Tuch 2000). 

This knowledge about serious mental illness is a product of power, insofar as it is constructed by 

and within the powerful institution of medicine (Foucault 1980). As individuals become 

transformed by the influence of the mental health system and its overarching biomedical 

perspective, with new illness identities created by biomedicalized processes and categories, the 

question of how to challenge this biomedicalized view of mental illness poses unique challenges for 

certified peer specialists. 

Mental illness has been studied as perhaps one of the most controversial forms of 

biomedicalization. The medical model portrays those with psychiatric labels or those behaving in 

“abnormal” or aberrant ways as being irreparably (and biologically) sick and in need of assistance 

assimilating back into our dominantly capitalist and unequal society (Iacobucci and Frieh 2018). 

The medicalization of mental distress and unusual behaviors reaches back centuries, as 

demarcations between what is considered normal and abnormal, or sane versus insane were created 

to separate the “mad” from the “sane” (Foucault 1964). Once their experiences or symptoms 

become medicalized, individuals fall under the domain and purview of the medical psychiatric 
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system, a system in which people often find themselves in the revolving door of hospitalizations and 

sometimes, homelessness and police encounters (Barrenger et al. 2020; Myers 2015).  

Within the system, people are labeled with psychiatric diagnoses, and labeling processes 

create mentally ill subjects, encouraging individuals to identify with a specific label or set of 

psychiatric labels or diagnoses. The psychiatric labeling of mental illness has powerful effects and 

implications, and once a person is labeled, that label tends to leave an indelible mark on a person as 

dysfunctional, difficult, or gravely ill (Link et al. 1989; Schnittker et al. 2000). Labeling allows for 

and upholds social control as individuals who are labeled with a serious mental illness become 

subject to interventions such as involuntary hospitalization or forced medication (Rosenhan 1978; 

Link and Phelan 1999). Further, labeling and stigma are intricately interconnected. Stigma is a 

response to psychiatric labeling, and therefore, peer specialist efforts to decrease or push back 

against psychiatric labels and to potentially promote the demedicalization of mental distress could 

serve to alleviate stigma (Verhaeghe et al. 2008). In this case, resisting biomedicalization and 

destigmatization can go hand in hand. However, labeling is not intrinsically bad, and peer specialists 

may affix their own labels to individuals’ distress, such as determining that a person has 

experienced trauma. Labeling distress as trauma, like mental illness labels, provides an explanation 

for what a person is experiencing; the difference between labeling someone as mentally ill and 

labeling them as having trauma is that one focuses on individual pathology and disease and the 

other focuses on environmental factors from which one can heal and recover.  

Increasingly, medical sociologists have become interested in documenting instances of 

demedicalization. Fox (1977) writes that “signs of demedicalization seems to be taking place…the 

signs of demedicalization are reactions to what is felt by various individuals and groups to be a state 

of overmedicalizaton” (Fox 1977). Demedicalization occurs when there is a transformation of our 
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understanding through which problems once understood to be medical in nature become those 

understood to be nonmedical. Demedicalized problems no longer retain their medical definitions 

(Conrad 1992). Demedicalization may occur through the efforts of social movements, as with the 

demedicalization of homosexuality, other movements such as the consumer/survivor/ex-patient 

movement, various interest groups, and professionals. For example, homosexuality was considered 

to be a mental illness until its removal from the DSM in 1973 after the efforts of gay rights activists 

and some researchers and alongside a growing antipsychiatry movement (Drescher 2015; McHenry 

2022). While there is heterogeneity in peer specialists’ desire to demedicalize mental illness and 

they lack the power to determine how mental illness is defined, their resistance to biomedicalization 

of mental distress has similarities to processes of demedicalization in that the medical model is 

being challenged by alternative perspectives.  

 

Peer specialists and resistance to biomedicalization 

 

Thoits (2011) finds that casting aside psychiatric labels and engagement with peer-run forms 

of treatment are ways in which individuals can resist the stigma of mental illness. Indeed, peer 

specialists reject pathologizing labels and provide spaces in which individuals experiencing mental 

distress and extreme states can find mutual support, an environment of self-determination, and hope 

for recovery. By challenging the biomedicalization of mental illness, peer specialists can also 

transform how others in the community view themselves, from stigmatized to welcomed and from 

sick to in recovery. 

Peer specialists may push back against what they see as a broad overarching arm of 

medicalization of distress (Stupak and Dobroczynzki 2021). Peer specialists may be shifting away 
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from a biomedical model that places the cause of disease in the person or the person's physiology 

and toward a social model of disease that places the cause outside of the person, attributing it to 

social problems, social inequalities, and frequently, traumatic experiences (Sweeny et al. 2019). For 

instance, the Massachusetts Certified Peer Specialist training materials included discussion of the 

importance of recognizing traumatic experiences people may have that also may have been 

medicalized within the system.  

The ’golden question’ of the trauma-informed world is “What happened to you?” (Rather 

than “What’s wrong with you?”). This does NOT mean you should go up to everyone and 

literally say “What happened to you?” Rather, it reflects an emphasis on exploring 

someone’s world view and understanding their life experience and what the impact has been 

on them. “What’s wrong with you” implies a disorder or something is broken and needs to 

be fixed – the person is the problem. “What happened to you?” shifts responsibility from the 

person to the environment and respects behavior as an adaptation to one’s experience. It 

seeks to understand the meaning people make of their experiences.  

 

(Adapted from ‘Massachusetts Certified Peer Specialist’ Training Handbook, Module 3 

‘Movement to Recovery Values,’ Page 15. Emphasis original) 

 

As this excerpt illustrates, certified peer specialists are trained to focus on individuals’ traumas and 

other relevant environmental factors as major contributing factors to mental distress and mental 

health struggles instead of fixating on biomedical explanations for individual difficulties in living. 

In doing so, they may resist the biomedicalization of mental illness by locating the etiology of 

suffering in non-biological, non-medical contexts and explanations. Instead, they take a trauma-

informed approach to distress that recognizes and incorporates the impact of trauma into treatment.  

 

 While deinstitutionalization freed people from primarily custodial, long-term facilities, 

biomedical views became more dominant and stigma and internalized self-concepts of inadequacy 

and hopelessness have followed individuals from the hospital to the streets (Brown 1995; Cook and 

Wright 1995; Estroff 1981). Given how the medical system has struggled to adequately meet the 

needs of many who are experiencing mental illness, it is important to consider what alternatives 
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exist to the system. Peer specialists offer a non-clinical, non-medical approach to human suffering 

and distress that have the promise of ameliorating many of the negative messages received in the 

system, messages about the futility of recovery, for instance, which stand as antithetical to peer 

work. In doing so, they may engage in forms of resistance that challenge the medical model and 

promote the hope of recovery to community members. They help create community spaces in which 

diagnoses are eschewed and people can connect with others who share lived experience with mental 

health struggles. The following content is from the Massachusetts Certified Peer Specialist Summer 

2021 training materials: 

A CPS is expected to support a shift away from strictly medical perspectives and toward 

making space for many different perspectives on distress. …. The focus is on safety, 

trustworthiness, choice, collaboration (elimination of coercion), and empowerment. The 

CPS’s work is focused not only on supporting individuals to heal, but also on supporting 

organizations and systems to shift in a more recovery-oriented direction. Historically, these 

organizations and systems have had a deficit-based focus that has sometimes affected people 

negatively and left them in a position to also be recovering from a deficit-based (diseased, 

disabled, dysfunctional, etc.) perspective of themselves.  

 

(Adapted from ‘Massachusetts Certified Peer Specialist’ Training Handbook, Module 3 

‘Movement to Recovery Values,’ Page 19.) 

 

Additionally: 

 

Historically, the system has looked at diagnosis and emotional distress as living within and 

being caused by our own bodies and minds. However, a growing body of research and 

experience demonstrates that trauma and environment can have a huge impact. And, in 

reality, even in environments where people are not ready to let go of a strictly medicalized 

viewpoint, thinking about the impact of trauma and developing trauma informed 

environments can still be a huge step forward.  

 

(Adapted from ‘Massachusetts Certified Peer Specialist’ Training Handbook, Module 3 

‘Movement to Recovery Values,’ Page 12.) 

 

 

These materials make clear how certified peer specialists’ approach to the struggles those they 

support may experience is radically different from that of the medical model, or biological 

psychiatry. While the medical model tends to focus on individual deficits and disease, a peer 
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specialist approach to providing support emphasizes being agents of change toward recovery in 

which people are able to create a new and positive understanding of themselves. Peer specialists, in 

embracing nonmedical perspectives on mental distress, may operate to challenge the 

biomedicalization of mental illness. Their nonmedical and trauma-informed perspective of mental 

distress may push back against the system that locates and labels distress in the person as an illness 

rather than a manifestation of social environmental factors. However, peer specialists do not 

discourage individuals from engaging in psychiatric treatment or taking medications; rather, they 

provide alternatives to traditional approaches that may reduce barriers to care.  

This research fills a gap in the literature on processes of resistance to powerful mainstream 

institutions such as medicine and investigates peer specialists’ efforts to challenge the 

biomedicalization of mental illness as a key case for understanding how social movements can 

transform approaches to care . In this chapter, I seek to answer the questions: How and why are peer 

specialists challenging the medical model of mental illness? How do peer specialists consider social 

environmental factors in the etiology of distress and what are the potential implications for resisting 

biomedicalization and thus working to destigmatize mental illness?  

 

Methods and Data 

 

 

Data for this chapter come from a broader multi-method study that includes in-depth, semi-

structured interviews, participant observation at multiple field sites, and a survey. This chapter pulls 

from all three methods, using interview data, observations and documents from field research, and 

descriptive statistics from the survey. The primary objective of the study is to investigate how peer 

specialists uniquely approach mental illness and do so as professionals. In this chapter, I use the 

data to investigate how peer specialists and peer-run organizations operate to challenge the 
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biomedicalization of mental distress and in doing so, challenge the medical model’s knowledge of 

and control over mental illness. Certified peer specialists across the United States were interviewed 

and participated in the survey, and my field site for conducting observations is located in 

Massachusetts, where certified peer specialists are employed by both peer-run and clinical nonprofit 

organizations. The study was approved by the Indiana University Institutional Review Board. 

 Interview and survey respondents were recruited from the field site as well as contacted for 

participation through a search of organizations that hire peer specialists in the United States. This 

study used snowball sampling to gain additional respondents, and contains a total of 30 in-depth 

interviews, 295 survey responses, and five months of intensive participant observation. Interviews 

took place in person, over Zoom, and over the phone. Conducting interviews through multiple 

mediums was necessary to access peer specialists across the country and not just in Massachusetts. 

The COVID-19 pandemic also created barriers to conducting more in-person interviews, as the 

research was conducted during a particularly serious time with regard to the prevalence and severity 

of the virus. Interview respondents provided informed consent and were provided with study 

information sheets. They were given the choice of where to participate in the interview, and were 

able to choose between Zoom, telephone, or if applicable, in person. The location (in person versus 

not) did not noticeably influence rapport or the length and detail of individuals’ responses. All 

interviews are kept strictly confidential due to the potential stigma associated with histories of 

mental illness and the deeply personal nature of what many respondents shared. The researcher 

transcribed all interviews and deidentified interview transcripts, assigning pseudonyms to 

respondents. Data analysis was conducted using the qualitative software program NVivo.  

 Specifically, the first question invites respondents to provide a narrative of their “recovery 

stories,” or, the story of how the respondent came to become a peer specialist. These stories often 
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began with difficult or traumatic childhoods and detailed experiences of serious trauma. While I did 

not directly ask about trauma in my interview guide, recovery stories elicited recollections of 

traumatic experiences. Trauma was also a major theme in my observations, with my engagement in 

certified peer specialist training providing me access to how peer specialists frame or learn to frame 

trauma as something that happened to a person, rather than what is wrong with a person. It is a 

major social environmental factor that can contribute to distress. Survey responses also indicated the 

prevalence of trauma in the pool of respondents, with the vast majority indicating a history of 

trauma and/or abuse. Respondents were also asked about their view of the system and of psychiatry, 

which yielded important information about the system’s medicalization of distress and how peer 

specialists view such medicalization. 

Analysis of the interviews followed an approach called abductive analysis, which is an 

iterative process between pure induction and deduction, wherein the researcher moves back and 

forth between theory on one hand, and data on the other (Timmermans and Tavory 2012). 

Abductive analysis provides the tools to help researchers make sense of surprising findings or 

themes that emerge in the data. Instead of taking an inductive approach, such as using grounded 

theory and generating theory from themes that emerge in the data, abductive analysis involves 

approaching data with theoretical frameworks in mind, and then adjusting theoretical explanations 

based on what is found in the data. I initially coded all interview data for broad themes before 

generating a structured coding scheme and applying codes to the data. For this chapter, key themes 

from the broader coding scheme were used to identify excerpts of interviews relevant to 

demedicalization, trauma, and coping outside the medical model’s tendency to pathologize variants 

of human distress and suffering. Table 1 shows the coding scheme themes, and Table 2 shows code 

distributions from the analysis of the interview data. Using more than one research method allows 
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me to triangulate my findings, with insights from the survey, interviews, and observations informing 

one another and revealing key themes that span across the different methods used. Each approach 

has its limitations and strengths, and using more than one way to investigate my research questions 

provides multiple sources of data that overlap in meaningful ways. 

 

 

Table 1: Coding for Certified Peer Specialist Interviews, N=30 

 
Code Meaning 

  
profession Talks about peer specialists as professionals 

emotion work Peer support as emotional labor 

coping How peer specialists cope with emotional situations 

trauma Experiences of trauma, significance of trauma 

power Issue of power differentials and hierarchy 

view of psychiatry Personal attitude toward psychiatry and the system 

stigma Experiences of stigmatization, general stigma 

mutual Mutuality in peer support 

demedicalization Seeing extreme states, distress, trauma as not medical 

training Discusses peer specialist trainings 

meaning Derives meaning from peer specialist work 

 

  

 

I also used an abductive analytic approach when analyzing and examining data collected 

during participant observations of the Center (a pseudonym), the main field site, and the Center’s 

peer-run respite, support groups, and certified peer specialist training. For this chapter, I pulled data 

from the certified peer specialist training, specifically, from the manual all trainees (including 

myself) used in the trainings. The pages used for this chapter, above, are from the section on 

trauma-informed care, which is an approach certified peer specialists take in their work, a 

recognition of the serious difficulties trauma can bring to one’s life, and an emphasis on mutuality 

in all peer specialist work.  
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Table 2: Code Counts, Raw and Adjusted, Peer Specialist Interviews (N=30) 

Code Frequency Adjusted1 
Adjusted % 

    
profession 44 21 70.0 

emotion work 54 27 90.0 

coping 40 20 66.7 

trauma 72 29 96.7 

power 18 10 33.3 

view of psychiatry 21 15 50.0 

stigma 18 11 36.7 

mutual 52 20 66.7 

demedicalization 55 20 66.7 

training 20 11 36.7 

meaning 20 14 46.7 

 

1. Adjusted coding counts each code once per interview, as codes could be applied more 

than once per interview respondent. 

 

The survey data were analyzed using Stata (version 17.0). However, this chapter only uses 

descriptive statistics from the survey. Recruitment for the survey involved contacting organizations 

that hire peer specialists across the United States. Organizations and individuals within them helped 

distribute the survey to peer specialists. Eligibility was limited to adults currently working as peer 

specialists in the United States. The survey consists of 29 questions about respondents’ 

demographic data, views of psychiatry and the mental health system, adverse life experiences 

including trauma, hospitalization, substance use. homelessness, and criminal justice system 

involvement, work experiences, and job satisfaction. There were 295 total respondents and 275 full 

responses after accounting for missing data. Table 3 shows descriptive statistics on demographic 

and key variables.  
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Table 3 – Descriptive Statistics (N=275) 

 

Variable         Mean      Std. Dev.       Min      Max     Freq. (%) 
      

College educationa 0.58 0.49 0 1  

Gender      

Male - - - - 24.91 

Female - - - - 70.19 

   O            Other - - - - 4.91 

Raceb 0.69 0.46 0 1  

Labeledc 0.88 0.33 0 1 - 

Stigmatizedc 0.85 0.36 0 1 - 

Traumac 0.87 0.34 0 1 - 

View of psychiatric 

system 
    

 

Very positive - - - - 9.06 

Somewhat positive - - - - 42.26 

Neutral - - - - 25.66 

Somewhat negative - - - - 17.74 

Very negative - - - - 5.28 

Peer work extremely 

importantd 0.72 0.45 0 1 
- 

Source: Survey for Certified Peer Specialists  

a Variable coded 1 if respondent has a college education or higher 
b White=1, nonwhite=0 
c Binary variables =1 if respondent has experienced labeling of mental illness, trauma, and/or 

stigma 
d Peer work is extremely important = 1  

 

 

 

 

Results 

 

Critiques of the (bio)medical model from the peer specialist perspective 
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 The peer specialists interviewed often expressed critical views of the psychiatric system, 

specifically of the system’s biomedical approach to labeling and treatment. While only 23 percent of 

peer specialist survey respondents held a negative view of psychiatry, with roughly half of 

respondents indicating a somewhat positive view of psychiatry, the broader mental health system as 

a whole was a subject of negative attitudes that arose during in-depth interviews. One quarter 

(25.66%) of respondents had a neutral view of psychiatry, suggesting there is some ambivalence 

about the psychiatric system in which there are perceived positives and negatives. Many peer 

specialists saw peer support as the opposite of the medical model and medical understandings of 

mental illness or mental distress. Through their critiques, they also identify what they wish to see 

changed in terms of reframing mental illness from requiring medical intervention to being 

something peer support, mutuality, and community can help heal.  

 Kate held a negative view of psychiatry and critiqued the medicalization of individuals’ 

divergent experiences: 

I think that the peer movement is like kind of directly in opposition to a lot of the ways that 

mental health has been framed as an issue…Personally, I think that all mental health 

disorders are like legitimate concerns that people have. But like, I don't think that they’re 

illnesses. I don't think that it's something that's wrong with someone… And I think that 

space should be made for everyone with different experiences. And I don't think it needs to 

be medicalized. (Kate Kronos) 

 

Kate comments that peer support is positioned in opposition to the medical model and states that she 

believes mental health issues are not medical illnesses. She pushes back against the medicalization 

of distress and implies that a peer specialist approach is nonmedical and understands people’s 

experiences outside of pathologizing discourses. Mental illness is a real concern, but not one that 

necessarily requires diagnostic labeling and medical intervention. Peer specialists resist the medical 
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model by by challenging biomnedical understandings of mental illness and pushing for nonmedical 

approaches to distress.  

 Kate was not the only respondent who criticized the mental health system and its biomedical 

approach to mental illness. Kara said:  

I feel like our mental health system wants to just throw pills at people. I was so heavily 

medicated that I didn't, I had a really hard time functioning…And honestly, I feel like, you 

know, they push pills, push pills, push pills. I feel like we need to focus a little bit more on 

teaching people these coping skills that they don't have to be able to deal with life moving 

forward. (Kara Laredo) 

 

Kara critiques the mental health system as overmedicalizing mental distress and treating all 

difficulties with medication. In contrast to the medical model and its tendency to sometimes 

overprescribe, as she sees it, she emphasizes the importance of coping skills and non-medical ways 

to cope with and alleviate distress. There are alternatives to psychiatric intervention. She challenges 

the medical model and traditional psychiatric approaches to distress in a way that functions to 

further alternative and nonmedical ways of understanding individuals’ personal struggles.  

Carmen talked about a shift from seeing mental health through the lens of the medical model 

to the perspectives of a peer model: 

[W]e still have some ground to cover when it comes to really pushing the limits on these 

systems that we've all had to deal with in one way or another. So, yeah, we need peer 

specialists also…. It's really not easy breaking down these boundaries between us receiving 

peer type services to receiving medical services. It's very hard to interpret to folks that are 

only in the medical field that only have the medical like model to see. Yes, and there's the 

medical model and the peer model. They're totally different worlds… (Carmen Ruiz) 

 

Carmen discusses the disconnect or disjuncture between the peer world and the medical world, 

perceiving them as two different approaches to mental health that are often viewed as incompatible, 

but realistically need to function better together. There is a definite boundary between peer services 

and psychiatric services, and within the medical model’s view of mental illness, the overarching 

message is that people need treatments, such as medication, if they are struggling with their mental 
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health. This implies to many that medical intervention is often the only intervention people need to 

or should receive. Her critique of the medical model aligns with a perspective that challenges 

biomedicalization. However, while the peer model and the medical model are “different worlds,” 

peer specialists often work to bridge those worlds rather than separate them, in practice.  

Mira discussed her personal experience with psychiatry as starkly different from the 

community she finds among peers:  

 

[The] psychiatric system had really contributed to a sense of self blame …And I don't care 

what their credentials, because for all their credentialism and pills and, you know, expertise, 

they were the least compassionate, most pathologizing and least helpful people whose 

solution to my problems was take medication. And here's a community who so really helped 

me solve my own problems. And now I don't fix any of those things because of this 

community.  (Mira Binder) 

 

Mira shares her own negative experiences with psychiatrists and the mental health system more 

broadly, which starkly contrast with the healing community she found at the Center, an entirely 

peer-run nonprofit organization. There are adverse consequences to the medical model and its its 

tendency to pathologize difficulties in living. Being able to see her struggles through a non-medical 

lens connected her with compassionate and non-pathologizing similar others. Mira was able to cast 

aside the medicalized identities the system gave her and found a different type of help which de-

emphasized the medical and allowed her to transform her identity and thus her experience of being 

in the world. Peer support offers an alternative to the system and hope for recovery. 

