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Abstract
This paper is a qualitative analysis of perspectives on leadership development among working peer support specialists and 
highlights the challenges, needs and efficacy these individuals experience in their work settings. Six participants engaged 
in a 2 h semi-structured focus group. Participants were guided through a series of nine questions regarding their transition 
to leadership, professional communication and relationships. Seven themes emerged: managing dual relationships; hav-
ing difficult conversations; push and pull of leadership; taking responsibility for others; taking responsibility for self-care; 
addressing stigma in the workplace, and, spirituality/a calling to help. These professionals integrate their personal experi-
ences of recovery into their direct care and leadership approaches in the workplace. This blending of recovery concepts and 
supervision approaches reflect some of the powerful elements that peer recovery specialists are uniquely qualified to lead 
in the healthcare workforce. These findings provide important implications for leadership development among this growing 
segment of the healthcare workforce.
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Introduction

Recovery-oriented services are becoming increasingly com-
mon in behavioral healthcare, particularly for individuals 
with serious mental illness (SMI) and co-occurring sub-
stance use disorders (Chinman et al. 2014; Gates and Akabas 
2007). A recovery-orientation promotes whole health and 
focuses on self-directed care as individuals integrate into 
their communities (Gates and Akabas 2007). A recovery-
orientation has prompted the rise of peer support as a core 
practice in behavioral healthcare (Chinman et al. 2014; Dan-
iels et al. 2016; Gates and Akabas 2007). Many terms are 

used to describe individuals who provide peer support; this 
manuscript will use Peer Support Specialists (PSS).

Peer support is different from other forms of help pro-
vided by traditional behavioral health workers (Repper and 
Carter 2011). Peer support is a form of mutual aid pro-
vided by individuals, often certified, although not licensed, 
who are in recovery from mental illness and/or substance 
use. Peer support is based on mutuality, empowerment, 
hope and advocacy, and can be provided throughout treat-
ment to facilitate long-term recovery and resiliency (Chin-
man et al. 2014; Gates and Akabas 2007). It involves giv-
ing and receiving help based on a shared understanding 
of what is helpful between people in similar situations 
(Soloman 2004; Mead et al. 2001). Respect, reciprocal 
relationships, empowerment, and shared responsibility are 
important concepts and practices in peer support (Repper 
and Carter 2011). PSS use their lived experiences—not 
professional expertise—to help individuals manage their 
mental illness, engage in treatment, and establish a fulfill-
ing life (Chinman et al. 2014). PSS are uniquely positioned 
to instill hope through self-disclosure, to model self-care 
of mental illness, and to develop relationships based on 
trust, acceptance, and empathy (Davidson et al. 2012; Rep-
per and Carter 2011). Research has shown that, when com-
pared to traditional behavioral health services, people who 

 * G. Trey Jenkins 
 g.trey.jenkins@asu.edu

 Michael S. Shafer 
 Michael.Shafer@asu.edu

 Nicole Janich 
 njanich@asu.edu

1 Arizona State University Center for Applied Behavioral 
Health Policy, 618 N. Central Ave Suite 100, Phoenix, 
AZ 85004, USA

2 Arizona State University School of Social Work, 304 
N. Commerce Park Loop, Suite 250, Tucson 85745, USA

http://orcid.org/0000-0001-6696-0731
http://crossmark.crossref.org/dialog/?doi=10.1007/s10597-020-00569-9&domain=pdf


 Community Mental Health Journal

1 3

engage in peer support, experience improved outcomes 
across various areas of health and wellbeing (Davidson 
et al. 2012; Chinman et al. 2014; Gates and Akabas 2007; 
Hutchinson et al. 2006; Repper and Carter 2011).

It is estimated that there are over 30,000 PSS work-
ing in the U.S. Approximately 40 states have certified 
peer programs with the average PSS making $15 per hour 
(Kaufman et al. 2016; Daniels et al. 2016). PSS work in a 
variety of settings including inpatient and outpatient facili-
ties, day treatment programs, hospice, respite, rehabili-
tation centers, and government organizations (Chinman 
et al. 2014). PSS can serve in a variety of roles, such as 
advocacy, navigation, outreach, case management, devel-
oping and facilitating treatment services/activities, men-
toring, supervision, training, administration, and education 
(Salzer et al. 2010). PSS can also serve in a variety of 
settings including emergency rooms, hospitals, jails, pris-
ons, state psychiatric hospitals (Cronise et al. 2016; Salzer 
et al. 2010, Migdole et al. 2011). A peer-run is a program 
that unlike traditional treatment models, is more focused 
on socialization, self-directed support, empowerment and 
hope (Swarbrick et al. 2009).