The biomedical perspective leads to a narrow focus on individuals’ biology and individual 

solutions (such as medication) to the detriment of addressing or solving social problems that 

contribute to mental health struggles. There is a need for alternative approaches to the medical 

model, with a focus on trust, safety, choice, and collaboration – a much different approach than that 

of the medical system. It reveals the challenging of the biomedical model in action, shifting from 
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the biomedical to the social and highlighting how certified peer specialists not only focus on 

supporting others on their recovery journeys, but also must engage with larger-scale organizations 

and systems for meaningful change and hope for recovery. The medical model often left individuals 

with negative self-concepts and internalized stigma, perhaps in part because psychiatric diagnoses 

and labeling lead to stigma, as I discuss in the next section. There is a shift from the biomedical to 

the social in terms of how mental illness or distress is approached, and certified peer specialists 

actively engage in confronting the system and its dominant forms of knowledge.  

 

Labeling, Un-labeling, and Resisting Biomedicalization 

 

 

 Interview and survey respondents reported high levels of labeling and stigma in their own 

experiences. 88% indicated that they had been labeled with a mental illness at some point in their 

lives (the survey does not allow for insights into the degree to which individuals accepted or 

identified with these diagnoses in the past or the present). Similarly, 85% of respondents said they 

had been stigmatized or seen as “crazy” because of their mental health diagnosis and experiences of 

mental distress. This is in line with what interview respondents shared, who often spoke in 

resistance to labeling and categorization based on psychiatric diagnoses. Psychiatric labeling can 

lead to stigma, and some respondents talked about the need to overcome stigma. The general 

sentiment is that psychiatric labels are reductionist and do not capture or allow for the diversity of 

experience. They pathologize more than they reveal. There is a shift from seeing people as their 

diagnosis to seeing them as a whole person, and peer specialists question the utility of psychiatric 

labels and shifting past using any stigmatizing and pathologizing labels. However, this does not 

mean that peer specialists do not label in their own way, as they tend to label distress as a 

consequence of trauma and trauma is a label that indicates that someone has had adverse 
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experiences. Overall, though, as Bridget put it: “Let's think about a person as a person as opposed to 

a diagnosis first.” (Bridget Reinhart) Interview respondents frequently commented on how 

psychiatric labeling of mental illness should be confronted with non-medical approaches to 

understanding mental distress. James said: 

 

[The] traditional mental health model, I think, needs to be more person driven and people to 

be not stuck in a category. And I think we need to allow some creativity and we need to 

inspire the people that are receiving the services to drive their own recovery. That needs to 

be instilled in them, rather than them receiving mental health services and then someone 

telling them what to do.  (James Dorian) 

 

A person-first or person-driven approach to mental distress, the approach peer specialists take, 

allows individuals to determine what recovery means for themselves and how they want to pursue 

it. If traditional medical and psychiatric services and systems render people passive recipients of 

directives, peer support is the reverse, recognizing each person’s autonomy and approaching support 

in a mutual way. Healing ideally can come from connection and community, not medical 

interventions.  

One respondent specifically discussed moving past psychiatric diagnosis when working with 

peers in the community: 

How about let's focus on the symptoms. What do you mean? Like what do you mean you're 

bipolar? What's that look like to you? Like, how does that feel? You know, what does that 

mean to you? What are the challenges of it, like how do you deal with that kind of thing? 

…You know, I don't really, I don't sit on the diagnosis…You know, it's not who you are. 

(Patricia Lampone) 

 

Instead of focusing on the diagnoses people have been given, Patricia focuses on what people are 

experiencing that may or may not line up with the diagnostic meaning of a mental illness diagnosis. 

She talks about working with peers she supports who identify with a diagnosis they have been given 

to try to change their medicalized understanding of the diagnosis and themselves. What is most 

important is how a person feels or experiences mental distress. It is the subjective experience of 
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feeling and going through different manifestations of mental health struggles that matters more so 

than symptoms and how those symptoms become categorized. This approach to understanding what 

people are going through can challenge the biomedicalization of what is labeled as mental illness.  

Grace commented on the link between labeling and stigma: 

I think in my personal opinion, diagnoses are so often wrong that we shouldn't have them. 

….I feel like diagnoses gives an ultimatum in their life like this is it? That's this, being 

diagnosed means you've got a broken leg. You know, not You've got a broken brain. And 

that it's not fixable, you know, or diagnosed with cancer…or AIDS. It's a forever type of 

thing. Not your diagnosis for mental health, I think it's to those who perceive it, yeah, 

because I think like labels, often when you're labeled, you're stigmatized. (Grace Powell) 

 

Grace, in noting the inaccuracy of psychiatric diagnosis, pushes back against the mental health 

system and its tendency to pathologize. Psychiatric labels tend to be seen as or explained as 

conveying a life sentence with mental illness, as opposed to a view that emphasizes recovery 

through non-clinical means. While the goal of peer support is to facilitate community members in 

their recovery, the goal of psychiatric treatment is focused on individual psychopathology 

approached using pharmaceutical means. Psychiatric labels also lead to stigma and therefore, the 

medical model approach to mental illness may just be creating or perpetuating the ongoing 

stigmatization of individuals with mental illness. Challenging the biomedicalization of mental 

distress could potentially address at least certain sources of stigma.  

Mira recounted an unpleasant interaction with a psychiatrist she had: 

I remember so clearly, [my doctor] literally waved me off. He was like, well, I got my 

degree from Harvard. So I don't like I really need to hear about your life. I could give you 

medication, and that really shut me down. I kept, and then gone to different psychs to try to 

find almost like validation…And none of them were ever equipped to really get at the root 

of that because they were trained to go down these almost checklists of expressing the 

symptom and really contribute to an increasing sense of self blame. And you know that 

because it is saying that the problem is a mental illness. I am that, so ill, and that the problem 

is stemming from me.  (Mira Binder) 
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In Mira’s case, her involvement with biomedical psychiatry was an experience of dismissal and 

pathologization, compared to the mutual support provided by peer specialists. What was going on in 

her life – family issues, difficulties with a partner – was a major and non-medical cause of her 

distress, but the medical model approach focused entirely on what was “wrong” with her in terms of 

symptoms of mental illness and individual psychopathology. This focus is one that is deficit- and 

disease-based while a peer specialist approach would emphasize the primary role of social 

environmental factors in contributing to distress. She comments that a focus on her “symptoms” of 

mental illness led her to feel a sense of self-blame. This is similar to experiencing internalized 

stigma, or self-stigma, as a result of the labeling and medicalization of her distress as mental illness. 

This is tied to biomedical understandings of mental illness as being located within the person’s 

biology and therefore, something that requires individual biomedical intervention. It implied that 

something within her, not social or environmental factors, was the problem and needed to be fixed. 

Peer specialists take a different approach and argue that what is perceived as a problem is not one 

that resides inside the person, but rather, is located within the contexts in which they exist and the 

experiences they have had.  

Many respondents indicated that psychiatric labeling and medicalization is antithetical to the 

values of peer support. Some respondents shared their personal experiences with psychiatry, like 

Mira, and others discussed their views of formal psychiatric diagnoses as flawed and unhelpful. 

However, other respondents did not necessarily endorse a negative view of psychiatry and some 

even reflected on the mental health system as overall positive and helpful. Regardless, if the medical 

model and mental health system have a tendency to pathologize people’s emotions and reify 

difficulties as symptoms of a discrete illness, then peer specialists do the opposite, by valuing a 

person’s autonomy, their experiences, and their pursuit of recovery without putting people into 



  78 

potentially harmful categories. Their movement away from medical discourses about mental illness 

means that they are actively advocating for a nonmedical approach to people’s experiences – such 

experiences are a part of the person’s life and have intrinsic meaning that deserves to be explored, 

rather than being symptoms of illness that must be treated. 

 

Experiences of Trauma as a Social Environmental Cause of Mental Distress 

 

 

As mentioned earlier, trauma, or “what happened to” a person is viewed by peer specialists 

as often laying the foundation for individuals to experience difficulties in living and extreme states 

that become diagnosed by the medical community as mental illness. Of all survey respondents, 87% 

reported having some past history of trauma and/or abuse. Almost all interview respondents 

indicated that they had experienced trauma. Identifying trauma as the major driver of human 

suffering and distress means that peer specialists, in doing so, look upstream to social environmental 

factors to understand why a person is having serious difficulties. The environment and personal 

experiences are, for peer specialists, the foundation for conceptualizations of mental health crises 

and struggles. Efforts to challenge the biomedicalization of mental health problems, either explicitly 

or implicitly, are pursued through a focus on how trauma can lead to the diagnosis of serious mental 

illness and the power of peer support to help people pursue their own definition of recovery (i.e., 

potentially through nonmedical means). Of note is that while peer specialists eschew psychiatric 

labels, they still engage in labeling when they locate the cause of distress in trauma. However, this 

labeling may have more beneficial effects, as individuals can identify the reasons why they may be 

experiencing mental health difficulties.  
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An emphasis on the significance of trauma and the value of trauma-informed care moves us 

past the medical model and toward a nonmedical understanding of mental health problems. Emily 

shared her perspective on trauma and mental illness: 

And I realize that mental illness or what the world calls mental illness…is really just, I 

mean, this was just the framework that I believe in, it's really just a symptom of underlying 

trauma and that when we look at the trauma and we look at where a person comes from, we 

look at what has happened to them. Rather than what is wrong with them. Yeah, we can get 

rid of, you know, 90 percent, 95 percent of all diagnoses and labels…. (Emily Taylor) 

 

Emily states that much of what is considered a mental illness or addiction is a product of underlying 

trauma, trauma that becomes medicalized through formal diagnosis. Personal experiences of trauma 

should be considered as key factors in contributing to mental distress rather than attributing distress 

to a medical model perspective wherein distress would be categorized as mental illness. A 

perspective attuned to trauma could significantly reduce unnecessary psychiatric labeling, which 

could in turn reduce stigma. Instead of focusing on psychiatric labels, peer support involves efforts 

to be trauma informed and think about the different backgrounds and experiences people come 

from. For peer specialists, trauma is an underlying factor that explains people’s difficulties better 

and more holistically than psychiatric diagnosis. This shift to viewing trauma as a primary and 

nonmedical factor central to individuals’ problems is a shift from medicalization of distress to 

pushing back against biomedicalization. 

 Some peer specialists were able to reconcile the demedicalization of mental illness and the 

biological realities of stress and its consequences: 

 

When we stay stuck in this box in our head…that's what drives us wild. And we can allow 

our soul and our heart to start controlling what’s in our head. That is when we kind of really 

overcome, we can start rebuilding neurotransmitters and neural pathways that were damaged 

because of…our trauma. (Jane Wordsworth) 
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Jane, while advocating for peer support for people who are struggling, also indicates how biology 

and biomedical explanations can be useful while ultimately indicating that the biological 

underpinnings of distress are caused by social environmental factors. One does not need to reject all 

biomedical knowledge to oppose the biomedicalization of mental distress, which tends to overlook 

the impact of trauma as a major cause of mental health problems. Trauma underlies subsequent 

neurological dysfunction, and there is hope for healing from the consequences of trauma necessarily 

without the medical and mental health system’s intervention. Jane’s perspective is interesting 

because she is able to find a middle ground between medical understandings and those of peer 

support without attributing distress to psychiatric models of pathology. 

 Kate more overtly challenges the medicalization of trauma: 

[P]sychiatrists are mostly the people contributing to the DSM, although it seems like that's 

changing a little bit…And like now they're calling all these other things that are like 

legitimate experiences such as trauma, mental illnesses, post-traumatic stress disorder. That's 

not an illness. I mean, it is it is an illness. It needs to be treated with like seriousness and 

given appropriate attention. But an illness implies there's like something broken or wrong 

with this person…Trauma is something that's been imposed on someone…. And like, no 

trauma is like really anybody's fault. (Kate Kronos) 

 

For Kate, trauma is not an illness in the sense that it is not medical, it is what happened to a person 

that might cause some serious struggles but does not mean a person are broken. She implies that the 

system tells people that they are broken because of their response to trauma, which then becomes 

medicalized. Trauma is not a person’s fault and their response to trauma does not mean they are ill. 

Rather, the symptoms of a disorder like PTSD may be conceptualized as normal responses to 

abnormal experiences rather than indicating biological pathology.  

 When it comes to trauma, medical explanations are faulty and inadequate, and the best 

approach for those who are experiencing distress in part because of trauma may not be formal 

medical treatment. Peer specialists identify trauma as a key social and environmental factor that 
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contributes to individuals’ experiences of distress and mental health struggles. While trauma can 

have physiological consequences, responses to trauma should not be medicalized and instead should 

be met with support and compassion. An approach to distress that highlights the social 

environmental factors that contribute to it and can help alleviate it with nonmedical interventions 

pushes back against the medical model that locates people’s difficulties within the bounds of 

diagnosis and tells people that their emotional distress is a fault of their bodies and minds.  

 

Bridging Peer Support and the Medical Model 

 

 Not all peer specialists expressed negative views of psychiatry and the medical model. 

While they still pushed for peer support and nonmedical approaches to distress, some discussed 

interactions in which they were the bridge between the peer and the psychiatrist or other mental 

health professional. They emphasized the need for collaboration with psychiatry rather than 

endorsing a complete rejection of it. For instance, Catie shared a desire for integration between the 

medical model and the peer support model: 

But I think having good communication with the mental health centers, I think I'd like to see 

more alternatives to medications, more options for individuals. I would like to see the mental 

health centers be more open to all recovery paths. And I think in some aspects that's 

happening not with every step. I'd like to see the mental health centers be more strength, face 

strength based in in recovery versus the medical, you know, the medical model, more of the 

recovery model. – Catie Horowitz 

 

She discusses the need for good communication between peer specialists and mental health centers 

rather than rejecting psychiatric treatment. She expresses that the system would benefit from 

incorporating peer support into its approaches to distress, seeking to bridge peer support and the 
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medical model rather than completely oppose medical intervention. Emily also talked about 

collaboration with clinicians: 

But I would say what I saw and it was always really helpful for the psychiatrist because I 

saw that person way more than the psychiatrist did when I saw them every three months. 

….But I think that that close relationship and, you know, it helps of other it helps other 

relationships that helps the clinician understand more. It helps the psychiatrist understand 

more and helps the member understand more. – Emily Taylor 

 

She would accompany her clients to psychiatrist appointments and worked to facilitate the 

relationship between the client and the clinician. In this scenario, peer specialists work together with 

psychiatrists to overall help the person being supported. Bridging relationships between clients and 

psychiatrists is a practical approach to combining peer support with more traditional medical 

interventions. James discussed a similar situation: 

[My job] was to advocate for the peers that we get to serve and most of the time that was 

well received, meaning I've only seen and thought about the peer’s best interest in the 

situation that they're involved in now, as clinicians get involved and psychiatrists get 

involved, that they're looking at it from different points of view for them here. But I'm going 

to make sure that the peer’s voice is heard clearly so that they can make an informed 

decision.  – James Dorian 

 

He, like Emily, shared about his role in bridging relationships between peers and clinicians. His job 

as a peer specialist is to advocate for the person he is supporting in interactions with psychiatrists, 

He ensures that the peer’s voice and desires are heard and understood and works within the system 

and alongside clinicians for the benefit of his client.  

Finally, Jerry talked about very positive interactions he had with clinicians in the agency for 

which he works: 

But I do have a lot of respect for the people that have taken the time and got their degree and 

licensing and whatnot. I have a lot of respect for our clinicians and psychiatrists and 

therapists and that. But the thing is, it is amazing how every single one I've encountered with 

this agency has the same respect back, really… and I think that's what's great about the 
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agency, is it allows everybody to work together, which is a lot more beneficial to the people 

we serve.   – Jerry Saunders 

 

Jerry’s interactions with psychiatrists and other clinicians have been encouraging and he discusses 

how the environment at his agency is highly collaborative and supportive. His agency hires both 

clinicians and peer specialists and bridges the gap between the peer world and the medical world. It 

is important to recognize how peer specialists can work within agencies that offer medical 

interventions and work with psychiatrists for the benefit of the client. Clearly, not all peer specialists 

held a negative view of psychiatry though those who did were very outspoken about their beliefs. 

There is heterogeneity in the attitudes of peer specialists, but I consistently find that peer specialists, 

regardless of their attitudes toward psychiatry, believe in the power of peer support and encourage 

nonmedical approaches to mental illness, whether completely challenging the medical model or 

working within it.  

 

Discussion and Conclusion 

 

 

My data suggest that peer specialists operate as forces for challenging the biomedicalization 

of mental illness by critiquing the biomedical model and the mental health system, identifying 

psychiatric labeling of mental illness as forcing people into categories of pathology, and by 

discussing the centrality of trauma and social environmental factors to individuals’ experiences of 

mental distress. They push back against the medical model of mental health care by conveying that 

a strictly medical view of distress fails to capture much of what influences emotional experiences 

and what becomes labeled as mental illness. In the eyes of certified peer specialists, people do not 

need pathologizing and do not benefit from it; rather, they need a sense of community support and 

hope for what a person defines for themselves as recovery. They resist the medicalization of what 
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becomes seen and medicated as mental illness and instead center around mutuality, social support, 

and autonomy as pathways toward healing.  

The approach certified peer specialists take operates to resist the biomedicalization of mental 

illness. Looking beyond psychiatric labels and medical explanations for difficulties in living allows 

for meaning-making. Experiences of mental distress are real whereas categories of pathology are 

socially constructed by powerful actors (Mirowsky and Ross 1989). Peer specialists encourage 

people to derive meaning from their struggles, instead of being told by the medical model and those 

who work within it that their difficulties are a medical problem warranting formal psychiatric 

diagnosis and intervention. Instead of seeing a person’s distress as mental illness, in medical terms, 

individuals can come to understand their struggles as being a consequence and convergence of 

social and interpersonal factors, and that there is hope for healing from mental health difficulties. 

One could argue that peer specialists engage in demedicalization processes through “un-labeling” – 

helping individuals shift their understanding of themselves from being hopelessly mentally ill to 

needing and deserving a supportive community, mutual respect, and autonomy. Indeed, during my 

fieldwork, I noticed that the peer specialists at the Center did not mention their diagnoses or labels, 

but did talk openly about the consequences of trauma. 

Peer specialists come from a place and standpoint of lived experience which affords them a 

unique perspective on what may be harmful and what is helpful for those who might be 

experiencing a mental health crisis or just want community support. Because of their lived 

experience, including vast experience with trauma, they recognize how the medical model’s 
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tendency to label, categorize, and construct mental illness fails to truly support the individual or 

provide any hope of recovery.  

Peer specialists interact with those they support on a mutual level, eschewing the 

hierarchical types of relationships that characterize the mental health system. Ongoing and non-

linear (Halfmann 2011) processes of resistance to biomedicalization involve challenging ingrained 

beliefs about mental illness and what it means to be mentally ill, pursuing self-directed and self-

defined recovery, and investigating and emphasizing the relationship between serious trauma and 

distress. Peer specialists do not just critique the system; they identify how peer support can 

demedicalize identity and promote healing through community. It is in the interest of peer 

specialists to downplay or cast aside psychiatric labels and encourage people to reconceptualize 

their struggles in a way that highlights individual strengths, self-direction, and self-determined goals 

for recovery (Anthony 1993). This can empower individuals and reduce stigma.  

However, some peer specialists had more positive or neutral views of the system while still 

advocating for the importance of peer support, These peer specialists often worked at agencies that 

also hire psychiatrists and clinicians like therapists and must collaborate with the medical model 

while also advocating for their clients’ needs with psychiatrists. Therefore, there is some 

heterogeneity in the experiences and attitudes of peer specialists with and toward psychiatry. They 

take a more practical approach to bridging peer support with medical interventions but continue to 

promote peer services as a key way for clients to pursue recovery and improve their mental health 

conditions.  

 This research has important implications. Peer support is an evidence-based alternative to 

traditional mental health care services. As certified peer specialists and peer-run nonprofit 

organizations grow in numbers across the United States, their non-medical approach to mental 
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health problems can help increase access to necessary services and potentially reduce the stigma of 

mental illness through critical views of the mental health system and psychiatric labeling. 

Biomedical conceptualizations of mental illness and the labels affixed to it can increase stigma and 

reduce pro-recovery attitudes by framing mental illness as an inherent, permanent, and biological 

part of a person (Pescosolido et al. 2010; Phelan 2005). Nonmedical perspectives that recognize the 

significance of social environmental factors such as trauma on mental distress and eschew 

psychiatric labels may therefore contribute to destigmatization. While processes of 

biomedicalization are still ongoing, peer specialist work pushes against the biomedicalization of 

mental illness – there are countervailing forces at play. Peer specialists identify trauma as a key 

cause of mental distress and recognize that trauma affects people differently and is often what 

underlies individuals’ mental health struggles. They resist the medicalization of trauma as being 

indicative of mental illness and offer mutuality, community, and support to community members 

who might be struggling due to past trauma. Their approaches to distress reveal efforts toward 

rejecting the biomedicalization of mental illness and the redefinition of mental health problems as 

nonmedical, which may also reduce self-stigma and other barriers to care.  
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CHAPTER 4: PEER SPECIALISTS AS PROFESSIONALS 

 

 

 

 

 

 

 

 

 

Certified peer specialists sit at the intersection of professionalism and lay expertise, drawing 

from lived experience of mental illness as unique professional knowledge. They comprise a new and 

growing health profession, but their status as professionals is tenuous and contested for multiple 

reasons, including the newness of the profession, peer specialists’ source of expertise as hybrid lay 

professionals, and the stigma of mental illness. There is an ongoing push toward the 

professionalization of peer specialists. Peer specialists are making efforts to establish peer 

specialists’ professional legitimacy. Further, their non-medical approach to supporting individuals 

in the community struggling with mental health problems may pose a threat to the established and 

hegemonic profession of medicine (Ostrow and Adams 2012).  