Individuals engaged in the profession of peer support 
have been shown to benefit from the experience in terms of 
enhanced self-esteem, empowerment, hope, coping skills, 
and community integration (Gates and Akabas 2007; Hutch-
inson et al. 2006; Repper and Carter 2011). PSS also ben-
efit from increased income, increased sense of self-efficacy, 
and opportunities for skill development, socio-economic 
mobility, and career advancement (Gates and Akabas 2007; 
Hutchinson et al. 2006; Repper and Carter 2011). Self-effi-
cacy is an important element in successful leadership. It is 
the perception that one is capable to meet the demands of 
a specific task (McCormick et al. 2002). It is this concept 
that influences leadership behaviors such as goal setting, 
decision-making, and problem solving. Literature on self-
efficacy has demonstrated the causal relationship between 
self-efficacy and leadership success. Agency leadership has 
a great deal of influence in developing an individual’s self-
efficacy. Agency leaders can support increased self-efficacy 
by giving their supervisory staff challenging opportunities, 
modeling successful skills and strategies, and providing 
thoughtful feedback and encouragement (McCormick et al. 
2002).

As integrated care becomes more prevalent and Medicaid 
reimbursements expand, PSS roles are expected to grow as 
well (Myrick and Del Vecchio 2016; Tucker et al. 2013; 
Swarbrick et al. 2011; 2013; Peers for Progress 2012). A 
challenge will be the professional development and career 
advancement opportunities available to PSS workers that 
allow them to expand their role, including leadership, while 
not diminishing the value of lived experience of recovery 
(Cronise et al 2016).

To date, little research has been reported on the leadership 
development of peer support specialists. Anecdotal evidence 
suggests that there are many peers already working in leader-
ship and supervisory roles today (iNAPS 2014; Daniels et al 
2016). There is a growing need to address leadership and 
supervision within the peer workforce in general, and more 
specifically, addressing the motivations and self-efficacy in 
peer leadership development. In this study, we explore some 
critical elements necessary for PSS career development and 
the transition to leadership. This is explored at both the intra-
personal (transition from client to peer and peer to leader) 
and the inter-personal (professional relationships and com-
munication) level.

Methods

Sampling

A convenience sample comprised of six (6) PSS were 
recruited from a pool of thirteen (13) participants in a 
university-sponsored Peer Support Specialist leadership 
development program. Six (6) individuals chose not to par-
ticipate in the focus group and one (1) individual dropped 
out of the program prior to focus group recruitment. The 
participants were invited to attend a statewide behavioral 
health conference where they presented their culminating 
project, attended a graduation for the leadership program, 
and participated in the focus group. The group included 
three female and three male participants. All but one of the 
participants currently works in a supervisory capacity. All 
but one participant are employed by a peer-run agency. One 
of the participants is in a leadership role, but has no direct 
supervisory responsibilities.

Data Collection, Measures, Analysis

The focus group was held in a small conference room where 
a university-sponsored behavioral health conference was 
occurring. Data was collected during a two-hour session 
that was facilitated by two researchers. The semi-structured 
focus group followed a protocol that provided narrative for 
facilitators to follow and guided participants through a series 
of questions and discussion topics (See Appendix). The ses-
sion was audio-recorded and transcribed for analysis.

Drawing upon the foundations of mutual aid (Bergart 
2015; Waskey 2007), recovery (Borkman et al. 2016; Kas-
kutas et al. 2015), and workforce development (Holland 
2015; Jacobs and Hawley 2009), questions developed by the 
researchers were informed by the interpersonal and intraper-
sonal circumstances in leadership development. Participants 
were asked a variety of questions regarding their motiva-
tions to become a PSS, their transition to leadership (e.g. 
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barriers, strengths, challenges), and professional relation-
ships and communication (e.g. Who initiated the transition 
into a leadership role? How have things changed?).