Peer specialists occupy a liminal space between lay expert and professional (Oborn et al. 

2019; Simpson et al. 2018; Watson 2019). They are simultaneously lay experts and professionals 

and therefore occupy an in-between position. As a result, I use the term lay professional to describe 

peer specialists’ hybridity. According to Haraway, hybrids blur categorical distinctions and 

represent unique knowledge from combinations of positionalities (Haraway 1991). Peer specialists, 

whose unique knowledge comes from a variety of standpoints, offer nonclinical support and mutual 

empowerment from the perspective afforded to them from lived experience. Peer specialists also 

draw from their subjugated knowledges (Foucault 1980) to challenge the dominance of the medical 

model and to push for the legitimation of their profession. 
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In this chapter, I use the definitions of professions based on Abbott’s (1988) 

conceptualization of professions. Abbott defines professions as “exclusive occupational groups 

applying somewhat abstract knowledge to particular cases” (8). Peer specialists may work to gain 

control over the substance of their work and to apply abstract knowledge – in this case, their 

expertise from experience with mental illness and emotional distress. Their abstract professional 

knowledge may allow for peer specialists and the organizations that hire them to establish 

themselves as professionals who have a unique and efficacious approach to mental illness, one 

which eschews the medical model, is drawn from lived experience, and challenges (bio)medical 

interventions in favor of self-directed recovery. Peer specialists also have practical knowledge from 

trainings and lived experience which can complement the abstract knowledge possessed by, for 

instance, psychiatrists in collaborative settings.  

Peer specialists’ lived experience may provide them a unique and important standpoint, or 

situatedness, from which they can support others in the community who might be struggling, but 

their perspective is at once expert knowledge from the standpoint of peer specialists as professionals 

as much as it is lay expertise (McLaughlin 2009). However, lay expertise typically entails 

developing expert knowledge on one’s own condition, from their experience of illness (Prior 2003) 

while peer specialists’ knowledge, while experiential, has become formally and informally 

transformed into professional expertise used to support others in the community who may have 

different conditions and experiences than their own. Therefore, peer specialists are lay 

professionals, or hybrids. While the term “lay professional” may strike many as contradictory or 

oxymoronic, it is the simultaneity of peer specialists’ professional activities and personal lived 

experiences that make peer specialists, as hybrids, unique.   
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Literature Review and Theory 

 

Professions and professionalization and peer support 

 

Peer specialists are members of a profession that is pushing for its legitimation. Sociological 

theory holds that professions have strong control over the content of expert knowledge and what 

counts as expertise (MacDonald 1995). Professions involve a high degree of autonomy, are 

considerably free from the control of outsiders, and are expected to be able to police their own from 

within (Freidson 1970). According to Abbott (1988), the interrelations of professions determine 

how those groups control their knowledge and skill, using abstract knowledge. Professions make up 

an interdependent system and within the system, hold certain activities that fall under types of 

jurisdictions. Jurisdiction is the link between a profession and its work. “Jurisdictional boundaries 

are perpetually in dispute” (2) and jurisdiction is “the defining relation in professional life” (3). 

For peer specialists, abstract knowledge comes from lived experience with mental illness, 

and abstract knowledge serves to legitimate professional work (55).  Their lived experience and 

training also provide them with abstract as well as practical knowledge which can complement the 

abstract knowledge of other mental health professionals such as psychiatrists. There is a distinction 

between abstract formal knowledge and tacit experiential knowledge (Gorman and Sandefur 2011). 

In the case of certified peer specialists, their claim to expertise is through the knowledge gained 

from lived experience. They must exist alongside but also compete with the profession of medicine, 

specifically psychiatry, as well as other types of mental health professionals (e.g., social workers) 

within and around jurisdictional disputes. They must establish their knowledge as legitimate while 

continuing to push back against the medical model and its conceptualization of mental illness, even 
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though there are jurisdictional disputes over what authority peer specialists should be given. 

According to Abbott (1988), professions should be seen as processes rather than fixed entities, 

meaning that professions must continually engage in justifying their status and authority. Peer 

specialists therefore comprise a rising profession that is in the relatively new process of establishing 

itself as legitimate: peer specialists and the training they undergo is unique to peer specialist work 

and is conducted by and for peers, or other individuals struggling with or who have histories of 

mental health problems.  

According to Hodson and Sullivan (2012), professions are a type of occupation 

characterized by abstract and specialized knowledge, autonomy, authority over clients and 

subordinate occupational groups, and a degree of altruism. Peer specialists have specialized 

knowledge, some degree of autonomy, abstract and practical knowledge, and are altruistic but do 

not have much authority over others as their work is mutual and their profession is not powerful or 

prestigious. However, Gorman and Sandefur (2011) write that there is an “emergence of new 

occupations offering services based on expert knowledge but lacking the autonomy, service 

orientation, or prestige of traditional professions (e.g., biochemists, management consultants, 

financial analysts, public relations specialists); these occupations’ different logics challenged 

traditional understandings of the professional role.” (7).  

For example, peer specialists are professionals in a similar way to nurses being 

professionals. Like peer specialists, nurses comprise a profession and are professionals, but their 

profession is not powerful or prestigious. They often lack autonomy in their work, instead 

sometimes having to follow the orders of physicians, who do have great power and authority, as 

Freidson (1970) established. Nurses lack power and prestige; however, nurses do have a unique 

body of knowledge and some independence in the content and control of their work (Greenwood 
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1957; Giddens 2010; Willetts and Clarke 2012; Liaschenko and Peter 2004).They possess both 

abstract and practical knowledge, as do peer specialists. Peer specialists do have a unique body of 

knowledge and independence in their work and thus are similar to the profession of nursing. Both 

peer specialists and nurses may not fit all the criteria for being professionals yet are indeed members 

of professions. Further, nurses follow a code of ethics just as physicians and peer specialists do, 

with core values including altruism, autonomy, human dignity, integrity, and social justice (Shaw 

and Degazon 2008). Codes of ethics are a key component of professional conduct. Ultimately, peer 

specialists and nurses have much in common as professionals who do not fit the power and prestige 

criteria of some definitions of professions, yet still qualify as professionals.  

 

Regulation of the profession of peer specialist 

 

Freidson (1970) argues that an important element of striving for professionalization is 

garnering the tolerance and protection of the state. In the case of certified peer specialists and the 

agencies or nonprofit community organizations that hire them, funding that allows for the hiring of 

peer specialists and the operation of the nonprofits comes from state (the state’s Department of 

Mental Health/DMH) or federal levels (Substance Abuse and Mental Health Services 

Administration/SAMHSA) (Myrick and del Vecchio 2016). In Massachusetts, agencies and 

organizations that hire peer specialists are at least in part funded by the Department of Mental 

Health, or DMH. State funding allows for the existence of certified peer specialists and 

demonstrates tolerance and protection of organizations that hire them. Medicaid billing of peer 

services also may offer additional legitimacy, as it formally recognizes the value of peer support 

services (Silver and Nemec 2016). The expansion of funding allocated to peer specialist services 
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and the nonprofits that employ them is in part a reflection of how these services are increasingly 

recognized as evidence-based with concrete positive outcomes for service users (Bellamy et al. 

2017; Ibrahim et al. 2019; Solomon 2004). Peer support is therefore recognized as a legitimate 

health care service. Therefore, funding can confer legitimacy through implicit or explicit approval 

of what peer specialists do.  

Additionally, like other professionals, peer specialists must follow a code of ethics similar to 

the Hippocratic Oath. For example, the Massachusetts Certified Peer Specialist training handbook 

included reasons why peer specialists must uphold a code of ethics. The reasons for having a code 

of ethics, according to the handbook, include “to define accepted/acceptable behaviors, to promote 

high standards of practice, to provide a benchmark for CPSs to use for self-evaluation, to establish a 

framework for professional behavior and responsibility, and to help build occupational identity” 

(Massachusetts Certified Peer Specialist Summer 2021 Training Handbook, Module 8, CPS Code of 

Ethics, Page 9).  

A code of ethics provides guidance for how peer specialists should behave in their 

professional capacity, establishes standards for practice and self-evaluation, and helps build 

professional identity. Similarly, the handbook also included the core principles of the code of ethics. 

The Certified Peer Specialist Code of Ethics are rooted in the following core principles: “CPSs will 

always respect the rights of people we’re supporting to be self-governing within their social and 

cultural framework (Autonomy), CPSs will always promote the well-being of people we’re 

supporting, understanding that people self-define well-being (Beneficence), CPSs will always be 

transparent and truthful with the people they support (Fidelity), CPSs will always promote justice 

and fairness for all people they support (Justice), and CPSs will DO NO HARM to people they’re 
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supporting (non-maleficence)” (Massachusetts Certified Peer Specialist Summer 2021 Training 

Handbook, Module 8, CPS Code of Ethics, Page 10, emphasis original).  

Like physicians, certified peer specialists must actively ensure that they “do no harm” to 

those they are supporting. Abbott (1988) notes that codes of ethics are professional controls, 

regulating professional behavior and conduct from within. These core principles lay out 

expectations and requirements for how peer specialists conduct themselves as professionals and 

reflects the unique position of certified peer specialists as lay professionals.  

   

Peer specialists’ subjugated and situated knowledges 

 

Peer specialists derive their knowledge from lived experience with mental illness. They 

possess situated and subjugated knowledges which provide them a unique and immersive way of 

understanding mental illness and mental distress but also make them susceptible to stigma and 

discrimination. Drawing from lived experience, peer specialists hold situated knowledge, with their 

standpoints coming from, at least in part, lived experience with mental illness (Haraway 1988). 

They come from a perspective that includes their own experiences with mental illness as legitimate 

knowledge, and which provides a novel view of mental illness or mental distress (Watson 2019). As 

hybrid lay professionals, peer specialists hold knowledge from experience that reflects a unique 

standpoint from which peer specialists carry out their work. Haraway writes that she is “arguing for 

politics and epistemologies of location, positioning, and situating, where partiality and not 

universality is the condition of being heard to make rational knowledge claims” (Haraway 1988: 

589). Peer specialists may make rational knowledge claims by attempting to establish their expertise 

as legitimate in a given field, in this case, the field of mental health and mental health care. They 
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interpret their knowledge from lived experience as legitimate and professional and are engaged in 

ongoing processes of negotiating their knowledge and legitimacy within and around the mental 

health field. Their positionality and knowledge from lived experience is privileged and constitutes 

“insider” knowledge with others who have lived experience (Merton 1972). There is a unique and 

mutual way of understanding lived experience shared within the peer world and implies that only 

peers can understand what it is like to have lived experience. 

 

Peer specialists are engaged in politics of situating as they must be open about their lived 

experiences but also work in the role of professionals (Watson 2019). They make rational 

knowledge claims that their lived experience provides them the legitimate expertise necessary to 

offer mental health services to those in the community. They must walk a thin line between being 

“mental patients” and “legitimate experts” and make claims to having valuable knowledge that 

allows them to provide their support to community members. The value of their knowledge comes 

from their unique standpoint from experiencing mental illness themselves that allows them to better 

understand what the people they support are experiencing. This may make peer specialists more 

empathetic, able to relate, and most importantly, better equipped to help those who are struggling 

compared to traditional clinical interventions. Those who have “been there” can offer support from 

a specific positionality that confers meaningful expertise and do so in impactful ways.  

Peer specialists’ knowledge is also subjugated knowledge. According to Foucault, 

subjugated knowledges are those that “have been disqualified as inadequate to their task or 

insufficiently elaborated, naïve knowledges, located low down on the hierarchy, beneath the 

required level of cognition or scientificity” (Foucault 1980: 82). Lived experience of mental illness 

may be perceived as low on a hierarchy due to the stigma of mental illness and knowledge from 
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lived experience with mental illness may be viewed as inadequately scientific. It is these beliefs that 

peer specialists must fight back against to attempt to establish themselves as professionals. 

Subjugated knowledges also refers to “the historical contents that have been buried and 

disguised…” (81). This includes the knowledge of those who have historically been cast aside, 

discredited, and stigmatized, such as those who have been labeled as mentally ill. Foucault believes 

that there is an “insurrection of subjugated knowledges,” in which those who have been “othered,” 

pushed down, and discredited are rising up against their marginalization, The subjugated 

knowledges of the “mental patient” are gaining legitimacy as they challenge the systems that have 

traditionally disempowered and silenced individuals (Foucault 1980: 82). Certified peer specialists’ 

knowledge is drawn from discrediting circumstances (Goffman 1963), specifically, having a mental 

illness diagnosis or history.  

 

Situated, Subjugated, and Stigmatized 

 

Because their situated and subjugated knowledge comes from lived experience, peer 

specialists are potentially subject to stigma. Peer specialists, as a stipulation of their work, must 

openly disclose their lived experience with mental illness or distress. According to Goffman (1963), 

stigma leads people to be “reduced in our minds from a whole and usual person to a tainted, 

discounted one” (10). It is an “attribute that is deeply discrediting” (10). Mental illness is highly 

stigmatized, and certified peer specialists face both public stigma (Pescosolido 2013) because of 

their own experiences and mental health diagnoses as well as courtesy stigma (Corrigan and Miller 

2004) because of their direct association with people in the community who have mental illness. 

Stigma is a major factor in what leads some forms of knowledge to be considered subjugated.  
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This double stigma can threaten or undermine efforts to establish the legitimacy of peer 

specialists as professionals. In general, people with mental illness are “discredited” (Goffman 1963) 

and often pushed to the margins of society. Their voices and experiences are not seen as valuable. 

Stigma can threaten peer specialists’ ability to establish themselves as legitimate professionals, 

rather than being seen as “mental patients” (Chapman et al. 2018; Firmin et al. 2018; Moran et al. 

2013). The stigma of mental illness may make it more difficult for peer specialists to be viewed as 

professionals even among other mental health service providers. Stigma can even affect peer 

specialists on the legislative level, as I explore below. Because of their discredited status, peer 

specialists may be seen by some as liabilities who are likely to have future mental health problems 

or crises and therefore, who should not be trusted to care for others. However, some research has 

found that perceived stigma against certified peer specialists may decrease over time, and peer 

specialists’ perceptions of stigmatization can improve with increased contact with others with 

mental illness (Adams 2020; Corrigan et al. 2012).  

 

Peer specialists’ liminality and hybridity 

 

Certified peer specialists occupy a liminal position between holding lay expertise and 

abstract professional knowledge. Liminality entails a position of ambiguity or uncertainty and is 

used to “understand the meanings of being in-between institutionalized arrangements, taken-for-

granted socio-cultural structures, and established social positions” (Winkler & Mahmood 2015; p. 

53). Liminality is similar to hybridity, as certified peer specialists are also hybrids: they are 

simultaneously lay experts and health professionals, or lay professionals. Hybridity is “transcending 

binary categories” (Pieterse 2001) and the combining of experiences and statuses. The creation of a 
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hybrid identity emerges from the blending of multiple cultural categories, crossing categories and 

subverting hierarchy (Pieterse 2004). Hybrid identities take shape when multiple categories exist 

within borders and come together to create a new identity. Similar to arguments made by Haraway 

(1990), hybridity encompasses partial identities, multiple roles, and pluralistic selves and challenges 

existing borders (Smith and Leavy 2008). Peer specialists are hybrids whose expertise from 

experience is a combination of lay expertise and professional knowledge, spanning and reshaping 

the boundaries between being lay experts and legitimate professionals.  

 

Peer specialists must engage in a “professional project” (Larson 1979) to gain social status, 

especially considering that peer specialists are not highly paid, nor is their profession characterized 

by prestige (Adams 2020). They technically meet the criteria for being professionals, including 

possessing abstract knowledge from experience, having relative autonomy and being free from 

outside control, being able to determine within the profession what is and is not illness, and having 

tolerance and protection from the state and state agencies. However, the position of certified peer 

specialists is tenuous due to stigma and their hybrid position as lay professionals. These conditions 

make peer specialists the ideal case for understanding the implications of lay professionalism for the 

study of professions and the ways in which lay professionals’ liminality adds to our understanding 

of new and rising professions which must address threats to the profession’s legitimacy. In this 

chapter, I examine the following research questions: (1) How do peer specialists engage in efforts to 

establish the autonomy and authority of their profession? (2) How do outside attitudes and 

uncertainty threaten to undermine the profession’s legitimacy? (3) How do codes of ethics support 

peer specialists’ claims to professionalism?  

 

Methods and Data 
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Data for this chapter come from a larger multi-method study that includes in-depth, semi-

structured interviews, participant observation at multiple affiliated field sites (with one overarching 

site, a peer-run nonprofit community center), and a survey of peer specialists. This chapter leverages 

the in-depth interviews and observation of the Massachusetts House and Senate Joint Committee on 

Consumer Protection and Professional Licensure hearings on Bill S182, a bill aimed to regulate the 

profession of certified peer specialist in the state of Massachusetts. I also draw upon the 

Massachusetts Certified Peer Specialist training materials from my participant observation of a peer 

specialist training. The primary objective of the broader study is to understand how peer specialists 

experience the project of establishing being a professional, engage in emotion work, and work to 

demedicalize mental illness. In this chapter, I use the data to investigate how peer specialists are 

establishing legitimacy of the profession, how they may attempt to operate as professionals during a 

time in which peer specialist work is gaining ground, and the liminal, hybrid position of peer 

specialists as lay professionals. The study was approved by the Indiana University Institutional 

Review Board. 

 Interview respondents were recruited from the field site, which is a peer-run nonprofit 

organization in Massachusetts, as well as contacted for participation through a search of 

organizations that hire peer specialists in the United States. Data include a total of 30 in-depth 

interviews and five months of intensive participant observation. Observations took place at the 

central community center, the organization’s peer respite, and an official peer specialist training. 

Interviews took place in person, over Zoom, and over the phone. As noted previously, conducting 

interviews through multiple modalities was necessary to access peer specialists across the country 

and not just in Massachusetts, especially because of the COVID-19 pandemic. I was able to 
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interview respondents in multiple states across the US. Respondents provided informed consent and 

were given study information sheets. The interview data are strictly confidential due to the potential 

stigma associated with histories of mental illness and the deeply personal nature of what many 

respondents shared, especially about trauma. The researcher transcribed all interviews and 

deidentified interview transcripts, assigning pseudonyms to respondents. Data analysis was 

conducted using the qualitative software program NVivo.  

 The interview guide did not include questions explicitly about professional legitimacy, but 

the topic arose frequently during interviews. Respondents were asked about job satisfaction, 

burnout, boundaries at work, and their experiences and views of and interactions with “the system” 

– psychiatrists and other clinicians who comprise the medical mental health workforce. Respondents 

were also asked to share what a typical day looks like for them at work and about the most 

rewarding and frustrating aspects of their jobs, as well as what they feel they are able to accomplish 

in the system, and if peer specialists are valued for the work they do. Additional questions asked 

about professional boundaries and strategies used to uphold these boundaries. These questions often 

prompted discussions of peer specialists as working within a profession and a push toward gaining 

greater legitimacy inside and outside of the system.  

 The testimony on Bill S182 was public, such that anyone could attend and testify about the 

bill. The joint session of the Massachusetts House and Senate was over Zoom due to COVID-19. 

People were given the opportunity to submit written testimony to the committee overseeing the 

hearing, and then could sign up to give spoken testimony. There were many peer specialists who 

registered to testify, and the hearing on the bill lasted roughly one hour and fifteen minutes. The 

transcript of all testimony was deidentified, and all names in this chapter are pseudonyms. The peer 

specialists who did testify were unanimously opposed to the bill for reasons I explore below.  
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Analysis of the interviews followed an abductive analysis approach, which I detail in my 

methods and data chapter. It is an iterative process between strategies of induction and deduction, 

wherein the researcher moves back and forth between theory on one hand, and data on the other 

(Timmermans and Tavory 2012). Abductive analysis provides the tools to help researchers make 

sense of surprising findings or themes that emerge in the data. I initially coded all interview data for 

broad themes before generating a structured coding scheme guided by theory and applying codes to 

the data. For this chapter, key themes from the broader coding scheme were used to identify 

excerpts of interviews relevant to professionalization and professional legitimacy. Analysis of the 

testimony was more straightforward. A transcript of the testimony in full was reviewed for excerpts 

about certified peer specialists as a profession, drawing from the key themes found in the broader 

coding process. Relevant excerpts were coded for being about the profession of peer specialist, and 

key quotes were identified and collected. Peer specialists; testimony on the bill was in opposition to 

it and what it proposed, for reasons I explore below. 

 

Findings 

 

Testimony on S182 – Efforts to Establish Autonomy and professional control 

 

In July of 2021, I observed a hearing of the Massachusetts House and Senate Joint 

Committee on Consumer Protection and Professional Licensure about Bill S182. This bill was 

intended to regulate the profession of peer specialist, and many peer specialists testified in 

opposition to the bill and its stipulations. The bill proposed specific ways in which oversight over 

the activities of peer specialists would be enacted, including creating a board to oversee the 



  101 

activities of all certified peer specialists in Massachusetts. There was significant, if not unanimous, 

opposition to this proposal among peer specialists because the board would be comprised of 11 

individuals, only two or three of which would be peer specialists or have lived experience with 

mental illness or substance use. The bill also proposed the removal or suspension of a peer specialist 

who becomes a danger to the public, clearly drawing on the stigma of mental illness to assume a 

person with a mental health history could be “dangerous.” It is unlikely any other profession would 

be considered potentially dangerous to the public, and therefore, there was strong opposition to this 

stipulation as well.  

The testimony against the bill reveals how certified peer specialists attempt to legitimize 

their knowledge and their work as professionals, drawing from their situated and subjugated 

knowledges. They spoke out against perceived and anticipated stigma against peer specialists in 

addition to objecting to the proposed board. Further, certified peer specialists who testified also 

attempted to push toward the professionalization of peer specialists and their work in the face of 

efforts to counter such professionalization. One individual testified: 

 

It is vital that we do not limit our lived experience, that is defined and expressed as a 

diversity of lived experience, is what gives our profession its broad vision and inherent 

power to fundamentally impact the lives of those we support. Well, I don't fundamentally 

disagree that standards and licensing and training strengthen the peer specialist certification 

as a whole…Furthermore, having a board consisting mainly of members who [do not] live 

and work in our profession is extremely damaging. And once again, it disempowers us in 

ways that we've already been disempowered. How is a board supposed to establish 

appropriate guidelines and back for the best practice if the majority of them have never even 

done the work, are not familiar with our modalities, our language, our ways of being in this 

world? – Anthony Barnard 

 

Anthony rejects the idea of a board with only a minority of peer specialists intended to govern the 

profession, as it challenges the profession’s autonomy. Peer specialists’ expertise through lived 
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experience is threatened and those proposing the bill do not understand the work of peer specialists. 

Outsiders cannot comprehend what peer specialists do, and therefore, should not control them.  

Outside perspectives may devalue peer specialists’ work and the unique knowledge from 

lived experience that peer specialists use in their professional activities. Terry also shared concerns 

about the proposed representation of peer specialists on the board: 

Perhaps the most troubling is the proposed makeup of the board, wherein only two or 

potentially three members of the 11-member commission are peer supporters. This would 

mean that any vote proposed by peer specialists regarding the integrity of their professional 

values and the interpretation of the code of ethics could easily be voted down by a majority 

non-peer specialist board. Lacking intimate familiarity with the CPS training, the 

professional training of peer specialists in our state has always and continues to be 

notoriously misunderstood in many of the environments in which we practice. At the center 

of this misunderstanding is our practice of mutuality and non-coercion, which contrasts 

starkly with the often-coercive practice of pervasive and traditional mental health agencies 

and inpatient psychiatric units. – Terry White 

 

Terry argues that the profession of peer specialist has institutionalized its own values, code of 

ethics, and training procedures, and that outsiders are not welcome in determining what peer 

specialists need to do in order to be seen as legitimate. The subjugated knowledges that gave rise to 

the peer movement are threatened by the proposed board overseeing the activities of peer 

specialists. The ways in which peer specialists approach those who are struggling, which entails 

mutuality and non-coercion, are compared to the coercive practices of the medical model, which 

stands in stark contrast to how peer specialists approach their work as lay professionals. Terry 

continued by saying: 

 

The board of Social Workers and LMHCs are comprised almost entirely of members trained 

in each of those two professions, respectively…. Although most likely unintended, the lack 

of entirety or at least a stable majority of peer specialists on the proposed board begins to 

look a lot like discrimination….the broad hand of paternalism and othering is once again 

being lowered on the members of our profession, redefining deleterious stereotypes that 

have plagued and devastated our communities for centuries. – Terry White 
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Terry testifies that, compared to the board of social workers, for example, social workers comprise 

the majority if not all individuals on the boards overseeing social workers or licensed mental health 

counselors (LMHCs) (Donaldson et al. 2014). If social workers are fully represented on their 

professional boards, why cannot certified peer specialists also be adequately represented in the 

proposed board overseeing peer specialists? Terry argues that the proposed board represents a 

“broad hand of paternalism” and othering that is placed on peer specialists. This constructs peer 

specialists as “other,” perhaps due to their experiences with mental illness, that subjugates their 

knowledge and puts peer specialists at risk for being affixed with harmful stereotypes and stigma 

about individuals with mental illness. Peer specialist knowledge is subjugated knowledge, as peer 

specialists push back against legislative authority, providing opportunities to speak out about the 

value of peer specialist work.  

Other peer specialists who testified against the bill pointed to stigmatizing or discriminatory 

aspects of the bill: 

 

I want to also make note that there's a line, if you look at line seventy seven, “summarily 

suspend peer specialists who pose a threat to the public.” I consider that a really egregious 

expression of discrimination. You don't see that in other board registrations. …There's 

nothing on these other boards that is established to look at the criminality of board members 

in terms of being an inherent member of the profession that they're automatically considered 

criminal or dangerous. And again, that's just reinforcing these these horrible stereotypes that 

have so devastated our communities and people who've had trauma and extreme 

experiences. (James Merton) 

 

 

James specifically pointed out a stipulation of the bill that would allow the board to summarily 

suspend peer specialists who pose a threat to the public. For him, the addition of the stipulation 

struck him as a form of discrimination, or stigma, as other professionals are not required to share 

their history of mental illness and therefore, do not fall under such scrutiny. This stipulation in the 

legislation is based on stigma and stereotypes – beliefs that peer specialists because of their mental 
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illness will misbehave or even pose a danger to others – and therefore threatens peer specialists’ 

autonomy and ability to conduct oversight of peer specialists from within the profession. This is 

reminiscent of peer specialists’ knowledge being pushed to the margins, just like Foucault discusses 

in his work – those pushed to the margins can rise up and build greater legitimacy for themselves 

and their profession.  

The principal critique of the board is how peer specialists’ hybrid expertise lies on the 

margins, and subjects peer specialists to having their profession contested by outsiders. Along these 

lines, Frank commented: 

 

Their power over us in terms of deciding who gets certified, what the qualifications are, who 

gets decertified, I think there absolutely should be oversight in terms of a process to 

decertify people who violate the tenets of our profession. But the reality is only certified 

peer specialists know what that is. – Frank Vernet 

 

Frank has no qualms about the idea of oversight or decertification of peer specialists who have 

behaved badly. He does not argue against oversight or decertifying peer specialists who have 

crossed professional lines, but contests outsiders who have power over peer specialists’ autonomy. 

Only peer specialists can understand their profession and therefore, must be able to police their 

profession from within, which is a core tenet of professions (Freidson 1970). In this case, certified 

peer specialists draw from their unique and hybrid situated and subjugated knowledges which lie 

outside the mainstream, to advocate for their professional ability to operate without outside 

interference.  

Sage testified about peer specialists’ autonomy, indicating that peer specialists in the state 

already have oversight and internal control: 

 

[C]ertified peer specialists and the representation on the board is very much key to moving 

forward as far as avoiding ableism…We find it troublesome for the need of a proposed 

board when we already have an oversight committee for our training. Not that we are in 
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direct opposition of a board existing, but rather the form of proposed board for licensure, as 

it stands, is troubling. – Sage Brown 

 

They argue that the board should represent those who work in the field, that a lack of peer 

specialists on the board reflects ableism or discrimination and stigma. Peer specialists already have 

oversight from within, and outsiders are not equipped to provide oversight in a way that reflects the 

views and experiences of certified peer specialists. What is needed is people with lived experience 

and who have the expert knowledge specific to peer specialists, who possess situated and subjugated 

knowledges that drive the profession of peer specialist forward. The proposed board would be in 

effect silencing the voices of peer specialists and denying their situated expertise.  

Corinne emphasized the need for peer specialists to be in charge of their own profession: 

 

We would like you to know that “there’s nothing about us without us” is a model that we 

have because of the trauma that we have endured in the mental health system. We’re not 

saying that we’re any better or any bigger, but we need to be at the table and we need to be 

the ones in charge. – Corinne Witherspoon 

 

She invokes an insurrection of subjugated knowledges – the saying “nothing about us without us” 

was developed by disability advocates and activists (Charlton 1988) and is pushing back against 

outside power. If peer specialists are truly professionals, they should be in charge of their 

profession, pushing against threats to their autonomy like the proposed oversight board. Boundaries 

between the medical and the peer specialist worlds can become fuzzy because there is significant 

jurisdictional overlap, but establishing this professional boundary solidifies peer specialist work as 

unique but also professional.  

Similarly, Nancy also rejected the idea of the board because of the proposed minority of peer 

specialist representation on the board: 
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There's people in non-peer roles telling us how to do our job. And quite frankly, it's 

unrealistic for this board under this under this bill to only have two people with lived 

experience to serve on the board. – Nancy Strong 

 

Nancy opposes the creation of an oversight board with a majority of outsiders, as well as people in 

non-peer specialist roles directing the work of peer specialists. In short, she wants peer specialists to 

have and exert professional autonomy. In doing so, she calls to keep outsiders away from dictating 

what peer specialists can and cannot do. There is a professional boundary between those in non-peer 

roles trying to take control and peer specialists. These outsiders do not have the subjugated and 

situated hybrid knowledges that peer specialists have from their lived experience and therefore, peer 

specialists should be granted the ability to provide oversight and regulation from within the peer 

specialist world. 

 In sum, certified peer specialists testifying against Bill S182, which proposed an oversight 

board for peer specialists consisting of only two or three peer specialists or people with lived 

experience attempted to establish themselves as professionals. Specifically, peer specialists argue 

that they deserve to be adequately represented on any oversight board or committee as autonomous 

professionals. They draw from their situated and subjugated knowledges, specifically their lived 

experience, for their expertise. Their professional knowledge comes from lived experience, which 

uniquely qualifies peer specialists to support community members, but also makes them subject to 

stigma. When peer specialists’ autonomy was threatened by the stipulations in the bill, peer 

specialists pushed back by differentiating between themselves and the system (they are “in” but not 

“of” the system). Peer specialists argue that they can and do police from within, already have 

oversight in place, and should be given a voice when it comes to their profession. However, peer 

specialists do not have much power. They attempt to assert themselves as professionals but given 
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how new peer specialists are in the field of mental health care, they are vulnerable to outside 

attempts to limit their autonomy.  

 

Navigating Liminal Space and Threats to Professionalization  

 

 

 In interviews, several peer specialists openly discussed the uncertainty around peer 

specialists as being professionals. They candidly talked about the limits of their knowledge, 

especially compared to that of other health professions, and noted what outside opinions might 

critically say about the work of peer specialists. Peer specialists recognize the liminal space between 

lay expert or patient and professional, and must navigate the tensions that this positionality brings. 

They admit that they do not have the extensive training that other health professionals have, such as 

physicians practicing psychiatry; rather, they are lay professionals. They understand that people 

may not see lived experience as a legitimate source of expert knowledge and comment that peer 

specialists are not given the respect they deserve.  

Some interview respondents discussed their experiences regarding how other professionals 

view or conceptualize peer specialists’ work. In some instances, peer specialists expressed how 

other professionals may not understand what peer specialists do and may question their legitimacy. 

Kiki talked about the ambiguity that often accompanies peer specialist work: 

 

I think it can be hard to operationalize the role of a peer specialist, like what exactly do you 

do? What's your function? Should I take you seriously as like a professional, it's like you're 

sharing your lived experience…. – Kiki Burnham 

 

Kiki implies that there is a disconnect between what is seen as profession and what peer specialists 

do – they exist in a liminal space between patients and professionals unlike any other profession. 

Are they professionals even though they are sharing their lived experience with mental illness? Or 

are they just “mental patients” who have been given the opportunity to seek employment in the 
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mental health field? Kiki implies that there is a disconnect between what is seen as professional and 

what peer specialists do – they exist in a liminal space between patients and professionals unlike 

any other profession.  

Mira reflected on potential attitudes from outsiders about peer specialists and whether they 

should be taken seriously: 

 

I think it's this attempt at understanding, but I also think there was rhetoric that sounds like 

‘Why CPS?’ as well. You know, my lived experience and 60 hour certification isn’t equal to 

the doctor with two years of residency and schooling, and that the language we're using is 

not matching up. And so I think it's very easy for people, you know, obviously, ‘why is 

DMH paying other mentally ill people to, like, muck up my work?’– Mira Binder 

 

This quotation reflects that there are jurisdictional disputes in the realm of mental health care 

provision, and perceptions of peer specialists from outsiders may undermine their professional 

status. Outsiders do not fully understand the role of peer specialist and may question the importance 

of peer specialists and the legitimacy of their knowledge. Peer specialists’ expertise through lived 

experience is difficult to measure compared to the expertise of other types of professionals such as 

physicians.. She considers the perspective of someone asking why there should be funding for peer 

specialists as just “mentally ill people.”. This invokes the stigma of mental illness – ‘Why hire 

people who are mentally ill? They may cause problems’ (et cetera) – but also points toward how 

peer specialists are potentially viewed by outsiders and occupy a liminal space between patient and 

professional. This perspective implies that peer specialists are not proper professionals like 

physicians are and therefore challenges the full legitimacy of peer specialists as professionals.  

Chrissy also shared about potential perceptions of peer specialists: 

 

Overall peer specialists are not as respected as they should be. I feel like if that people think 

we have lived experience and it's not that our experience isn't valued, it's people think, oh, 

they have mental health conditions or substance use conditions or trauma. – Chrissy Thomas 
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Chrissy feels as if peer specialists do not get adequate respect because knowledge from lived 

experience is subjugated, stigmatized, and therefore devalued, especially in comparison to formal 

knowledge through, for example, specialized training and educational credentialing. This lack of 

respect for peer specialists, according to her, is because peer specialists have lived experience with 

mental health issues or substance use and abuse. Therefore, she points toward the stigma of mental 

illness as a reason why peer specialists are not respected, because they are still seen as mental 

patients more than professionals. This is a major challenge of peer specialists’ hybridity and liminal 

position. Peer specialists’ ability to be professionals is compromised by the source of their expertise, 

even though others cited their lived experience as professional knowledge. There is a tension 

between seeing peer specialists’ expertise as both professional and lay expertise.  

Additionally, peer specialists also reflected on professional qualifications and the legitimacy 

they confer, which peer specialists might not have. Another respondent commented on the 

difference between peer specialists and clinical professionals: 

 

And then I just feel like other medical professionals and mental health professionals, I don't 

think they really recognize the power of the peer specialists and how useful we can be and 

how required and necessary we are…it seems like, LCAC, WS and PMH and PS and HD, 

like they all got all these letters and degrees. A peer recovery specialist may or may not have 

that, but we're not clinical. We're not clinical. But we don't have to [be] because we have that 

lived experience. -Alana Connolly 

 

Peer specialists differentiate between the role of medical professionals and that of other credentialed 

mental health practitioners because peer specialists, unlike other mental health professionals, draw 

their expertise from lived experience. What peer specialists lack in credentials, they make up for 

with lived experience which provides a valuable and legitimate standpoint.  As a result, what peer 

specialists do is uniquely important. Unlike other mental health professions, peer specialists are not 

clinical, which qualifies peer specialists is their expertise from experience. Jessica commented: 
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I think people who are afraid of change, you know, people who are so in this clinical world 

and thinking that because peer specialists or people with lived experience, they're not going 

to be able to really support people because they're still working on themselves. …And I 

think that just showing people the value in the profession and showing people what we 

are…And so just I think it's more about educating rather than people really not valuing our 

profession in a way. -Jessica Patrick 

 

She talks about how people who are enmeshed in the clinical medical world of knowledge and 

practice are afraid of change toward the legitimization of peer specialists. Peer specialists may 

comprise a threat to established medical knowledge. Consistent with the stigma of mental illness, 

people may look upon peer specialists with suspicion, thinking that perhaps they are unable to work 

as true professionals because of their own struggles, which may limit their ability to function in a 

professional capacity. It is precisely what confers peer specialists’ unique professional knowledge – 

lived experience – that can be reason why outsiders do not fully trust peer specialists to operate as 

legitimate professionals. For Jessica, what can help legitimize peer specialists as professionals and 

the work that they do includes educating those who may be ignorant on the topic, who are on the 

“other side.”  

In sum, some certified peer specialists interviewed expressed that the profession of peer 

specialist exists in a liminal space between peer specialists being legitimate professionals and 

mental patients or simply laypeople. Unlike the testimony on Bill S182, which pushed for the 

legitimization and autonomy of peer specialists as a profession, some interview respondents 

questioned the legitimacy of peer specialists, either from their own perspective or in the views of 

others. Because the profession of peer specialist is so new, and peer specialists are attempting to 

legitimize their hybrid position, there is a lack of certainty surrounding peer specialists occupying 

the role of professional. However, overall, I find that certified peer specialists are engaged in efforts 
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to differentiate themselves from lay experts and to be recognized as professionals. I investigate 

these efforts below.  

 

 

Peer Specialists’ Code of Ethics and Boundaries 

 

 

 A major way in which certified peer specialists attempt to establish themselves as 

professionals is through the Certified Peer Specialist Code of Ethics, as discussed earlier. This Code 

of Ethics was part of the certified peer specialist training I attended. Certified peer specialists 

brought up their Code of Ethics multiple times during the interviews when asked about setting 

boundaries at work. A code of ethics provides professional guidance and can help promote a 

professional identity (Abbott 1988). It also provides a framework for behavior and action, for 

instance presenting guidelines for how to handle ethically tricky situations. Therefore, having a code 

of ethics to follow is part of the professionalization of peer specialists and peer specialists draw on 

the code which in turn helps establish them as professionals. It also demonstrates how peer 

specialists are pushing for legitimation and professionalization. They are establishing that they are 

professionals more so than they are lay experts because they are bound to a code of conduct that 

establishes professional standards, even if their knowledge is borne from lived experience. As 

hybrid lay professionals, peer specialists turn to their code of ethics for guidance but also 

legitimacy.   

Certified peer specialists are expected to follow their core principles alongside the longer 

and more detailed code of ethics. Professions are guided by specific internal values and expectations 

and certified peer specialists are no exception. Like physicians and the Hippocratic Oath, peer 

specialists swear to do no harm to those with whom they work, and guiding principles help establish 

norms of behavior for peer specialists. Adhering to a code of ethics is a part of being a professional 
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and peer specialists have created their own code of ethics and train all future peer specialists in the 

code. These professional guidelines are binding and reveal how peer specialist training produces 

new professionals who must follow the same code of ethics as every other person in the profession. 

These guidelines also invoke the standardization of the profession and the behavior and conduct of 

peer specialists as professionals.  

Patricia brought up the code of ethics she must follow: 

 

So there's some anger and there's like some remarks there that aren't OK and that's lived 

experience in the profession….And it's like I do know that actually, I live that, you know 

what I mean? Like, yes, I do know that absolutely. You don't have to scold me. And yes, I 

do know what the rules are. And yes, I do have a code of conduct that I have to, you know, I 

do have some ethics that I've got to follow.  -Patricia Lampone 

 

Patricia straightforwardly talks about “rules” she must follow, especially in the context of situations 

in which people are challenging her professionalism. These people perhaps do not understand the 

work that peer specialists do, but specifically, challenge the professionalism of peer specialists. As 

Patricia says, she has a code of conduct to follow and a code of ethics to which she must adhere. In 

pushing back against those who do not understand, she is establishing that she is professionally 

bound by a code for her conduct and professional practice as a peer specialist. In turn, this 

legitimizes the profession by emphasizing ethical boundaries as key practice for peer specialists.  

Mira similarly commented on how her code of ethics helps her maintain professional 

boundaries: 

 

I always try to feel it’s a natural human thing and then refer back to the CPS code of ethics. 

So it’s like as a professional, I have boundaries that I have taken an oath to uphold and tell 

those are, you know, making sure that I don’t cross that kind of line and try to follow the 

policy. It’s like a buffer there. – Mira Binder 

 

In the context of describing how a peer expressed romantic feelings for her, Mira indicates that peer 

specialists can refer to the code of ethics. The code of ethics helps solidify professional boundaries 
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and guides action. In Mira’s case, she recognized that people developing feelings for someone who 

is helping them is a natural thing, but she was able to draw on the code of ethics to appropriately 

handle the situation and establish appropriate boundaries. Certified peer specialists take an oath to 

uphold their code of ethics, similar to other professions like medicine. For peer specialists, the code 

of ethics provides guidelines for behavior in their professional lives and helps legitimize peer 

specialist work.  

 

 “I’m not your friend” – Boundaries and mutuality 

 

 Peer specialists also discussed the challenges of mutuality combined with professionalism. 

Mutuality entails that the power dynamic between a peer specialist and a person receiving support is 

relatively flat, and that support is not unidirectional. Therefore, it can be difficult for peer specialists 

to maintain professional distance when the person being supported might misinterpret support as 

friendship. For instance, Chrissy said:  

 

Yeah, so I’m not their friend, but in order for me to support them, I think I get a lot of times 

that they think that we're there, even though we're there to support them, that we're there to 

be their friend, but we're not there to be their friends. That makes us. Yeah, it sounds 

terrible, but like, I think that's part of the process as we are there to have a relationship with 

them, but the relationship is professional.  - Chrissy Thomas 

 

Chrissy talked about setting boundaries with the people she supports – the mutuality of peer 

specialist work entails that sometimes, people may misinterpret support for friendship. The 

relationship she has with peers is a professional relationship, not a casual one. Similarly, Kate also 

commented on friendship versus professionalism: 

 

And I'm constantly, like, trying to make sure that people understand that this is not the type 

of relationship that we have. This is a professional relationship. I'm not your friend, but like, 
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I'm friendly and like I'm a kind person. I'm not in the role of an expert right now, but I am an 

expert in what I do. -Kate Kronos 

 

Peer specialists must abide by their code of ethics in situations in which the lines are blurred 

between the person receiving support and the professional providing it. The code of ethics 

legitimizes peer specialist work through its provision of guidance for navigating the liminal space 

peer specialists experience professionally. Peer specialists are likely to be mistaken for “friends” 

especially because of the mutual relationships between peer specialists and those they support as 

well as their open disclosure about their own struggles. Therefore, the code of ethics is what 

provides standards for professional behavior, including maintaining professional boundaries 

between peers or community members and peer specialists who are supporters. They, as hybrid lay 

professionals, require a clear demarcation of boundaries enabled by the code of ethics. 

 Codes of ethics and professional boundaries help establish and legitimize certified peer 

specialists as professionals. Peer specialists’ code of ethics can allow for the development of 

professional identity and provides clear expectations for peer specialists in their everyday work. 