The data was managed, coded, and analyzed using Nvivo 
Pro version 11. Themes were derived using an iterative 
approach in which coding was guided by theory, literature, 
and concepts that emerged naturally (Tracy 2013). We iden-
tified seven common themes defined in Table 1. The study 
was approved by Arizona State University’s Institutional 
Review Board.

Results

The Push and Pull of Leadership

Participants described a number of internal and external fac-
tors that were associated with their movement into a leader-
ship/supervisory role. We defined the “push and pull” of 
leadership as: Push—the expressions of internal or personal 
drive and desire to lead, to advance in one’s career, and con-
fidence in one’s leadership potential. Pull—the expression 
of being recruited, targeted, encouraged or fast tracked into 
a leadership role. For example, balancing one’s personal 
recovery and personal drive was described by one partici-
pant as:

I can say a few times, I was approached and offered 
the keys and I said, ‘No, I don’t think I’m ready for 
that yet.’ I was in transition… there was a lot of pro-
gramming, and parenting classes and things like that…
.I didn’t want that responsibility at that time. It was 
2009….I was like, ‘Yeah, I think I’m ready.’ They 
offered me the keys again. I was like, ‘Okay’.

Another participant described the pull from an employer 
who had faith in them, their recovery, and their abilities: “A 
lot of people had faith in me, and they were other people in 
recovery, and—they held the hope for me when I couldn’t 

have the hope for myself maybe.” Another participant 
described the push as: “That I’m capable, for me. Capable 
of being in a supervisory role and being successful in it.”

Managing Dual Relationships

As part of the transition process, participants discussed the 
dynamics and challenges of going from co-worker/friend 
to leader/supervisor in their organization. Participants dis-
cussed the degree of distance they maintain with colleagues 
who are also peers in recovery. Some maintained close 
friendships, while others distanced themselves. One partici-
pant shared, “I’m very picky on who I really truly allow into 
my life and stuff like that because a lot of coworkers, they’re 
peers, but they [are not] trying to do the same thing that 
I’m trying to do.” The challenges of establishing appropriate 
workplace boundaries was characterized by another partici-
pant: “It’s like, we can—like at lunch, we can talk about our 
families and stuff like that, but when we’re at work and when 
we’re in our supervisions and things like that, it’s all about 
work. That’s a challenge.” Another participant described 
the deterioration of a relationship with their “best friend in 
recovery”: “I’m still me. I’m just in a different role. I’m still 
peer support first, period. You had asked what’s the relation-
ship like now. It’s nonexistent….We never talk anymore.”

Having Difficult Conversations

Another theme that emerged from the participants’ transcript 
was having difficult conversations. We defined this as com-
ments that conveyed an ability to be assertive, give direc-
tion, listen with empathy, and provide constructive criticism. 
Some experienced challenges in assertiveness, and others 
struggled with giving direction. For example, “I think com-
munication is huge. That is something I’ve struggled with; 
having difficult conversations…, sometimes being assertive, 
standing up for what I believe in.” They went on to say:

Table 1  Definition of themes

Push and pull of leadership Push—the expressions internal or personal drive and desire to lead, to advance in one’s career, and confi-
dence in one’s leadership potential. Pull – the expression of being recruited, targeted, encouraged or fast 
tracked into a leadership role

Managing dual relationships Balancing the dynamics and challenges of going from co-worker/friend to leader in their organization. 
Appropriate peer and supervisor relationships with former co-workers/friends and the impact on recovery 
relationships

Having difficult conversations The ability to be assertive and give direction, listening with empathy, and constructive criticism
Taking responsibility for others Expressions of responsibility for mentoring, supporting, coaching or modeling for staff and co-workers
Taking responsibility for self-care Activities that aim to reduce compassion fatigue and burnout. The balance of professionalism and addressing 

stigma in the workplace
Addressing stigma Experiencing bias and/or advocating against bias. Modeling what it means to be a peer professional
Spirituality/a calling to help Reference to higher power, God, spirituality, which often intersects with religiosity and/or intersecting with a 

calling to help or become a PSS
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I’ll let somebody keep making the same mistake 
because I won’t say anything. They shoot the messen-
ger, right? Who am I to tell them how to do it if they 
want to keep doing it the wrong way? I should. Deep 
down inside, I know I should. I just don’t want the 
pushback, so I just don’t say anything.