Peer specialists draw on their code of ethics when encountered with ethically difficult situations, 

which gives them guidance on how to handle such situations. Their doing so likely reflects an 

emphasis on the code of ethics and professional behavior during trainings. In peer specialists’ 

attempts to gain greater autonomy and authority as professionals, codes of ethics can help establish 

professionalism. The professionalization of certified peer specialists represents an insurrection of 

subjugated knowledges, as those who have typically been excluded from society – people with 

mental illness – are rising above their subjugation and working toward using their often-stigmatized 

lived experience as professional knowledge. From their situatedness at the margins, peer specialists 

are gaining ground in being seen as legitimate professionals.  
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Changes in the Peer Specialist World and Professionalism 

 

 Finally, certified peer specialists talked about changes in the profession that point toward 

forward progress in establishing peer specialists as professionals and being seen as possessing 

valuable and legitimate knowledge. There is an “insurrection” of subjugated knowledges as 

Foucault (1980) describes. as certified peer specialists are gaining ground in different states through 

an expansion of the profession.  Structural and meso-level changes are helping to advance the 

practice of certified peer specialist. From marginalized to mainstream, peer specialists are a growing 

profession and are becoming increasingly professionalized. Trainings help establish professional 

identity and the transformation of lay knowledge into professional expertise. Their knowledge as 

hybrid lay professionals pulling from lived experience has gone from subjugated and suppressed to 

uniquely valuable situated knowledge. This knowledge is what practically allows peer specialists to 

carry out their work and theoretically what contributes to the development of expertise. Beyond 

stressing the value of lived experience, trainings also provide professional guidance such as ethical 

guidelines and strategies for helping community members, such as trauma-informed care, diversity 

and inclusion, and therapeutic techniques or approaches such as creating WRAP (wellness recovery 

action plan) plans with peers.  For example, Emily stated: 

 

And so when they decided to write the curriculum for the state of Virginia back in 2016, 

they wanted to make sure that everyone was trained in the same. So we didn't have, you 

know, like all these people calling themselves peer recovery specialist. – Emily Taylor 

 

Emily talks about the development of standardized curriculum for training in the state, which then 

leads to professionalization. There are specific trainings peer specialists must go through in order to 

be eligible to be certified, and these trainings ensure that all peer specialists are trained the same so 

that outsiders cannot just call themselves a peer specialist. Trainings are therefore standardized 
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across the state, but not necessarily nationwide. In short, lived experience alone is not enough to 

meet the criterial for peer specialist work. Therefore, peer specialist trainings are producing new 

professionals whose situated knowledge from lived experience are the source of their expertise, 

aided by professional development of skills and specific approaches taken by peer specialists when 

working with peers.  

Jessica talked about how training has made a difference in mental health care: 

 

“I feel that our training is really making changes in the mental health system that need to 

happen….So I think that I'm excited to see our profession grow and to take on the mental 

health system by storm, not really storm, but to take the term normalized, just kind of get it 

and make it less clinical and give people more options for support...” – Jessica Patrick 

 

Training facilitates establishing peer specialists as legitimate professionals. Trainings also increase 

the number of peer specialists who are eligible for certification. There are increasing rates of people 

going through training and becoming peer specialists. They use their lived experience to help others 

in ways that diverge from the medical model. Normalizing peer support also entails the rise of 

subjugated knowledge, and doing so provides options for people who are struggling with their 

mental health that offer an alternative to the dominant medical model.  

 Peer specialists also focused on changes within the peer support world that lend legitimacy 

to peer specialists including language changes to the title of peer specialists that highlight 

professionalism and the increase of funding allocated to peer support services. Bridget talked about 

the importance of changing what peer specialists are called: 

 

And in Colorado, they've changed the term from peer support specialist to peer support 

professional. Oh, I know that sounds different, doesn't it? That was a change this year. That's 

new language. So it's helped me realize that my lived experience can be valuable. It's 

something that I can acknowledge and work with as opposed to hide and disguise. And that's 

been super helpful for me. – Bridget Reinhart 
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Bridget indicates that small changes in language that can make a difference in legitimizing what 

peer specialists do. Language matters, and the shift to “professional” represents how an insurrection 

of subjugated knowledges – that of peer specialists – has seen success in legitimizing the work of 

peer specialists. Changing one’s title to “professional” helps solidify their role as a professional and 

signals to the general public that peer specialists, or peer support professionals, should be respected 

and have their work viewed as important. Peer specialist work values perspectives that are otherwise 

stigmatized. Her subjugated knowledge comes to the fore and provides her with the professional 

knowledge necessary to doing her job. She also said: 

 

I'm more hopeful now than I was in 2017. I'm seeing more movement, both legislatively and 

within organizations and the number of peer support professionals that are within the Denver 

metro area…it's probably 10 or 12 times more than it was in 2017....Right now they're 

setting up a program and they do take a lot of Medicaid, Medicare….And I know the 

supporters change people's lives just by admitting that they have lived experience. Other 

professional therapists, social workers might have lived experience, and they really can't talk 

about it. But being able to connect with somebody who has lived experience really can be 

life changing. Yeah, I've seen it be life changing. -Bridget Reinhart 

 

There have been notable changes to and within the profession of peer specialist over time, with 

significant growth of the peer specialist workforce in the past 5 years. Services are becoming 

Medicaid reimbursable, which confers legitimacy to what peer specialists do, which is evidence-

based (Ostrow and Adams 2012). The value of peer specialists is that they share their lived 

experience in ways other professionals do not or cannot. Knowledge from lived experience has the 

potential to change people’s lives. Peer specialists are valuable precisely because of the knowledge 

from lived experience that they possess.  

Normalizing peer support also entails the rise of subjugated knowledge, and doing so 

provides options for people who are struggling with their mental health, options that are not the 

dominant medical model. There are key differences between peer specialist work and their non-
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clinical approach and the clinical, medical approach taken by the mental health system, dominated 

by physicians. The growth of the profession of peer specialist and its subjugated and situated 

knowledges present legitimate alternatives to the mental health system.  

 

Discussion and Conclusion 

 

Peer specialists occupy a liminal space between patient or lay expert and professional. They 

are hybrids, or lay professionals. I find that first, peer specialists engage in efforts to establish the 

autonomy and authority of the profession. Second, they recognize outside attitudes about peer work 

and experience uncertainty that threatens the legitimacy of the profession. Third, they follow a code 

of ethics that serves as a guide to behavior and supports claims to professionalism. Fourth, peer 

support as a profession is growing and gaining legitimacy. 

 First, I find that peer specialists engage in efforts to establish the autonomy of the 

profession. Analyzing testimony on Bill S182, which was intended to regulate the profession of peer 

specialist, provided crucial insights into how peer specialists challenge attitudes and efforts that 

threaten their authority or autonomy. They challenged stipulations that would allow a majority of 

outsiders to preside on an oversight board and rejected proposals that used stigmatizing attitudes to 

imply peer specialists could become a danger to others. Peer specialists who testify unanimously 

opposed it, and in doing so, fought for the legitimacy of the profession and their professional 

autonomy. In doing so, they used their situated and subjugated knowledges and showed resistance 

to what attempted to discredit them. Overall, their efforts to oppose the bill represented an 

insurrection of subjugated knowledges, allowing for the voices of the oppressed to be heard. 
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Second, peer specialists reflected on outside attitudes about peer specialists that stigmatize 

or devalue their knowledge. Some pointed out that people do not fully understand what peer 

specialists do, while others noted the importance of knowledge from lived experience when 

compared with other mental health providers, and others called for more respect for peer specialists. 

Stigma can play a substantial role in how peer specialists are viewed by outsiders as being mentally 

ill compared to being professionals. Lived experience is what makes peer specialists unique and 

comprises their expert knowledge but is also what can potentially discredit them. There is tension 

between seeing peer specialists as people with mental illness and viewing them as legitimate 

professionals and peer specialists seek to overcome this threat to their legitimacy.  

Third, peer specialists attempt to establish themselves as professionals by creating and 

upholding a code of ethics specifically for peer specialists. Codes of ethics provide professional 

identity and guidance and give guidelines for appropriate behavior especially in ethically difficult 

situations. I find that peer specialists invoke their code of ethics when trying to handle a tricky 

interaction or event. Having a code of ethics is part of the professionalization of peer specialists. 

Peer specialists turn to their code of ethics for both direction and legitimacy, and this helps them in 

ethically compromising situations, such as being mistaken for being a friend versus being seen as a 

professional. Codes of ethics were used to bolster and explain the setting of professional boundaries 

between a peer and their supporter.  

Finally, peer support as a profession is gaining legitimacy as a new and growing profession. 

One way in which peer specialists are increasing across the United States is through training. Peer 

specialist training professionalizes new peer specialists and also contributes to more standardization 

of what peer specialists learn and how they perform their professional roles. Language shifts like 

calling peer specialists “peer support professionals” reflect the growth of the profession of peer 
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specialist. Further, peer support has become Medicaid reimbursable, which allows peer support 

services to be billed by Medicaid, providing funds for peer services to expand even more. Increasing 

trainings, language changes, and increased funding from governmental agencies all function to 

increase professionalism and place emphasis on how peer specialists are legitimate lay 

professionals. 

 

Theoretical implications 

 

Theoretically, the seeming contradiction of “lay” and “professional” reflects the unique 

positionality of peer specialists and their liminal status. While many peer specialists, especially in 

testifying against a bill proposing to regulate peer specialists, pushed for the legitimation of the 

profession of peer specialists, others expressed greater uncertainty around peer specialists as a 

profession. While many respondents strongly advocated for professional legitimacy, some 

expressed hesitation concerning the professionalization of peer support. This ambiguity is in part a 

result of how new the profession is and how it might be in opposition to or contested by outside 

parties. The ambiguity also reflects peer specialists’ hybridity and their liminal position. While peer 

specialists’ hybridity can present challenges, such as those presented by outside parties or processes, 

it can also facilitate needed change within the mental health system through peer specialists’ unique 

form of expertise. Hybrids may be uniquely situated to be agents of change in and around a system 

in need of transformation.  

The concepts of subjugated and situated knowledges help explain how certified peer 

specialists, whose expert knowledge comes from their lived experience of mental illness, attempt to 

legitimize the profession. Peer specialists’ situatedness and perspectives as people who have lived 
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experience with mental health difficulties provides them with an important standpoint from which 

they carry out their work. It allows them a perspective of their own profession as well as of their 

own unique personal histories and experiences. Their subjugated knowledges enable them to push 

back against what is dominant and hegemonic, such as the medical model. Peer specialists have 

indeed risen up and gained a voice and a seat at the table whereas in the past, individuals with such 

stigmatized identities may not have been likely to be so vocal in a professional context. They 

differentiate themselves from the medical model as non-clinical and try to establish peer specialists 

as being legitimate professionals, making claims to specific and unique professional knowledge. 

They must traverse the boundary lines between patient or layperson and professional, which is a 

difficult task for those who have lived experience as “patients,” the very thing that is crucial to their 

work as professionals.  

 There are important implications of this study, both theoretical and practical. This research 

uses the case of peer specialists to examine aspects of a new and growing profession with 

professional knowledge that blends expert professional knowledge with lay expertise. I find that 

peer specialists are hybrid lay professionals, a concept which has promise for understanding the 

complexity of certain professions. On one hand, they have lay expertise from experience, but on the 

other, this expertise is transformed into professional expertise in part through trainings and efforts to 

build professional identity. There are disputes in and around the jurisdiction of the mental health 

field, and peer specialists provide professional alternatives to the clinical medical model and mental 

health system. Foucault’s concept of an insurrection of subjugated knowledges can help explain 

how stigmatized or discredited professions rise against their subjugation to become legitimate, and 

Haraway’s concept of situated knowledges provides a framework for understanding the importance 

of standpoint in determining professional knowledge.  
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This research could be used to understand how other professions seek legitimacy, especially 

if they are subjugated or stigmatized. Peer specialists have an important role in providing mental 

health services to the community at no cost to service recipients, making what they do important. I 

find that peer specialists in general are pushing for the legitimation of the profession, but some point 

out ways in which their experiential knowledge is misunderstood or not valued. Pushing against 

efforts to take away professional autonomy, emphasizing the certified peer specialist code of ethics, 

and highlighting the changes peer specialist work is undergoing are all ways certified peer 

specialists are working to legitimize their profession. Peer specialists are hybrids who occupy a 

liminal space between patient or lay expert and professional, and future research could study how 

the role of peer specialist has changed as the profession grows. Peer specialists’ situated and 

subjugated knowledges from lived experience are what make peer specialists and the work they do 

so unique, as they have risen above their subjugation and used their positionality to help others.  
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CHAPTER 5: EMOTION WORK IN PEER SPECIALIST WORK 

 

 

 

 

 

 

 

 

 

Certified peer specialists, who support people through mental health recovery, comprise a 

new and growing profession in the mental health field. As such, it is important to consider the 

realities of peer specialist work and how that work may involve emotional labor. Mental health care 

workers, including peer specialists, must deal with stress and burnout that comes with the emotional 

demands of working with individuals with mental illness. They may face courtesy stigma from their 

association and interactions with people who have mental health difficulties (Corrigan 2004). They 

may also face public stigma because of the necessity of sharing one’s lived experience to work as a 

peer specialist (Adams 2020; Cabral et al. 2014; Kessing 2022). Peer supporters may experience 

burnout because of the stigma they experience, the emotionally involved nature of their work, as 

well as other factors related to their profession, including inadequate financial compensation. Peer 

specialists comprise a new and growing profession in the mental health field, so it is important to 

consider the realities of peer specialist work and how that work may involve emotional labor.  

The care work that peer specialists do may be especially emotionally demanding because 

they work with those they support mutually as peers, or equals, and must navigate their own 

emotions as well as those of the person being supported (Barlott et al. 2020). Peer specialists, in 

working with people who are struggling, may engage in emotion work in attempts to respond to 

emotionally challenging situations in productive and helpful ways. They may use various 
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approaches to cope with these emotional demands. Their perspectives as individuals who have 

experienced mental illness or emotional distress can help peer specialists connect and build rapport 

with those being supported. However, this level of connection also poses challenges to professional 

and emotional boundary setting. Therefore, peer specialists may engage in emotion work in 

different ways depending on context and may develop and deploy different types of coping 

strategies to deal with emotional challenges at work. Their unique positionality from lived 

experience as peers may require distinct approaches to emotion management and coping compared 

to that of other mental health professionals. 

In this chapter, I draw from in-depth, semi-structured interviews with certified peer 

specialists across the United States to investigate how peer specialists engage in emotion work, 

paying attention to respondents’ strategies and experiences dealing with their emotions in a 

professional capacity. Specifically, I ask the following questions: What aspects of peer specialist 

work make it particularly emotionally demanding? How do peer specialists manage and cope with 

the emotional demands of their work? What is unique about the emotion work in which peer 

specialists engage? I aim to investigate how peer specialists and their involvement in emotion work 

represents a case of emotion work that may be, due to a focus on mutuality, recovery, and self-

determination, significantly different from more typical emotion work strategies that characterize 

those in other caring professions.  

 

Literature Review 

Emotion Work and Emotional Labor 

The term emotion work was first coined by Hochschild (1979) to describe how individuals 

try to change or alter an emotion or feeling to be “appropriate” in various settings. Emotion work 
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abides by certain contextual “feeling rules.” It entails “trying to change in degree or quality an 

emotion or feeling” (Hochschild 1979: 561). Emotional labor involves the ongoing negotiation of 

emotion management in an occupational setting. Hochschild argues that there are two aspects to 

emotion management: deep acting, in which one works to change their private emotional state to 

align with what is appropriate for the situation, and surface acting, in which a person manages their 

outward appearance to be in line with what is situationally appropriate (Hochschild 1983). For 

instance, flight attendants must engage in emotional labor at work, appearing cheerful and happy 

even if they are actually displeased or annoyed. Their job requires the management of emotions and 

the adherence to “feeling rules” (Hochschild 2012). Feeling rules are social guidelines that dictate 

what is emotionally appropriate in a given situation; they are emotional expectations for how one 

engages in emotion work. A feeling rule “delineates a zone within which one has permission to be 

free of worry, guilt, or shame with regard to the situated feeling” (Hochschild 1979: 564). 

Therefore, feeling rules guide behavior and the ways in which individuals manage their emotions in 

emotionally laborious work.  

Certified peer specialists’ work with individuals experiencing acute or chronic mental health 

problems likely necessitates that they manage their emotional responses to such individuals or 

situations in order to best carry out their work (Mancini and Lawson 2009). However, it may be 

difficult to do in practice, especially because the role of peer specialist implies a relatively even 

power dynamic between providers and recipients of support in which mutuality is a common goal 

(Scott et al. 2011). Therefore, peer specialist emotion work may look different compared to 

emotional labor in the service industry (e.g. food service) or even relative to more mainstream 

clinical helping professions. Unlike clinicians, peer specialists do not have a significant degree of 

control or power over those they serve, which makes the services that peer specialists provide 
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unique and valuable, but also, might make the work peer specialists do particularly emotionally 

taxing and intense.  

 

Sociological Perspectives on Coping with Emotions 

 

In situations wherein individuals encounter high emotional demands, individuals may use 

specific strategies to manage and cope with their emotions (Thoits 1995). Coping “refers to 

behavior that protects people from being psychologically harmed by problematic social experience” 

and involves “keeping the emotional consequences of problems within manageable bounds” 

(Pearlin and Schooler 1978: 2). Individuals may draw upon personal coping repertoires or rely on 

social support to cope. According to Thoits (1995), coping resources are “social and personal 

characteristics upon which people may draw when dealing with stressors” and coping strategies 

“consist of behavioral and/or cognitive attempts to manage specific situational demands which are 

appraised as taxing or exceeding one’s ability to adapt” (59-60). For example, personal coping 

resources may involve acts of self-care, positive distraction, and practices such as meditation and 

deep breathing. Coping resources allow individuals to deal with stressful situations and the demands 

of emotion work. They allow for successful management of emotions both in the moment and after 

a stressful situation has occurred.  

One major source of coping assistance comes from social ties and social support. Supporters 

can provide emotional sustenance and active coping assistance to those experiencing distress 

(Thoits 2011). Social support can come from similar or significant others – similar others are 

experientially similar, such as coworkers may be similar to one another, while significant others 

involve social ties such as family members. Both can provide emotional sustenance and active 
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coping assistance, which can buffer individuals from the deleterious effects of stress. Similar others, 

such as other peer specialists, can provide empathy and understanding which can facilitate coping 

with emotions. As Thoits (2011) writes, “Similar others’ emotional sustenance consists of empathic 

understanding and accepting and validating feelings/concerns, acts that alleviate tension directly as 

well as shore up wavering self-esteem” which provides “experientially grounded coping assistance” 

(155). Therefore, peer specialists likely rely on both personal coping repertoires and coping through 

social support, especially support from other peer specialists, when confronting emotionally 

challenging situations. 

Emotion work often entails being emotionally “front stage,” strategically managing one’s 

emotional response to fit a situation, while coping with emotions at work typically goes on  

“backstage” after the interaction (Goffman 1978). Professionals in emotionally demanding fields, 

such as peer specialist work, must negotiate what emotions they experience and share with others 

when they are front stage compared to backstage. Coping allows for individuals to engage in 

emotion work without becoming overwhelmed. However, different situations may require different 

approaches to emotion work and coping, with individuals drawing upon a repertoire of strategies for 

managing their emotions in an appropriate and effective way. What is appropriate for front stage 

behavior in professional emotion work likely varies by profession, with peer specialists potentially 

bringing what is typically reserved for backstage interactions to their front stage performances. 

Certified peer specialists are well-versed in dealing “front stage” with emotionally charged topics or 

situations, such as defusing a crisis, and may later cope with those emotions “backstage” alone or 

with colleagues (Jones et al. 2019; Davidson et al. 2006).  

Further, emotion work among peer specialists may be complicated and unique because peer 

specialists, while working to help those in distress, also have had their own experiences of distress 
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or mental suffering (Adams 2020; Castro et al. 2019). In some ways, this makes peer specialist work 

deeply personal compared to other mental health professions (Kessing 2022). While peer specialists 

are required to be in recovery – for instance, in Massachusetts, a person cannot have been 

hospitalized for a mental health problem in the past year in order to qualify for the certified peer 

specialist training – they still must cope with their own mental health struggles while 

simultaneously helping others with similar complaints. While peer specialists report high levels of 

job satisfaction, they also face burnout and stress (Ostrow et al. 2022; Walker and Bryant 2013). 

Therefore, peer specialists glean many positives from their work despite the stress of the job. This 

may be facilitated by emotion work and emotionally oriented methods of coping, which allow peer 

specialists to address the stressors of their work so that they can find satisfaction rather than burn 

out. I investigate the centrality of mutuality in peer specialist work to explore how peer specialists 

may engage in emotion work in unique ways that highlight mutual aid, coping, and support in peer 

work and in the everyday lives of peer specialists. 

 

Methods and data 

 

 Data for this chapter come from a larger multi-method study on certified peer specialists that 

included in-depth interviews with certified peer specialists across the United States, a survey of 

certified peer specialists from the US, and five months of field observations in partnership with a 

fully peer-run nonprofit organization in Massachusetts. The primary objectives of the study are to 

investigate how peer specialists seek to legitimize their profession, work toward the 

demedicalization of mental illness, and engage in unique forms of emotion work. This chapter 
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focuses on the latter. The study was approved by the Indiana University Institutional Review Board. 

For this chapter, I draw from the semi-structured in-depth interview data and the survey data.  