Participants also described difficulty in providing con-
structive criticism. “I’ve never seen an organization of 
workers where you say one thing, and it messes up their 
whole day, and they want to go home.” Another participant 
described using what they called “praise-polish-praise,” 
or more commonly known as a praise sandwich, a concept 
learned in their initial peer support certification training (St. 
George 2019). They went on to describe the praise method 
of communicating; “for me, I would rather a peer tell me, 
‘Hey, I’m noticing this. What’s that about?’ Because then…
I’m not receiving it as a, you screwed up kind of thing”.

Another participant went on to discuss the chal-
lenge of active listening and expressing empathy when 
communicating.

Learning to listen and being empathetic no matter 
what. That’s been the biggest one for me [because] 
sometimes you do have the right answer for them…, 
but that’s not what they really need to be hearing. They 
just need to be heard….

With regard to difficult conversations, we asked a follow 
up question about strengths and challenges communicating 
with peers versus non-peers at work. One person shared their 
thoughts on talking with non-peers:

For me, it’s been nice because I don’t always have to 
talk recovery. I can just have a normal conversation, 
which in recovery, is normal conversation for me, but 
always talking about mental health or always talking 
about substance use….I can actually talk about some-
thing else now, too.

Conversely, another participant, who works at a Con-
sumer Operated Service Program, described the ability to 
talk openly about their recovery and how healing it was to 
be open about their diagnosis and work with other peers:

The reason why I like working for…is because I don’t 
have to deal with that….I kept a secret for so long at a 
company that I didn’t want them to know, and all it did 
was hurt me….I don’t want to go down that path again.

Taking Responsibility for Others

Taking responsibility for others was another theme that 
emerged from the transcript and included expressions of 
responsibility for mentoring, supporting, coaching, or mod-
eling for staff and co-workers. One participant characterized 

the responsibility as: “You guide, but you can’t do it for 
them.” Participants recounted instances where they offered 
coaching that promoted self-sufficiency and empowered 
staff.

Why are you [supervisee] dropping this at my door? 
This is where I show you how to do what I can do…, 
so that we all are on the same page, and we all learn 
to do what I can do so that [we are] stronger together.

Unique to peer supervision, is supporting staff’s recovery 
as it relates to their profession and role. This is a delicate 
balance of supportive supervision and empowering the PSS, 
while not becoming the “therapist or sponsor”. One partici-
pant described their feelings of working with a staff member 
who experienced a relapse:

When they don’t understand, why does this keep hap-
pening to me? It’s like, [because] you’re still high. You 
want to tell them like that, but you can’t—they have the 
answers themselves, so you can’t really tell them. You 
can. You do tell them, but you don’t really—you have 
to tell them in a way that they get it for themselves.

Taking Responsibility for Self‑care

Self-care was a common topic of conversation among these 
participants. The self-reflection and self-awareness of PSS 
regarding their own self-care is a unique asset of this work-
force. For many, self-care is important to sustaining recov-
ery, especially as responsibilities increase. One participant 
described the experience of how they took control of their 
depression symptoms:

… For me, it was depression….I can allow that to get 
out of control if I allow it to, but I’m able to now rec-
ognize and try to not take my work home with me and 
really focus more on taking care of myself when I’m 
not actually at work.

Another participant reflected on self-care, and how it 
helped them prepare to lead. “Having new responsibilities, 
I realized, I need to get a full night’s sleep. I need to actu-
ally exercise again and get in the right mindset for this.” 
In addition to sleep, meditation was a frequently identified 
self-care tool:

The other thing is the meditation part. I know how 
important meditation is. I really do. I need that quiet 
time. Now, I’m actually doing the meditation. I’m 
actually doing it. More formalized as opposed to just 
sitting in the corner and reading my affirmations, the 
breathing exercises. It really helps.

One participant described incorporating meditation into 
her leadership and supervision strategies:
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I started doing a meditation for my staff. I just put it 
on my phone, and it was like at 1:00. That’s it. We’re 
locking the door. We’re gonna put a note up. If you 
want to participate, great. If you don’t, that’s great too.

Addressing Stigma in the Workplace

Commonly addressed in peer support is stigma and the role 
peers have in advocating for others with mental illness and 
on behalf of themselves as peer professionals. Stigma in the 
workplace can be a huge stressor; part of caring for self is 
to address stigma in a manner that fits the individual. In a 
follow up question, participants shared how they addressed 
stigma in their respective agencies. Participants described 
their experience as either witnessing bias (personally or 
secondary) and/or advocating against bias. One participant 
shared their experience of witnessing co-workers talk nega-
tively about a fellow peer:

We had another—a peer, an admin, and just she was 
going through a hard time in her recovery. She was 
having some struggles. Just to hear some of the ways 
that other people would talk about her and being a 
peer, I felt this, ‘I got to stick up for her.’ You know 
what I mean? It sucked because you see this side of 
people, and you’re like, don’t you have any empathy? 
Haven’t you been through some hard times? Maybe 
you don’t talk about it, and maybe you’re not as open 
to sharing about it with other people, but it’s like, it’s 
hard to see that.

They went on to say that they felt challenged to “step 
up” and advocate, but they felt a responsibility to not only 
advocate for this one individual, but to “help promote what 
a peer is really [and] how recovery is…normal.” Another 
participant described their feelings about advocacy in the 
workplace as a peer professional:

That was a growing experience because I figured out 
that I’m still able to advocate and still remain profes-
sional, and at the same time, I didn’t care about what 
that person thought about me later because it’s like, 
as a peer, if I’m not doing that, then I’m adding to the 
stigma, or I’m—not adding to it, but I’m not contribut-
ing to stopping it either.

Spirituality/A Calling to Help

For many of the participants, their spirituality is a founda-
tional element of their recovery and one which fuels the 
passion for their work. For those individuals in recovery 
that have participated in some form of 12-step group (Alco-
holics Anonymous, Narcotics Anonymous), the 12th step’s 
call to service provides a spiritual basis for their work in 

the recovery field. “Having had a spiritual awakening as a 
result of these steps, we tried to carry this message to alco-
holics and to practice these principles in all of our affairs” 
(Alcoholics Anonymous 2001). As one participant described 
a common expression among PSS: “I fell into it, but deep 
down inside, I’ve always known that I wanted a job help-
ing others that are recovering from substance abuse ever 
since I went into treatment.” For others, their early recovery 
experiences were religious-based and involved an intentional 
decision to convert: “When I first got into recovery about 
five and a half years ago, I got saved. I’m all about God and 
church and stuff like that.” Another participant character-
ized their leadership as divinely inspired: “My higher power, 
which is God and Jesus Christ….I realized at that point in 
time that everything that I’d done in the past was preparing 
me for this position.”

Discussion

The purpose of this study was to identify common experi-
ences of PSS who have advanced in their career to a supervi-
sory or managerial role. A focus group of six PSS working in 
managerial/supervisory roles in outpatient behavioral health 
agencies was conducted with the resulting audio recording 
transcribed and qualitatively analyzed. Seven recurring 
themes emerged that characterized some of the experiences 
and resulting insights these individuals disclosed. These 
themes provide insight for the leadership development of 
PSS, along with implications for health care agency peer 
support program development.

Before exploring the effects of these findings, we 
acknowledge the significant limitations of our methods and 
the resulting limitations to the external validity of these find-
ings. The small sample size and single sample is a significant 
limiting factor. In spite of this limitation, the results provide 
some tentative observations that may advance the research 
and development of this unique and growing segment of the 
healthcare workforce.

Practice Implications

These findings provide support for agencies that are employ-
ing PSS and/or responsible for the cultivation of professional 
and leadership development. Our findings suggest that com-
munication in general, and effective management of difficult 
conversations in particular, may be areas for training and 
development in PSS managers, and other staff as well. The 
participants of this focus group discussed the importance of 
having direct and ‘difficult’ conversations with staff while 
at the same time, expressing a range of efficacy in doing 
so. For these participants, personal experiences in receiving 
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and providing direct communication to others often creates 
an awareness of the importance of such communication. 
Experience in group therapy, individual therapy, and well-
structured 12-step meetings provide unique but consist-
ent exposure to direct communication, often about one’s 
own shortcomings, sobriety status, symptom status, and 
substance use. As such, these emerging leaders may have 
a sense of comfort in these sorts of communications. Pro-
viding these emerging leaders with learning opportunities 
about how to have direct workplace communications may 
be a practice agencies should consider.