 As discussed in the previous chapters, interview and survey respondents were recruited from 

the field site or contacted for participation through a search of organizations that hire peer 

specialists in the United States. This study also used snowball sampling to gain additional 

respondents. The data are comprised of a total of 30 in-depth interviews, 295 survey responses, and 

five months of intensive participant observation. Interviews took place in person, over Zoom, and 

over the phone. Interview respondents provided informed consent and were provided with study 

information sheets. They were given the choice of where to participate in the interview, and were 

able to choose between Zoom, the phone, or if applicable, in person. All interviews are kept strictly 

confidential due to the potential stigma associated with histories of mental illness and the deeply 

personal nature of what many respondents shared. The researcher transcribed all interviews 

verbatim and deidentified interview transcripts, assigning pseudonyms to respondents and other 

identifying information. Qualitative data analysis was conducted using the qualitative software 

program NVivo.  

 Interview respondents were directly asked about emotion work and boundary-setting, as well 

as feelings of burnout and job satisfaction. One question asks: “How do you deal with your 

emotions when working with service recipients?” Probes for this question include: “Can you tell me 

about a time when it was quite difficult for you to do so (manage emotions)?” and “What kind of 

situations make it hardest to manage your emotions?” Another question asks about boundaries: 

“Can you tell me about how you maintain boundaries with your clients and other service 

recipients?” The probes for this question were: “What kinds of strategies do you use to make your 

boundaries clear to clients?” “What do you do if your boundaries are not respected?” and “Can you 
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tell me about a time when you felt ethically torn about certain boundaries or a lack thereof in your 

interactions with clients?” I focus on responses to these questions in my analysis, though in some 

cases, the topic of emotion work arose without prompting.  

 I used an approach to coding interviews called abductive analysis, which is an iterative 

process between pure induction and deduction, wherein the researcher moves back and forth 

between theory and data (Timmermans and Tavory 2012). Abductive analysis provides the tools to 

help researchers make sense of surprising findings or themes that emerge in the data. Instead of 

taking an inductive approach, such as using grounded theory and generating theory from themes that 

emerge in the data, abductive analysis involves approaching data with certain theoretical 

frameworks in mind, and then adjusting theoretical explanations based on what is found in the data. 

I initially coded all interview data for broad themes before generating a structured coding scheme 

and applying codes to the data. For this chapter, key themes from the broader coding scheme were 

used to identify excerpts of interviews relevant to emotion work and coping strategies.  

The survey data were analyzed using Stata (version 17.0). The survey consists of 29 

questions about respondents’ demographic data, views of psychiatry and the mental health system, 

adverse life experiences including trauma, hospitalization, substance abuse. homelessness, and 

criminal justice system involvement, work experiences, and job satisfaction. There were 295 total 

respondents. For this chapter, I use descriptive statistics from the survey to complement the 

interview data analysis. Using more than one research method allows me to triangulate my findings, 

with insights from the survey, interviews, and observations informing one another and revealing key 

themes that span across the different methods used. Each approach has its limitations and strengths, 

and using more than one way to investigate my research questions provides multiple sources of data 

that overlap in meaningful ways.  
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My data revealed that peer specialists’ engagement in emotion work is a foundational and 

pervasive feature of their work with clients and community members. Many respondents discussed 

their strategies or practices regarding engaging in emotion work in difficult situations. They 

discussed different situations in which they engaged in emotion work and the generally emotionally 

demanding nature of their work.  

 

Analysis 

 

Failed attempts at emotion work 

 

First, in consideration of the emotion work in which peer specialists must engage, some 

respondents shared about instances in which they did not manage their emotions well. As 

Hochschild (1979) wrote, “Failed acts of [emotion] management still indicate what ideal 

formulations guide the effort, and on that account are no less interesting than emotion work that 

works” (561). Therefore, it is important to consider instances in which respondents reported failing 

at emotion work in difficult moments. However, not all peer specialists manage emotions in the 

same way, and what one person may deem inappropriate may be a way in which others find it 

helpful or important to share with those they help. Further, what is appropriate in peer specialist 

contexts may not be what is appropriate in other mental health care contexts. Sometimes, peer 

specialists may fail to appropriately engage in emotion work. They may become overwhelmed in an 

emotionally charged situation and feel as if they did not properly manage their emotions. These 

situations underscore the emotionally demanding nature of peer specialist work. Patricia talked 

about feeling as if she was unprofessional by showing her emotions at work: 
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[T]here was a woman who came in and lost her son and she was crying over it and I was, I 

ended up crying with her and I felt like it was very unprofessional and I didn't feel like I was 

helping much. I felt like she was trying to console me after that, where she felt bad because I 

was crying because she felt like I was supposed to be helping her. And instead I was like, 

sad. And she made me sad. And I was supposed to be like, the one put together.– Patricia 

Lampone 

 

Patricia did not feel as if her crying was helpful and believed that she should have been more put 

together to be of assistance to the woman, rather than having the woman console her. In this 

instance, emotions were expressed rather than hidden in a way she deemed inappropriate, indicating 

a failed attempt at emotional control and emotion work.  

Kiki discussed how she approaches situations in which she feels she fails to manage her 

emotions: 

[I]f I either like kind of like lose my temper or like get really emotional, I will usually call 

myself out on it in an appropriate way and say like, Hey, I'm really sorry about my tone. 

Like, it's not your fault, or like, Hey, this is really frustrating me. Let's reevaluate what we 

need to do to help you. – Kiki Burnham 

 

Kiki directly acknowledges that some emotions are not appropriate and attempts to redirect the 

course of the conversation, getting back to a mutual discussion of what a person really needs from 

her in the moment. This is an example of how peer specialists handle situations in which they may 

have failed to appropriately manage their emotions.   

Steve talked about sharing similar traumatic experiences with a peer and how it was difficult 

to personally process the interaction: 

 

[There] was a man who was sexually abused, and it was just really messing with his head 

and he is such a good guy, you know, who's an athlete, kind of a man's man. You know, had 

a job, he wasn't your typical peer where he was, and he was just devastated, and he couldn't 

get through it and it reminded me a little bit of when I was molested. And that's a place I 

never go to. And I just really felt for him that day. And the rest of the day, I really wasn't 

particularly useful as an employee. Because it was like kind of stuck in your head. – Steve 

Jones 
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Steve comments that being able to relate to someone’s story can trigger one’s own trauma and make 

it difficult to manage emotions at work. However, this empathy is important in peer specialist work 

because it is a form of mutual support and connection. Peer specialists must navigate the boundary 

line between what is emotionally inappropriate and what might be helpful for peers. Empathy is 

valuable but can also make emotion work more difficult, a line that peer specialists must navigate in 

their work. 

Mira talked about some of the difficulties with mutuality in peer support: 

 

Because it's such, it's emotional work and sometimes I'll feel a sense of like I'm not quite 

sure what the right balance is between me being my authentic, vulnerable self and like 

having like the right reaction in the moment and what might not be the best thing to say. – 

Mira Binder 

 

Mira calls peer specialist work “emotional work” and has to balance being authentic with knowing 

what is appropriate to say or do in a situation. Mutuality can be difficult to achieve and navigate, 

and can make providing peer support more burdensome at times, even if it also can create spaces for 

shared support and connection. Being authentic may not be the most appropriate response to a 

situation, and it might be difficult to successfully manage emotions in carrying out peer support. 

  Peer specialists have a wide range of emotional responses and approaches to emotion work 

in the present: some thrive in crisis situations and are able to carry out emotion work in a 

straightforward and somewhat detached way, while others report that they have struggled in the past 

to manage their emotions in the present. The emotion work that characterizes peer specialist work 

can be very challenging. Next, I examine how peer specialists cope with their emotions in difficult 

situations, using a unique repertoire of strategies and mindsets that allow them to successfully 

support peers in the community and avoid burnout and emotional overload.  
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Coping strategies for managing emotions at work 

 

 

As peer specialists must cope with emotionally difficult situations, they discussed instances 

in which they were faced with the need to manage their emotions in the present and also needed to 

cope with the seriousness of the situation or their actual emotional response afterwards. Coping with 

emotions is crucial given the emotionally laborious nature of peer specialist work and there are 

different approaches to coping that peer specialists use, including using social support to cope and 

drawing upon personal coping strategies that allow them to deal with their emotions in productive 

and helpful ways.  

 

Coping through social support 

 

Many respondents talked about receiving coping assistance from others after interactions or 

experiences that were emotionally intense. Emily talked about venting to a friend after “the incident 

is over:” 

 

And if I get frustrated, then I can later, after the incident is over, I can with intention, like I 

did last night, you know, with my friend [Name]…And I just was like, I just need to vent. 

But what I decided to do was with intention because venting just to vent doesn't work. – 

Emily Taylor 

 

Having a supportive friend to be able to talk to about problems at work is a key strategy for coping 

with emotionally difficult situations. Venting can be a useful coping strategy, one that allows peer 

specialists to deal with the emotions that are raised at work and involves leaning on social support. 

Similar to Emily, Jacob discussed processing difficult encounters with a coworker or his supervisor: 

I'm not just trying to put a poker face on it, and then I immediately process it with a 

coworker….or my supervisor and just kind of process it. And, you know, I know my 

limitations. If there's something I need that's not for me, then I kind of find somebody else 
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just in the [same] field, you know, you're always forced to do things that you're not, don't 

make you comfortable.– Jacob Norris 

 

Jacob’s approach to coping involves processing difficult situations with a coworker or supervisor. 

He uses the support and understanding of others to cope with his emotions and to navigate situations 

that might make him uncomfortable. Social support, especially from those who understand the 

emotionally laborious nature of emotion work, is a key strategy peer specialists use to cope with 

emotions and avoid burnout. Along the same lines, Leah discussed the need for peer support for 

peer supporters: 

I've heard a bunch….about the like some of the complications and difficulties of peer work 

as a profession, one of which is support for the peer supporters, you know, because it's a 

heavy emotional burden. And if you don't have supports or outlets, it's really, really easy to 

burn out. – Leah Maynard 

 

Being a peer specialist carries an emotional burden and it is crucial that peer specialists cope with 

their emotions to avoid burnout. Support for peer supporters could help peer specialists deal with 

the intense interactions that sometimes characterize their work and promote coping through social 

support. Peer specialists often relied on coworkers – other peer specialists – for coping assistance. 

For instance, Liz talked about the importance of processing difficult situations with others when she 

shared about losing a client to suicide: 

 

For a minute I went to the bathroom for a moment and gathered myself and then what about 

just all the people having to cope with it also? …And then like oftentimes after work….it 

would just be like, like my coworkers, our members, and I was close with a couple of them. 

So just process it with them also afterwards. Yeah. That's kind of how relationships are 

really important. And I think even like processing it with people throughout the day that 

they, you know, the members of it was extremely helpful. Yeah, it helped me. They helped 

me. Yeah. Because you're processing together. – Liz Allison 

 

Liz discussed that experiencing a very emotionally difficult situation led her to rely on coworkers 

and community members to help cope with the loss. Her approach to coping utilized social support 
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as a key coping strategy. Processing difficult events with similar others who can empathize at a deep 

level can help alleviate the impact of stress.  

Along those lines, Mira discussed coping with disturbing experiences at work in her role as 

community “bridger” between individuals in psychiatric hospitals and the Center’s peer-run 

community center:  

 

[T]here are times when I've witnessed something horrific at the hospital. But, you know, it's 

like someone being drugged or restrained, restrained by someone, telling me it's a horrible 

thing that's happened to them at the hospital…Yeah, there's a lot I feel just like the apathetic 

response. And so that's when I go to [my colleague] and behind closed doors so much, I can't 

believe this stupid doc is, like, and he's really helpful to help me just express, get that out, 

because it's not productive in the meeting. But I need a space where I can kind of feel the 

intensity of what's happening. Yeah. The people that I love and support and care for. – Mira 

Binder 

 

For Mira, encountering abuses of power or use of coercion in the hospital setting can be 

disturbing and emotionally difficult to handle. It is even more difficult for her when she can relate to 

the person and feels deeply for them, at which point she draws on social resources of others to 

decompress. Coworkers are seen by many respondents as people who one can go to if emotionally 

difficult situations arise, not just because they are outlets for venting or advice, but also because 

other peer specialists and their supervisors understand the nature of peer specialist work and how 

emotionally challenging it can be. This social support can help peer specialists cope with their 

emotions both in the moment and after difficult events and interactions.  

 

Personal Coping Strategies  

 

While many peer specialists such as those above discussed leveraging social support to cope with 

their emotions, I find that peer specialists used other methods of coping as well. Specifically, they 
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draw from personal repertoires for coping, using specific personal strategies to manage their 

emotions internally. Coping repertoires are like toolboxes for coping, from which individuals draw 

specific strategies for approaching situations and emotions. Individuals’ coping repertoires may 

include strategies such as deep breathing, compartmentalization, mindfulness, and self-care. Catie 

shared about an instance that brought up many emotions: 

 

The person came from prison, you know, and he's got case managers, he's got probation 

officers or parole officers. He can't find a job. He's wanting me to find a job. When I'm 

trying to help him to do that, he gets mad at me and patronizes me and tells me how I'm not 

doing what I need to do and how I'm not defending him and everything… [A]fter the call, I 

felt like crying. It was the worst call I ever had and I felt like crying. But then I sat back and 

I said, I bounced my ball instead as my coping mechanism…And then I thought about it and 

I thought, you know, this is what, this guy, is probably happened to him…So once I stepped 

back and I looked at it like that, it was easier to manage. – Catie Horowitz 

 

Catie’s experience illustrates both emotion work – she pulled herself together on the call which 

made her feel like crying- and coping, wherein she tried to reframe the situation, trying to see it 

from his perspective as a strategy. Stepping back from the conversation made the situation and her 

emotions easier to manage. Bouncing her ball is a way to reduce stress and focus on a simple task. 

She draws from personal coping strategies to deal with a difficult situation. Bridget shared about her 

coping strategies: 

 

[S]o being able to remove myself from a situation and in the best of situations, there's a good 

debrief when necessary, but that's the best of situations. But in the moment, I'm pretty good 

at distraction and pretty good at breathing….So I just try to use some of the coping skills 

that I use in other parts of my life at work. Sometimes they work and sometimes they don't.” 

– Bridget Reinhart 

 

She uses coping skills such as distraction and breathing exercises to cope with difficult situations. 

Personal coping strategies are key for dealing with the emotion work that comes with peer specialist 

responsibilities, particularly when managing emotions is necessary and it is not possible to draw on 

others for assistance.  
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The use of breathing to cope with situations was also mentioned by Patricia: 

 

Just breathing is the biggest thing, because I can do it without anybody knowing, it doesn't 

have to be dramatic. It can be simple. Also too, I will avoid contact. I won't make calls if I'm 

in a bad space. I just won't make any calls. I won't have any contact with other peers.... Take 

a bath. I'll take a break and take a bath or a hot bath, or I'll eat something sweet, or I'll go for 

a ride to town and get a coffee…. – Patricia Lampone 

 

Patricia lists a repertoire of strategies that she uses to cope with her emotions. Chief among these is 

a proactive strategy wherein she avoids what she anticipates may be difficult interactions if she is 

not in the right emotional frame of mind to be successful. Personal coping strategies she as this one 

allows peer specialists to better engage in interpersonal emotion management when situations do 

arise.  

 Kara talked about how mindfulness is crucial to both her recovery and work as a peer 

specialist: 

 

I practice mindfulness. Mindfulness is probably the number one part of my recovery. Just 

checking in with myself and being honest about having those feelings, acknowledging that I 

have those feelings and, you know, writing those feelings, but also allowing those feelings to 

pass as well. Not ruminating in those feelings…So for me, it's just making sure that I am 

checking in with myself and acknowledging that I'm having those feelings…– Kara Laredo 

 

She discusses mindfulness as checking in with herself and acknowledging her emotions, which is a 

form of emotion work and coping with emotions. Mindfulness can encourage recognition of these 

emotions in a positive way and facilitate healthy emotion work. For peer specialists, it may be a 

useful and important approach to managing emotions.  

Many situations in peer specialist work are emotionally intense and require active emotion 

work and the ability to cope. Grace talked about a specific incident at her work at a peer-run respite: 

 

I had a person who was going to do self-harm, and they reached out immediately and told 

me, it's an emergency, please come help me and by the end of it, they were calm….And so, 

of course, and I asked them what they needed from me and I feel it was very intense because 
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that's a scary thing, the person was twice my size, could have very easily went sideways…. 

And so it's emotionally scary…. So when I came in here by myself before I did anything, I 

cried it out. I got it out. And then it’s like once I had to take the deep breath and cry it out a 

little, I collect myself. I felt so much better, but I still was shaky. – Grace Powell 

 

The situation required her to manage her emotions and her ability to do so allowed her to provide 

support to someone who was seriously struggling. Grace felt scared but was able to maintain her 

composure and then, after the situation was defused, cope with and feel her emotions. Emotionally 

demanding situations require peer specialists to have coping strategies, in this case, personal 

approaches to coping that allow for emotions to be felt but not overwhelm.  

In sum, I find that peer specialists draw from repertoires of coping strategies when difficult 

situations arise. They manage their emotions in the moment and then rely on personal coping to 

remain empathetic and reduce burnout. I identified different coping strategies, including relying on 

social support and using internal coping resources to manage one’s emotions on their own.   

 

Mutuality in emotion work 

 

Being authentic with one’s emotions, rather than adjusting how one feels and acts to remain 

traditionally professional, is a unique form of emotion work in which peer specialists engage. It is 

an active form of emotion work because being authentic and sharing one’s emotions is strategic for 

peer specialists. They judge when it is appropriate to be open emotionally and thus it is a specific 

approach to emotion work rather than a lack thereof. Being emotionally open can be strategic and 

can facilitate mutuality. What makes peer specialist work unique compared to other similar 

professions is that support is mutual, meaning that it is exchanged between two parties rather than a 

unidirectional provision of help. Mutuality in practice means that the peer specialist and the peer 
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from the community collaborate on their recoveries and derive meaning from their often-emotional 

interactions.  

The emphasis on mutuality in peer specialist work shapes the kind of emotion work in which 

peer specialists engage. In some ways, this may make peer specialists’ emotion work less 

burdensome, as they receive support while they are also supporters, and this balance in power 

between peer specialists and peers makes it more appropriate for peer specialists to be open about 

their emotions in a given situation. Interview respondents frequently discussed mutuality in peer 

support work, specifically, when it comes to managing emotions or dealing with emotionally intense 

situations. For instance, Beth shared: 

 

So I've never been triggered by anyone else. But for myself, my own personal life, [if] I'm 

struggling, I will usually tell my peers, hey, this is not really a great day for me to talk….We 

reschedule our call and are usually fine with that. Or sometimes I'll tell them I'm struggling 

and “how can I get some support from you guys?” And they are more than happy, and it 

gives them empowerment to help me as well. So I'm just very open and honest with my 

peers about where I'm at. I also don't always put it on them to fix me, if that makes sense, 

[they] will not fix me, but support me.” – Beth Townes 

 

Instead of hiding that she is struggling, Beth is open with the individuals she works with and even 

asks them for support. It can be empowering for peers to provide support to their peer supporter and 

helps to strengthen the human connection. Beth discusses the need to find a balance at work, being 

open and honest about what she is going through, and navigating the extent to which she should be 

open with the peers she supports. She also talked about sharing her emotions openly with peers: 

 

So when someone tells me what they're going through and I can hear in their tone of voice, 

or if it's a virtual visit and I can see them, my body will respond the same way. So I will 

usually start crying when I'm listening to them because my heart hurts for them so much. 

And I've been in that place and I'm like, I don't want anyone ever, ever to be alone in this 

place because I was there for so many years alone. – Beth Townes 
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Beth frames her empathy as a positive reaction that validates others’ feelings rather than a mistake 

or failure to manage emotions appropriately. In many professions, crying may be inappropriate but 

for Beth, sometimes it is an appropriate way to mutually engage with peers. By sharing her 

emotions with peers and in doing so, helping them feel less alone, she highlights the mutuality of 

peer specialist work. Along the same lines, Chrissy shared about being emotionally open with peers: 

 

 

[S]ometimes I cry with the people even as a peer specialist. Because I think that it's human 

to have emotion, absolutely, to show that. I am very real with the people that I work with. 

And so it may not be professional, but sometimes I will get a swear word out there because I 

feel like it's human to be authentic and genuine. And so if that means that I'm pissed…if I'm 

angry on their behalf, [and] something is bullshit, then I will let them know that I think it's 

bullshit if that makes sense. Yeah. And if I am sad for the peer, I will cry with the peer... If I 

am sad with them here, I will cry with the peer because I think it's important that they know 

the emotions are real and that it's OK to cry. – Chrissy Thomas 

 

For her, showing her emotions is a way to cope with emotions, and she does so openly with the 

peers she supports as an explicit strategy for modeling positive emotional coping. Peer specialist 

work is unique because peer specialists support others through the sharing of emotions. In contrast, 

other mental health professions do not provide space for the mutual experiencing of emotions and 

often proscribe objectivity.  

 Along the same lines, Grace expressed her experiences of empathy for those with whom she 

worked: 

It helps me understand a different perspective. Because I get to meet people that have lived 

an entirely different life than me. Different world views, different experiences, and I get to 

understand and hear their side of the story. And I think that's awesome. It's absolutely 

awesome. It's intense at times. I feel their anxieties. I see their sadness, like it gets hard, but 

it's worth it. – Grace Powell 

 

Grace shared how her work provides her insight into others’ experiences and how she empathizes 

with the individuals she supports, feeling what they are feeling. She does not manage her emotions 

in a way that would lead her to become emotionally detached, and it is emotional openness and 
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empathy that allows her to support people who are struggling. Actively feeling the other’s emotions, 

rather than suppressing one’s feelings, is an approach to emotion work defined by empathy. This 

underscores the importance of mutuality in peer support.  