Another practice implication for agencies is the value in 
addressing the challenges and strategies of managing dual 
relationships with their former co-workers and/or “recov-
ery buddy”. Dual relationships, where the peer professional 
has more than one relationship with clients or colleagues 
(Reamer 2003), are something the peer leader will inevita-
bly have to manage. For the individual, they may decide to 
maintain their friendships, and for others it is important to 
impose a personal policy of no friendships in the workplace. 
What is important is that new leaders have the ability to 
discern when to be supportive, and when to refer their staff 
to outside support. It is a delicate balance when trying to 
maintain the essence of peer support and mutuality. Agen-
cies developing PSS leaders may wish to consider creating 
opportunities for emerging leaders to have on-going conver-
sations around supervision and boundaries. Within larger 
agencies, physically re-assigning leaders to new locations 
where they have not previously worked as a PSS may be an 
option to consider in certain circumstances. Additionally, 
peer supervisors are important for early career peer pro-
fessionals and peer support teams who need guidance and 
mentorship through the lens of peer support and recovery 
principles.

Managing dual relationships is not unique to PSS leaders, 
it has been noted as a leadership concern and consideration 
among non-PSS emerging leaders as well (Reamer 2003). 
The individuals that participated in this study expressed 
a range of strategies and approaches they take in manag-
ing these relationships in an effective, recovery-informed 
approach. Once again, the lived experience of recovery that 
these individuals have shared often leads to a greater sense 
of self and self-awareness. This sense of self, often a focus of 
therapeutic interventions, results in individuals developing 
greater clarity in their interpersonal boundaries.

The participants described the importance of self-care 
and their responsibility to use self-care to be a better leader. 
Participants described the need to get a good night’s sleep, 
eat well, and create a wellness routine that supports their 
own recovery and leadership capability. One participant 
described their efficacy in taking control of their symptoms 
in order to meet the demand of their increased responsibili-
ties. The lived experience of PSS may uniquely prepare them 

to be “organizational champions” (Valente 2008) within an 
agency looking to stimulate workplace wellness initiatives 
among their staff.

One of the more unique aspects of employees with lived 
experience is a robust presence of spirituality that the 
employee assigns as their reason for working as a PSS. As 
noted by Deegan (2004), recovery from mental illness is 
in part a spiritual experience. For individuals exposed to 
12-step recovery programs, spirituality and a calling to help 
are central themes and concepts. Culminating with the 11th 
and 12th step acknowledgement of a ‘spiritual awakening’, 
and a commitment to spread the word of recovery, becomes 
a call to action for many individuals to enter helping pro-
fessions such as peer support. This spiritual element has 
important practice implications for both PSS leaders but 
also agencies developing PSS leaders. For leaders, devel-
oping a spiritual foundation is an intrapersonal exploration 
that can enhance emotional intelligence (Bracket et al. 2011; 
Serrat 2017) which are an important set of soft skills that 
are highly coveted in today’s leaders. Incorporating a spir-
itual foundation while transitioning to a leadership role, is 
a critical time that may be supported by supervisors and 
mentors of emerging PSS leaders. In particular, PSS may 
need structed time to discuss how to incorporate spiritual-
ity as a foundation to their values, beliefs, and sense of self, 
without bringing spirituality/religion as a primary feature in 
their professional role.

As noted, these findings are limited by our methodology 
and sample size. Nonetheless, we believe that the concepts 
that emerged from this focus group provide a framework that 
will contribute to future research on peer leadership develop-
ment in the healthcare workforce. The recent release of prac-
tice-guidelines for peer specialists and supervisors by the 
The International Association of Peer Supporters (iNAPS 
2019) provides a framework for peer specialist-supervisors, 
closely aligning with some of the peer leadership qualities 
addressed by the current study. Future research should elabo-
rate upon the ‘hard skills’ or technical-administrative skills 
and competencies that emerging peer supporter leaders are 
called upon to develop (Zimmerman-Oster and Burkhardt 
2000). Skills such as reading financial ledgers, budget-
ing, project management, proposal development, and data 
driven decision-making are a few of the universal leader-
ship skills that emerging PSS leaders may need to acquire. 
Future research should assess the competency and efficacy 
of PSS leaders in these technical areas. Integrating high pri-
ority skill training into existing PSS academies and other 
educational opportunities for PSS workers could advance 
the development and achievement of this segment of the 
workforce.