Kiki commented on the benefits that she sometimes derives from peer specialist work: 

 

….if I'm having a bad day, I just try to make sure that I do like whatever I need to do, like 

before or after seeing a client, so that I just…not bring it with me into my time with the 

client. And honestly, a lot of times I find it like if I'm having a bad day, I'll actually feel 

better after meeting with the client, even if I feel kind of burned out. – Kiki Burnham  

 

Kiki’s experiences reflect the true mutuality of peer specialist work. That is, through a meeting with 

a client, she sometimes experiences improvements in her own emotions and mental health when she 

is struggling. As such, peer support work contributes to the recovery of both parties involved in the 

peer-to-peer relationship. Mutual support can be even more beneficial than support which only goes 

one way, and peer specialists are uniquely positioned to provide support to community members 

because they are able to share their emotions or feel the emotions that their peers do. This can 

strengthen the sense of community that peer specialists try to build and can help destigmatize the 

showing of certain emotions.  

  

 

Discussion and Conclusion 

 

 

 Similar to other helping professions, I find that peer specialists engage in emotion work 

when supporting peers. However, the nature of their emotion work and coping strategies is unique. 

In the course of describing their emotional labor, peer specialists interviewed discussed their 

repertoires of coping with emotionally fraught situations in the context of the intentional mutuality 

of peer specialist work.  There may be a unique pressure on peer specialists to manage their 
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emotions in specific ways because of the emphasis on mutuality in peer support and an absence of 

power differentials between peer specialists and those receiving peer services.  

Peer specialists engage in emotion work that is different from other helping professions in 

three ways. First, peer support is emotionally demanding but unlike the work of similar professions, 

peer specialists’ own personal experiences with mental illness are central to their engagement in 

emotion work. Second, what is emotionally appropriate for peer specialists might be different from 

what is deemed emotionally appropriate for other mental health professionals who are expected to 

maintain social distance from clients, and this informs the emotion work and coping in which they 

engage. Third, peer specialists must cope with their emotions in a variety of ways including using 

social support from individuals such as coworkers and drawing upon personal coping strategies such 

as engaging in self-care. Both approaches to coping highlight the uniquely emotional nature of peer 

specialists’ work and the need to cope with these emotions. Sharing emotions with peers can 

facilitate mutuality and respect and can also be beneficial for peer specialists in allowing them to 

openly experience their emotions.  

Mutuality, a key value driving peer specialist work, may complicate emotional coping on the 

job. It requires that the relationship between the peer specialist and the person receiving support is, 

at least in theory, equal. There is an even balance of sharing and receiving support and personal 

experiences that makes peer specialist work unique and effective, but also may require high levels 

of emotion work. Peer specialists often have to stay composed and not become overwhelmed with 

feelings while also upholding the ideal of mutuality (Hochschild 1979). Mutuality implies that 

support is a bidirectional process, through which both the peer specialist and peer supporter may 

benefit from their interactions. This mutuality is apparent in situations in which peer specialists can 
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openly address emotions that were raised, in an environment that felt supportive of decompressing, 

or being honest about how a situation affected them.  

Peer specialists draw on personal and professional coping resources and coping strategies to 

navigate their emotional labor, and sharing one’s own experiences and emotions may be one 

approach which has the potential to make them better at their work. In the moment, peer specialists 

may be typically expected to remain composed while also being honest about their emotions, the 

latter part being especially unique to certified peer specialists and the degree of mutuality that is 

carried out in practice (Paulson et al. 1999; Cabral et al. 2014). In some instances, though, it may 

actually be more helpful to peers if a peer specialist sometimes expresses emotions in more overt 

ways, such as crying. Sharing emotions and empathy can foster deep connectedness and trust 

(Chinman et al. 2006). It can facilitate meaningful relationships and help people feel less alone. 

What is considered “appropriate” emotion work in peer specialist settings may be different from 

what is considered “appropriate” in other professional contexts. Peer specialists empathize, which 

influences their approach to managing emotions. 

 The coping strategies and boundaries peer specialists employ is different from those of other 

professions. Unlike other mental health professionals, peer specialists’ expertise comes from lived 

experience. Other professionals also do not have to disclose any history of mental illness like peer 

specialists do. Because peer work requires certified peer specialists to disclose their histories and 

tell their recovery stories publicly, their mental health is subject to potential scrutiny. However, this 

openness can also facilitate beneficial interactions with community members or peers. It is peer 

specialists’ unique situatedness that informs their approach to emotion management that 

characterizes much of peer work (Haraway 1988). In the moment, peer specialists must be engaged 

with the individuals they work with, but not always fully – some degree of disengagement as a form 
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of active emotion work may allow them to do their work without becoming overwhelmed by the 

emotions a situation or person raises.  

Respondents shared about the importance of “pulling themselves together” and coping once 

the difficult interaction was over. For peer specialists, the ability to cope with their emotions allows 

them to better serve the people they support as well as allows them to continue working despite 

emotional challenges. More importantly, peer specialists’ coping repertoires are shaped by 

experiences working with peers, and by their own lived experience, and help them manage their 

feelings toward certain situations or individuals. Coping also can help with burnout or feeling 

overwhelmed at work. Working in a field that provides a sense of meaning can also prevent 

burnout. Coping is necessary when working in a field that requires emotional openness and 

supporting others through emotionally challenging times.  

Peer specialists’ engagement in recovery and openness to alternative approaches to mental 

health care may position peer specialists to become experts in emotion work. Specifically, they have 

had to develop emotion management skills specific to their jobs and the individuals whose recovery 

they facilitate. Lived experience with the mental health system and diagnosis may make certified 

peer specialists more empathetic and therefore, more acutely aware of the situations that require 

emotion work and what types of strategies may be most useful. This, in turn, may help explain why 

peer specialist services have evidence based benefits for people in recovery from mental health 

problems.  

  This research has some important implications for extending theories of emotion work. Peer 

specialist work is emotion work but is different from most kinds of emotion work in which one must 

adjust their emotions and their display of emotions to “appropriately” match what they are expected 

to feel. Peer specialists do have to manage their emotions, and do so regularly, but are also able to 
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share their emotions with those they support. Multiple respondents talked about crying with a peer 

and sharing that emotion mutually. Peer specialists are uniquely able to allow for the experiencing 

of an emotion without having to hide it or pretend that they are not feeling an emotion. Within peer 

relationships, there is no stigma in having strong emotions or experiencing a difficult time. Peer 

specialists uphold a commitment to mutuality by sharing emotional experiences with peers and 

asking for support when they are not able in the moment to be a supporter. The implication of this is 

that peer specialists are very much unlike other mental health professionals because they have a 

greater ability to share emotional experiences with those they work with and have ways of coping 

with the intensity of those experiences. Peer specialists can help make those support feel 

comfortable and valued by showing how emotions are valid and providing them opportunities to 

give back by being supporters themselves.  

 Future research on emotion work could compare the emotional labor and coping strategies of 

certified peer specialist with other mental health professionals to further elaborate how peer 

specialists’ emotion work is unique. Additionally, existing research on peer specialists and job 

burnout could investigate how emotion work is potentially linked to burnout, and how various ways 

of coping could mitigate the stress of an emotionally laborious profession.  Clients experience the 

sharing of emotions facilitated by the unique type of emotion work in which peer specialists engage, 

and there are benefits to emotional openness in mental health services. Understanding how peer 

specialists’ approach to support may affect clients and community members could broaden our 

knowledge about the importance of peer support for recovery. Given the emphasis on mutuality in 

peer support, it would be useful to investigate the attitudes and experiences of clients or community 

members in emotionally challenging situations with peer specialists. Understanding perspectives 

from both sides could shed necessary light into emotion work processes.   
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CHAPTER 6: DISCUSSION AND CONCLUSION 

 

 

 

 

 

 In my research, I investigated the professional roles and experiences of certified peer 

specialists, who, drawing from lived experience with mental illness, provide mental health services 

through peer support to individuals who may be struggling with mental health difficulties. 

Specifically, I addressed the following research questions: How are peer specialists working to 

resist the biomedicalization of mental illness? How do peer specialists attempt to legitimize their 

work and their position as professional? How do peer specialists engage in emotion work in unique 

challenges of their profession? I addressed and answered these questions drawing on data from in-

depth, semi-structured interviews, fieldwork within a peer-run organization, and a survey of peer 

specialists across the United States. Through the use of these methods, I was able to analyze how 

peer specialists operate and perceive both their own work and its role in the broader mental health 

system. My findings centered around three broad themes echoing my research questions: the 

resistance to the biomedicalization of mental illness, establishing and defending professional 

authority and legitimacy, and the ways in which peer specialists engage in emotion work. I consider 

the intersection of these themes and their implications for both theory and practice. 

 

Summary of major findings 

 In the third chapter of this dissertation, I find that certified peer specialists resist the 

biomedicalization of mental distress that characterizes the perspective of traditional mental health 
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professionals. In doing so, they are pushing for a nonmedical perspective on mental illness. They 

resist psychiatric labeling of what they frequently call extreme states or distress, as opposed to a 

formal psychiatric diagnosis. Psychiatric labels indicate that something is “wrong” with a person 

and their biology, while peer specialists focus on social environmental causes of and contributors to 

experiences of distress. The medical perspective on mental illness frequently overlooks factors such 

as trauma, while peer specialists explicitly take a trauma-informed approach to supporting peers, 

recognizing the centrality of these experiences to their distress and mental health struggles. Peer 

specialists emphasize self-determination, community, mutuality, and hope for recovery through peer 

support. This is in contrast to the medical model, which tends to view mental illness as biological 

and immutable. Peer specialists’ openness about their lived experience and deemphasis on labels 

can also help confront stigma and allow individuals to cultivate demedicalized identities that 

highlight strengths rather than disease or deficits (Salzer et al. 2010). This can promote self-efficacy 

and improve self-esteem, as individuals shift from seeing themselves as permanently broken to 

being on a path toward recovery.  

 In the fourth chapter of this dissertation, I examine the tenuous and sometimes contested 

status of peer specialists as professionals. Peer specialists’ professional knowledge largely comes 

from lived experience with mental illness, in combination with formal training. I find that peer 

specialists are hybrids, or lay professionals, as they occupy a liminal space between having lay 

expertise and operating in the capacity of mental health professionals (Oborn et al. 2019; Simpson 

et al. 2018; Watson 2019). Peer specialists have professional autonomy. However, they lack the 

prestige and power of physicians and must push for the legitimation of their profession in the face of 

potential threats to their authority. Peer specialists therefore engage in jurisdictional disputes around 

the field of mental health and illness in health care (Abbott 1988). I investigated how peer 
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specialists work to gain legitimacy and authority and push back against outside efforts to control the 

profession. Further, in line with sociological research on professions, I find that peer specialists use 

codes of ethics to create professional identity and guide professional behavior. Overall, peer 

specialists as professionals are members of a rising health profession that is in the process of 

constructing legitimacy and authority. 

 In the fifth chapter of this dissertation, I examined how peer specialists engage in emotion 

work (Hochschild 1979) and how they navigate and cope with emotions while at work. Peer 

specialists may encounter people who are experiencing a mental health crisis, which requires them 

to manage their emotions in the present as well as cope with their emotions after a stressful 

encounter. Peer support emphasizes mutuality, which makes peer specialist work unique but also 

emotionally demanding. The emphasis on mutuality in peer specialists’ interactions with those they 

support requires a high degree of empathy on the part of the peer specialist. The nature of peer 

specialist work may allow for some latitude in what is considered professional behavior in terms of 

managing or expressing emotions. Regardless, peer specialists’ emotion work can be overwhelming 

at times, requiring peer specialists to have and use coping strategies, largely through social support 

and personal coping repertoires. Coping can help reduce burnout and provide resources for 

engaging in emotion work in productive and stress-reducing ways.  

 

Theoretical implications  

 

 Resistance to biomedicalization through peer support 

Peer specialists’ role in resisting the biomedicalization of mental illness through professional 

work has meaningful implications for theory. First, my findings highlight the key linkages between 
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theories of medicalization and stigma and labeling. A key component of peer specialists’ efforts to 

challenge biomedicalization is eschewing psychiatric labels (Link et al. 1989). Peer specialists 

emphasize social and environmental causes of distress, such as normalizing symptoms of mental 

illness as natural responses to trauma, over biomedical ones. When a condition is no longer 

conceptualized as mental illness, this facilitates stigma resistance by making labels and diagnoses 

less salient to individuals’ identities. Rather than viewing one’s symptoms as abnormal and 

pathological, the peer specialist perspective can help people resist self-stigma and redefine 

themselves in positive ways (Link and Phelan 2013, Thoits 2011). Almost by definition, peer 

specialist work may be an act of stigma resistance. At the same time, peer specialists also educate 

peers and the general public about mental illness and its causes – a key stigma resistance strategy 

identified early on in classical theories of stigma and labeling (Corrigan 2004; Link and Phelan 

2001).  

 Second, peer specialists’ explicit attempts to challenge the biomedicalization of mental 

illness is counter to broader trends of increasing biomedicalization processes that have been 

documented in the sociological literature (Clarke et al. 2003). While peer specialists advocate for an 

approach to mental distress that highlights social environmental contributors to distress such as 

experiences of trauma, the mainstream medical system remains hegemonic and continues to 

medicalize experiences such as extended grief and premenstrual distress as mental illness (Figert 

1995; Lund 2021). Historical trends in medicalization are nonlinear and fluid (Conrad 1992; Clarke 

et al. 2003). Moreover, it suggests that challenges to the medical model may occur through the 

development of organized, consumer-led, alternative professions that directly respond to the failures 

(or even abuses) of traditional biomedical approaches like psychotropic medication, behavioral 

therapies, or inpatient hospitalization. However, peer specialists varied in terms of how radical their 
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views of the mental health system are, with some seeking to disrupt it more than others. Some peer 

specialists discussed working collaboratively with psychiatrists and other clinicians at their work 

while still promoting the nonmedical perspective peer specialists contribute. This reflects the 

nonlinear and fluid ways in which peer work may resist some aspects of but also partake and 

participate in the mental health system.  

 

Legitimation of lay professionals 

 

My findings on peer specialists’ professional expansion, both in terms of workforce size and 

increasing legitimacy, has important theoretical implications. First, professions are processes rather 

than fixed entities, and peer specialists provide a key case through which to examine professional 

change and attempts to establish legitimacy (Abbott 1988). There are threats to peer specialists’ 

profession, from challenges posed by traditional psychiatric and medical practitioners to legislative 

efforts to impinge upon peer specialists’ autonomy. They must navigate these challenges and 

strategically operate to push back against threats to the profession, threats which come from more 

powerful and established institutions. The ways in which peer specialists work to legitimize the 

profession, including through testimony on legislation aimed toward regulating the profession from 

outside, provide a framework for understanding how professions defend themselves from the 

encroachment of outsiders and work to uphold professional authority and autonomy. Their strategies 

can shed light on how other new and growing professions attempt to establish themselves and their 

legitimacy in the face of challenges from more powerful institutions and actors.  

Second, because peer specialists occupy a liminal space between lay expert and mental health 

professional, their status is particularly vulnerable to being contested. This is especially true because 
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peer specialists, unlike other health professionals, must disclose about their mental illness history as 

a stipulation of the job. The concept of the lay professional may strike some as contradictory or 

oxymoronic – how can one simultaneously be a layperson and professional in the mental health 

field? Peer specialists are therefore hybrids, blending lay expertise from experience with mental 

health difficulties with more traditional aspects of professionalism (Pieterse 2001). Their lay 

knowledge, or lay expertise (Prior 2003), is transformed into professional knowledge, in part 

through formal training that provides a framework for leveraging lived experience into professional 

practice. Formal training, along with a code of ethics, provides professional identity and guidance 

for professional behavior, and also signifies legitimacy and autonomy (Abbott 1988). This makes 

the case of peer specialists especially unique and also lays the groundwork for future research on 

hybrid lay professionals. The concept of lay professional can apply to other professions or 

occupations and can provide insight into how hybrid professions navigate jurisdictional disputes and 

issues of legitimacy. The concept of lay professionals – a novel contribution to the literature on 

professions – can apply to other professions or occupations and can provides insight into how 

hybrid professions navigate jurisdictional disputes and issues of legitimacy.  

Third, I draw from Foucault’s (1980) concept of subjugated knowledges and Haraway’s (1988) 

concept of situated knowledges in tandem to understand how peer specialists are resisting the 

traditional medical system as members of a new and growing profession from a specific standpoint 

of lived experience. These two concepts, when used together to understand peer specialists as 

professionals, can shed light on the importance of positionality and resistance for emerging 

professions that deviate from the mainstream. My use of these concepts together is a novel way of 

theorizing how subjugated groups can rise up and challenge hegemonic systems from the specific 

and valuable perspective of lived experience (Watson 2019). It is those who have engaged in what 
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Foucault calls an insurrection of subjugated knowledges who have contributed to the growing 

legitimacy of the profession (Adame and Knudson 2008; Faulkner 2017; McLean 1995; Tomes 

2006). From marginalized and silenced to empowered and gaining legitimacy, peer specialists 

provide a case through which we can understand the importance of positionality and resistance in 

facilitating the establishment of a new profession.    

 

Peer support, emotion work, and coping 

 

 My research on peer specialists’ efforts to manage emotions on the job can contribute to 

social psychological theories of emotion work and coping. Peer specialists’ emotion work is both in 

line with and divergent from traditional conceptualizations of emotion work and coping. First, peer 

specialists engage in emotion work in ways previously elaborated by Hochschild (1983), in that peer 

specialists must manage their emotions to appropriately align with expectations for professionalism. 

Interview respondents reported instances in which they had to manage their emotions to align their 

feelings with what was appropriate in the moment, leading them to hide what they were really 

feeling. However, other respondents disclosed instances in which they struggled to manage their 

emotions and other situations in which they strategically allowed themselves to feel and express 

strong emotions while working with a peer.  

 Some interview respondents reported openly expressing their emotions, such as crying, with 

a person they were supporting. While this could be mistaken for a failure to manage emotions, it 

also implies that emotion work can take different shapes and forms – not suppressing or changing 

emotional reactions to a situation may not be so much as a failed attempt at emotion work as it is 

strategic. Showing and experiencing emotions is in itself a form of emotion work, just not a typical 
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manifestation of it. The ability to openly empathize with community members seeking support 

makes peer specialist work unique. Other mental health professionals do not have the professional 

ability to empathize to the same degree as peer specialists, and this empathy is in part what helps 

facilitate healing and recovery.  

The intensity of peer specialists’ emotion work – whether they strategically manage emotions by 

hiding them or expressing them – requires peer specialists to use coping strategies to avoid burnout. 

In line with the literature on coping, peer specialists relied on social support and personal coping 

strategies to deal with the emotions that were raised for them working with peers. Interestingly, 

some peer specialists interviewed shared that, in line with the spirit of mutuality, working with peers 

was emotionally beneficial for them too. This mutual support is a unique way in which peer 

specialists cope with their emotions, by allowing themselves to be supported as much as they 

provide support. Colleagues also provided peer support, consistent with how some respondents 

emphasized the need for peer support for peer supporters. This two-way provision and receipt of 

support is unique to peer specialists as they can benefit from supporting others in ways that are 

simultaneously emotion work and coping.  

   

Limitations 

 

This research does have limitations of note. First, the qualitative interview and survey data 

were collected using a convenience sample. The approach to recruiting respondents involved 

contacting peer specialists and organizations which hire them over email, after identifying potential 

respondents through a thorough search of websites. Because respondents opted into the study, there 

are potential selection effects. That is, peer specialists that chose to participate could differ 
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systematically from those who did not. For instance, those who participated may be more 

enthusiastic about their work than the average peer specialist, or be more open about their 

experiences than other peer specialists. They may potentially feel more strongly about their 

profession than those who chose not to participate. Second, snowball sampling was used, wherein 

initial respondents offered to disseminate the survey to additional respondents. This means that 

there may be less variation in experiences, attitudes, and perceptions among my sample relative to 

one recruited using probability sampling. Additionally, some interview respondents were recruited 

through the survey and others were recruited from the field site, and there is a possibility that each 

group of respondents could systematically differ from the other. For instance, rapport may have 

been stronger with respondents from my field site, who were able to get to know me and be 

comfortable with me prior to participating in the interview.  

My findings are specific to peer specialists, whose professional work is divergent from other 

types of helping professions. Peer specialists are a unique case. However, there is theoretical 

generalizability in terms of contributions to what we know about new and rising professions, 

hybridity in professions, processes of demedicalization, and unique approaches to emotion work and 

coping with emotions. My fieldwork is specific to the nonprofit community organization which was 

my field site, and other types of organizations, like mental health agencies, that employ peer 

specialists, are very different from peer-run nonprofits. Therefore, the specific data I collected 

during my field observations is not generalizable to many other organizations, especially those 

which are not peer-run and may incorporate medical interventions and include peer specialists as 

“team members” on teams consisting of other mental health professionals including clinicians. 

However, interview respondents came from a variety of employment situations, and therefore, I was 

able to collect a diverse sample in terms of professional experiences.  
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The number of interviews conducted – 30 – is not large, but I argue that I reached saturation 

insofar as new information was not arising after completing the 30 interviews. There was significant 

overlap in what respondents shared with me, though their individual stories were unique to them. 

Also, the mode of interviews was not constant, as some respondents participated face-to-face, while 

others were conducted over Zoom or over the phone depending on what participants preferred. This 

was in part a result of the COVID-19 pandemic. This could influence how open or forthcoming 

respondents were with me and could affect respondents’ willingness to share. It could affect the 

degree to which respondents felt comfortable sharing their stories with me, as in-person interviews 

are potentially more intimate than those conducted over the phone. However, I do not find 

systematic differences between interviews conducted virtually and those done in person. 

The survey data were also collected from a convenience sample of respondents. The sample 

size (N=295) is relatively small and there may be significant selection bias in terms of who 

volunteered to participate, as noted above. The survey allowed me to gain a general understanding 

of participants’ experiences, attitudes, and backgrounds through an analysis of descriptive statistics. 

The demographic variables reflect the non-random sample, which may be subject to selection bias, 

and does not necessarily reflect the experiences of all peer specialists. However, I find that survey 

results generally aligned with the attitudes and responses of interview respondents. For instance, 

both interview and survey respondents reported experiencing trauma at similar rates.  

Finally, the COVID-19 pandemic meaningfully shaped this research, as it was conducted at 

a particularly difficult time in the pandemic, where some businesses and organizations were not 

entirely open to the public. My main field site was mostly closed to the public for most of the 

duration of the research, which incentivized me to spend more time at other field sites. For example, 

I conducted significant observations at the organization’s peer-run respite, which was minimally 



  157 

affected by the pandemic in terms of the ability to serve community members at the site. The peer 

specialist training in which I participated and observed was moved to Zoom classes due to the 

pandemic, as was the testimony on the bill proposing to regulate the profession of peer specialist. 

Therefore, I was unable to fully experience what the typical day at my field site might be like prior 

to the pandemic. However, what I was able to experience and observe was not compromised and 

was still of great value.  

 

Overall implications and conclusion 

 

 Implications for practice 

 

There are meaningful implications of this research for peer specialists and other mental 

health professionals. Peer specialists are often underappreciated and underpaid, but what they do is 

extremely valuable to the community (Ahmed et al. 2015; Moran et al. 2013). In a time in which 

demand for mental health services is at an all-time high in the United States and elsewhere, what 

peer specialists can offer may help address unmet need (Chapman et al. 2018; Myrick and del 

Vecchio 2016; Robiner 2006; Moroz et al. 2020). Peer specialist services are free to those who seek 

to use them, which therefore makes access to mental health services much easier for individuals 

who otherwise might not be able to afford traditional mental health care. Further, the nonmedical 

approach peer specialists take to individuals’ distress is a promising alternative to the typical 

biomedical view of the mental health system. Some people may want to avoid formal diagnosis 

and/or medication and peer specialists offer alternatives that might appeal to certain populations and 

therefore, reduce barriers to accessing or utilizing forms of mental health care. They actively work 
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to minimize stigma and promote recovery, which has the potential to positively change how 

individuals engage with mental health care in beneficial ways. For example, psychiatric 

hospitalization can be traumatic or harmful, while peer respites offer assistance to those in crisis 

through voluntary and nonmedical means.  

Peer specialists are also part of a new and growing profession, and this research identifies 

certain challenges peer specialists face in legitimizing their profession and their professional 

knowledge. Knowledge from lived experience deserves to be valued as much as academic and 

medical knowledge about mental illness, and peer specialists as hybrid lay professionals should be 

granted the ability to provide oversight from within, be adequately represented on any boards 

governing the profession of peer specialist and should not be subject to stigmatizing stipulations that 

imply they are potentially dangerous to others. Peer specialists as a profession should be able to be 

autonomous and self-policing, and their professional knowledge should be given more weight and 

additional funding to hire and train more peer specialists and to expand the geographical reach of 

peer services.  

The integration of peer specialist services into more traditional mental health services or 

agencies could expand the reach of peer support to community members who are clients of agencies 

that provide traditional biomedical or cognitive behavioral interventions. However, this could also 

lead to the co-optation of peer specialists into the very system many peer specialists seek to resist 

(Adams 2020). If peer support is co-opted into the medical model, then the ethics and goals of peer 

support are compromised, as peer specialists point to nonmedical understandings of mental illness 

and are uniquely positioned to emphasize recovery, mutuality, and empowerment through 

connections with others. Therefore, there are conflicts between the medical model and peer 

specialist services that must be addressed for the practical implementation of peer support in more 
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traditional settings. There is a need for more fully peer-run organizations in the United States, and 

these could help address concerns about co-optation back into the system. However, an alliance of 

peer specialists and other mental health professionals could be the most realistic way peer specialist 

services can expand, and more clinical approaches to mental illness could be benefited by 

incorporating peer specialists into its typical approach.  

For peer specialists to succeed as a profession, they must expand the proliferation of peer-

run community centers that serve the community as well as integrate more peer specialist work into 

the services offered by community mental health organizations. They must also successfully obtain 

grant money and other sources of outside funding to be successful. As access to psychiatric care can 

be difficult, intimidating, or financially infeasible, the expansion of peer services into the 

mainstream to provide evidence-based nonmedical care to members of the community is a 

necessary future direction for peer specialist work. Finding a balance between rejecting 

biomedicalization and taking a holistic approach that includes psychiatry may be crucial for peer 

specialists to expand their reach and their legitimacy. Peer specialists can potentially work within 

the medical model, especially in agencies that involve peer specialists on teams including 

psychiatrists and other clinicians, without necessarily being co-opted into the system. They must be 

able to provide alternatives to biomedical interventions while operating within a biomedicalized 

system.  

In addition, the significant extent of emotion work that peer specialists do can highlight 

areas where peer specialists need additional support. Emotion work in peer specialist roles often 

involves a meaningful degree of emotional involvement in their everyday work. Peer specialists are 

unique in that their emotion work sometimes entails emotional openness and the sharing of 

emotions. For peer specialists, what is emotionally appropriate in a situation might entail 
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authentically showing emotion rather than trying to hide it. Because of the deeply emotional nature 

of peer support, peer specialists are susceptible to burnout and are not always well-compensated for 

their work. More support from supervisors or the organizations that hire peer specialists might be 

needed to help buffer peer specialists from the stressors of their emotional labor and to promote 

beneficial approaches to coping.  

 

Conclusions and future directions 

 

Overarching theoretical insights from this study highlight several key areas of research for 

future inquiry. First, while there is a vast sociological literature on medicalization and 

biomedicalization, there is less scholarship on resistance to biomedicalization. Processes of 

medicalization persist today and continue to bring more and more of the problems of everyday 

living into the jurisdiction of the medical. However, my findings demonstrate that simultaneously, 

explicit and implicit attempts at challenging the biomedical model are taking place (Torres 2014). 

Peer specialists resist psychiatric labels, instead using terms like “extreme states” and “distress” to 

talk about what is traditionally labeled as “mania,” “psychosis,” or “depression.” These 

professionals practice trauma informed care, wherein traumatic experiences and resulting behaviors, 

emotions, and cognitions are not medicalized. Rather, trauma is viewed as a primary 

socioenvironmental cause of mental health difficulties and symptoms are conceptualized as 

“normal” responses to abnormal experiences rather than as pathological. This approach challenges 

the medical model of mental illness and offers the promise of helping those who are struggling 

through alternative means. It also challenges stigma, as labeling leads to stigma and the very 

foundation of the label is called into question (Link et al. 1989). Finally, the lived experience of 
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peer specialists is leveraged as professional knowledge which is employed with the goal of 

countering psychiatric hegemony.  

Mental illness is just one example of what may be subject to challenges to 

biomedicalization. For example, there are alternatives to the medicalization of pregnancy and 

childbirth that are being advocated by alternative, nonmedical professionals, such as midwives 

(Peterson 1983). Like peer specialists, midwives claim specialized knowledge that is derived in part 

from their own womanhood, bodily experiences, and lay expertise gained through assisting 

childbirths (Conrad 2007). Women are increasingly embracing a nonmedical view of pregnancy, 

while at the same time, the biomedicalization of pregnancy continues to be mainstream (Zwier 

2019). What lies outside the mainstream has the greatest potential to effectively resist 

biomedicalization and more research should be done on the convergence and divergence of the 

medical and the non-medical, focusing on the pathways taken to challenging biomedicalization. 

Efforts to resist biomedicalization have historical roots – such as the consumer/survivor/ex-patient 

(c/s/x) movement which laid the groundwork for the rise of peer support and the profession of peer 

specialist. The c/s/x social movement directly challenged psychiatry and the medical model and 

pushed for alternatives to the system including promoting community, recovery, and challenging 

uneven power hierarchies in mental health care. We need to further study the specific conditions 

under which successful resistance to biomedicalization occurs. This will allow us to better 

understand how the medical establishment may be successfully challenged by alternative parties and 

the extent to which stigma and legitimacy play a role in challenging biomedicalization. More 

thoroughly investigating the countervailing forces between efforts to resist biomedicalization and 

ongoing biomedicalization processes can yield important insights about rising health professions 

and the value of situated and subjugated knowledges in health care (Halfmann 2012). What are the 
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consequences and results of simultaneous medicalization and resistance to biomedicalization 

processes? Under what conditions does resistance to biomedicalization flourish? 

Second, my findings problematize traditional theories of professions, suggesting the need for 

alternative ways of conceptualizing professional expertise which require further empirical 

investigation. Specifically, I introduced the concept of “lay professionals,” capturing peer 

specialists’ hybridity. They traverse the boundary between lay experts and legitimate professionals, 

navigating the liminal space that lies in between. While lay experts are laypeople who become 

experts on their own medical conditions, peer specialists use their lived experience of mental illness 

in a professional capacity. They possess both situated and subjugated knowledges, and resist 

stigmatization while promoting the value of knowledge from their unique standpoint. They also 

advocate and push for the legitimacy of themselves as professionals while taking their professional 

expertise from lived experience. Traditional theories of professions reflect the norms and functions 

of hegemonic professions and institutions – the example of medicine as the archetypal profession 

entails a high degree of professional prestige and power. Peer specialists as lay professionals are in 

the process of seeking and establishing authority and legitimacy and represent a case of a new and 

growing profession, providing insights into professionalization processes and efforts to seek 

legitimacy in a contested jurisdiction. My findings have implications for research on new 

professions and how they negotiate efforts to establish themselves as legitimate. The concept of lay 

professional extends traditional scholarship on professions by suggesting that valuable forms of 

professional knowledge can come from lived experience and problematizes the role of power and 

prestige in typical professional fields. The professionalization of lay expertise suggests a rise in new 

types of professions and professionals who may fall outside the more established frameworks for 

understanding professions. If true, this is a trend in need of monitoring and further study.  



  163 

Future work should consider the applicability of the concept of lay professional to other 

cases or scenarios, such as the example of pregnancy and childbirth discussed above. What are the 

conditions that give rise to other hybrid positionalities and ways of being and how can these hybrids 

challenge traditional conceptions of professional knowledge and professionalism? The concepts of 

situated and subjugated knowledge complement each other and are underutilized in sociological 

research. Other hybrid professions have yet to be studied, and the concept of hybrid professionals 

has the potential to transform our understanding of what constitutes professional knowledge. 

Formalized knowledge differs from knowledge from lived experience, but for peer specialists, lived 

experience becomes legitimate through professional training and practice.  Further, what does the 

rise of the lay professional imply about more traditional professions? Is this an additional threat to 

the professional dominance of physicians – a trend long debated in medical sociology? Does it 

suggest that traditional professions are no longer functioning adequately, requiring lay professionals 

to fill gaps in increasingly complex organizational systems? 

Third, my findings raise important questions about theories of emotion work in service and 

health care industries. While emotional labor is common across a wide swath of professions and 

occupations, and coping with emotions has been addressed, the emotion work of peer specialists is 

unique and differs from the emotion work of other types of professionals. Emotion work typically 

involves adjusting one’s emotions to appropriately fit a situation, and traditionally, this entails 

suppressing or changing one’s emotions. Peer specialists, in contrast, often are able to experience 

and even show their emotions in a professional context. The ways in which they adjust their 

emotions to be situationally appropriate is unique because of the emphasis on mutuality in peer 

support. The exchange of support is not unidirectional and power dynamics between peer specialists 

and those they support are flattened compared to relationships between, for instance, a doctor and a 
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patient. This creates conditions for emotion work and coping with emotions to involve emotional 

openness and vulnerability rather than suppression. These findings suggest a need to examine and 

identify other situations or professions in which emotional labor and what is “appropriate” looks 

different than traditional conceptions of emotion work.  

 

In conclusion, this dissertation has highlighted how resistance to biomedicalization is taking 

place through peer support, how hybrid and liminal identities and experiences give rise to lay 

professionals, and how the concept of emotion work can include unique approaches to emotion 

management. As the profession of certified peer specialists continues to expand its reach, I make an 

important contribution to knowledge on hybrid professionals and the ways in which these 

professionals challenge the medicalization of distress. The future of peer specialist work has the 

potential to radically change our understandings of mental illness and what it means to pursue 

mental health recovery. From stigmatized to legitimate, peer specialists represent an example of 

social change and the transformative potential of situated and subjugated knowledges in the mental 

health field. 
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APPENDIX 1: INTERVIEW GUIDE 

 

Interview Guide for Peer Specialists Research 

 

Thank you for agreeing to participate in this study. I am interested in how peer specialists 

experience their work and would like to hear about your perspective on how your work influences 

not only others, but also yourself. This interview is quite open-ended, so feel free to share as much 

as you want. You can skip any questions you do not feel comfortable answering and are welcome to 

stop the interview or take a break at any point. All names and other identifying information will be 

removed from the interview transcript.  

 

Is it okay with you if I audio record this interview? That way I can fully focus on what you have to 

say, and not be distracted by taking tons of notes. 

 

1. First, I would like to hear your recovery story. Feel free to be as detailed and open as you 

want. I’d like to learn about the things you have been through. 

(follow up on key parts that could be elaborated on more thoroughly) 

 

2. How did you decide to become a peer specialist? 

 

3. How does being a peer specialist influence how you view yourself? 

 

a. (prompt) Can you tell me about how your work has influenced your identity in any 

way?   

 

b. (prompt) How do you feel becoming a peer specialist has potentially changed the 

way you see yourself compared to before you were a peer specialist, if at all? 
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4. How important is your role as a peer specialist compared to other roles you may have in 

your life (parent, student, etc.)? 

 

a. (prompt) Can you tell me a little bit about how working as a peer specialist has 

influenced how you experience your other social roles, if at all? 

 

5. Can you give me a sense what a typical day working as a peer specialist looks like for you?  

 

a. Work in the office? 

b. Facilitating groups? 

c. Meeting with clients? 

d. Visiting clients in the community? 

e. Interactions with coworkers? 

f. Is it tiring? Interesting? Fulfilling? 

 

6. What are the most rewarding parts about your job, and why?  

 

a. What about the most frustrating or difficult aspects?  

 

i. Have you experienced feelings of burnout with your work? 

 

b. Is there anything you wish you could change about your job? If so, can you tell me a 

little more about why?  

 

7. How do you view your place in the mental health system?  

 

a. How do you feel about what you are able to do within the system? 

 

b. Do you feel like peer specialists are valued for the work they do? Can you explain 

why you feel this way? 

 

c. How important do you feel peer specialists are in the system, and why? 

 

8. How do you view the mental health care system itself? 

 

(prompt): Can you share more about why you feel this way? 

 

a. How do your views influence your work? 

 

9. What is it like for you when you interact with providers such as psychiatrists and therapists? 

a. What do these interactions typically look like? 

 

b. How do you respond if you ever disagree with these types of providers? 

 

c. Can you tell me about experiences you have had where you may not have felt 

respected by other providers, if that has happened to you? 
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10. How do you deal with your emotions when working with service recipients? 

 

a. Can you tell me about a time when it was quite difficult for you to do so? 

 

b. What kind of situations make it hardest to manage your emotions? 

 

11. Can you tell me about how you maintain boundaries with your clients and other service 

recipients?  

 

a. What kinds of strategies do you use to make your boundaries clear to clients? 

 

b. What do you do if your boundaries are not respected? 

 

c. Can you tell me about a time when you felt ethically torn about certain boundaries or 

a lack thereof in your interactions with clients? 

 

12. What advice would you give to someone considering becoming a peer specialist? 

 

13. Is there anything else about being a peer specialist you’d like to tell me? Or anything about 

yourself or your job I should know that you haven’t mentioned?  

(prompt): If you’d like, can you share more about that with me?   

 

Thank you, that is very helpful! Do you have anything else you want to say before I officially end 

the interview? 

 

Thank you for sharing your experiences with me! 
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APPENDIX 2: SURVEY INSTRUMENT 

 

 

Survey for Peer Specialists 

 

Q1 How old are you? 

o Under 18  (1)  

o 18 - 24  (2)  

o 25 - 34  (3)  

o 35 - 44  (4)  

o 45 - 54  (5)  

o 55 - 64  (6)  

o 65 - 74  (7)  

o 75 - 84  (8)  

o 85 or older  (9)  

 

 

 

Q2 How would you describe your gender identity? 

o Male  (1)  

o Female  (2)  

o Non-binary / genderqueer / agender  (3)  

o Other  (4) ________________________________________________ 
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Q3 How would you describe your sexuality? 

o Straight/Heterosexual  (1)  

o Gay/Lesbian/Homosexual  (2)  

o Bisexual  (3)  

o Pansexual  (4)  

o Asexual  (5)  

o Other  (6) ________________________________________________ 

 

 

 

Q4 How would you describe your race/ethnicity? 

o White, non-Hispanic  (1)  

o White and Hispanic  (2)  

o Latinx  (3)  

o Black or African American  (4)  

o Indigenous/First Nations  (5)  

o Asian  (6)  

o Native Hawaiian or Pacific Islander  (7)  

o Biracial/Multiracial  (8)  

o Other  (9) ________________________________________________ 
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Q5 What is the highest level of education you have received? 

o Less than high school  (1)  

o High school graduate or GED  (2)  

o Some college  (3)  

o 2 year degree  (4)  

o 4 year degree  (5)  

o Master's degree  (6)  

o Doctorate  (7)  

o Professional degree (JD, MD, etc.)  (8)  
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Q6 Do you have plans to continue your education currently or in the future?  

o Yes  (1)  

o No  (2)  

 

Q7 What is the highest level of education your parents have received? 

o Less than high school  (1)  

o High school graduate or GED  (2)  

o Some college  (3)  

o 2 year degree  (4)  

o 4 year degree  (5)  

o Master's  (6)  

o Doctorate  (7)  

o Professional degree (JD, MD, etc.)  (8)  
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Q8 What is your estimated yearly income? 

o Less than $10,000  (1)  

o $10,000 - $19,999  (2)  

o $20,000 - $29,999  (3)  

o $30,000 - $39,999  (4)  

o $40,000 - $49,999  (5)  

o $50,000 - $59,999  (6)  

o $60,000 - $69,999  (7)  

o $70,000 - $79,999  (8)  

o $80,000 - $89,999  (9)  

o $90,000 - $99,999  (10)  

o $100,000 or more  (11)  

 

 

 

Q9 How long have you worked as a peer specialist? Estimate to a full year, just enter a number. 

________________________________________________________________ 

 

 

 

Q11 In general, do you feel satisfied with your job as a peer specialist?  

o Yes  (1)  

o No  (2)  
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Q13 Overall, how stressful do you find your job? 

o Always stressful  (1)  

o Stressful most of the time  (2)  

o Stressful about half the time  (3)  

o Sometimes stressful  (4)  

o Never stressful  (5)  

 

 

 

Q14 Overall, how important is it to you to help others? 

o Extremely important  (1)  

o Very important  (2)  

o Moderately important  (3)  

o Slightly important  (4)  

o Not at all important  (5)  

 

 

 

Q18 Have you ever been diagnosed with a mental illness? 

o Yes  (1)  

o No  (2)  
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Q16 What diagnosis did you receive? (You can select more than one) 

▢ Depression  (1)  

▢ Anxiety disorder (GAD, OCD, panic disorder, etc.  (2)  

▢ PTSD  (3)  

▢ Bipolar  (4)  

▢ Schizophrenia/Schizoaffective  (5)  

▢ Personality disorder  (6)  

▢ ADHD  (7)  

▢ Other/Unknown  (8)  

 

 

 

Q17 Have you ever taken/do you take psychiatric medication? 

o Yes  (1)  

o No  (2)  

 

 

 

Q19 Have you ever been hospitalized for mental illness? 

o Yes  (1)  

o No  (2)  
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Q20 Have you struggled with substance abuse or addiction? 

o Yes  (1)  

o No  (2)  

 

 

 

Q21 How long have you been sober, approximately? 

o Less than one year  (1)  

o One year  (2)  

o 2-3 years  (3)  

o 4-6 years  (4)  

o 7-9 years  (5)  

o 10 or more years  (6)  

 

 

 

Q22 Have you ever felt stigmatized? 

o Yes  (1)  

o No  (2)  

 

 

 

Q23 a.    Have you ever experienced significant trauma and/or abuse? 

o Yes  (1)  

o No  (2)  
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Q24 Have you ever experienced homelessness or housing insecurity? 

o Yes  (1)  

o No  (2)  

 

 

 

Q25 Do you have personal experience within the criminal justice system? 

o Yes  (1)  

o No  (2)  

 

 

 

Q26 Have you ever received peer-based services? 

o Yes  (1)  

o No  (2)  

 

 

 

Q27 How do you identify in terms of your relationship with the mental health system? Choose the 

option you feel best applies to you. 

o Consumer  (1)  

o Survivor  (2)  

o Ex-patient  (3)  

o Patient  (4)  

o Client  (5)  

o Service user  (6)  
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Q28 Overall, how do you view mainstream psychiatry? 

o Extremely good  (1)  

o Somewhat good  (2)  

o Neither good nor bad  (3)  

o Somewhat bad  (4)  

o Extremely bad  (5)  

 

 

 

Q29 Overall, how important do you think peer support is for those struggling with difficulties in 

living/extreme states? 

o Extremely important  (1)  

o Very important  (2)  

o Moderately important  (3)  

o Slightly important  (4)  

o Not at all important  (5)  
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