Further research on emerging PSS leaders should more 
deeply explore the experiences of workplace stigma and dis-
crimination. Although stigma was not a major theme among 
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these participants, it lingered below the surface and may 
have been minimized by the over-representation of Peer-
run agency based participants in this study. Future research 
should also draw upon larger and more representative sam-
ples of emerging PSS leaders, particularly those who are 
employed in hospitals, outpatient healthcare and/or behav-
ioral healthcare agencies. In these agencies, managed by and 
staffed predominately by non-PSS staff, anecdotal reports of 
bias and stigma by PSS employees are not uncommon and 
undocumented. Research that more accurately assesses the 
prevalence of workplace stigma and identifies organizational 
strategies that reduce or eliminate stigma, is critical to the 
continuing development of the peer workforce.

Appendix

Leadership & Supervision Focus Group Questions

Introduction to Focus Group

First off, congratulations on completing the Leadership and 
Supervision course and thank you all for participating in 
today’s focus group. My name is Trey Jenkins and this is 
Nicole Janich. We will be facilitating today’s discussion.

Why Are we Conducting Today’s Session?

To learn more about your individual experiences working 
as a peer in a leadership role.
Additionally, there is a gap in research regarding peers 
in leadership and it is our goal to write and publish a 
paper based on your experiences in the course and today’s 
discussion.

To Give you an Idea About how the Focus Group will 
Proceed, we would like to go over the General Structure 
and Guidelines

During the activity, we are going to ask a number of ques-
tions designed to get a picture of your experiences work-
ing as a peer in leadership.
We will ask questions in two broad categories including, 
intrapersonal (self/internal) and interpersonal (relation-
ships with colleagues and staff both peer and non-peer),
Feel free to share your thoughts and feelings openly. All 
results and future discussion will be anonymized.
Please know that there is no right or wrong answers to 
any questions. We are interested in your honest experi-
ences and opinions.
Our session will be audio-recorded so that we can go back 
and listen to them later. Please speak one at a time and 
think about the recording and me taking notes as simply 

an extension of my memory. If you are uncomfortable 
being recorded, you may leave the room at any time.
We will keep your comments confidential and your names 
will not be associated with any reports.

Process for Focus Group Discussions

We have a series of questions. we will ask a question to 
prompt a discussion, invite you all to discuss, and ask 
follow up questions if necessary.
We invite you to talk with each other.
Sometimes, I may jump back into the conversation and 
direct it to go another way.
Today, we have scheduled two hours for the discussion. 
We may or may not use the entire amount.
Are there any questions before we begin?

OPENING

To get started we would like to begin with everyone intro-
ducing themselves and tell us how many years you have been 
working as a PSS and when you transitioned to a leadership 
role. By leadership role, we generally think of someone who 
is supervising or guiding other individuals and/or making 
decisions or contributing to the decision making process for 
an organization or program. How many of you are working 
in a leadership role such as that which I just described?

QUESTIONS

Intrapersonal

Transition from Peer to Leader: Next, we would like each 
of you to please describe your personal experience in peer 
support.

1. People become interested in working as peer support 
specialists for a variety of reasons and motives. Tell me 
about some of the reasons or motives that each of you 
had that lead you into this line of work.

a. Had you worked in a helping profession before 
becoming a peer support specialist?

b. How long did you work as a peer support specialist?

2. In order to participate in the leadership course, each of 
you had to document that you are currently, or are about 
to be promoted into a leadership role within your agency. 
Tell me about the circumstances under which you tran-
sitioned from a worker role to a leadership role?

a. Had you sought this out, or did someone in the com-
pany approach you?
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b. How would you describe the feelings or emotions 
you experienced at the time that this transition 
opportunity was presented to you? (cues: Nervous? 
Confident? Excited? Scared?)

c. How long after you had been promoted to a leader-
ship role was it before you began to feel confident 
in your new role? In what capacities in this new role 
do you feel more confident? Less confident?

3. Thinking only about your own health, emotions, recov-
ery, knowledge and skills, what are some of the chal-
lenges and barriers that you experienced as you transi-
tioned into this new role?

a. What are some of the challengers & barriers you 
continue to struggle with?

4. Thinking only about your own health, emotions, recov-
ery, knowledge and skills, what have been some of your 
personal areas of growth and development?

a. What have you learned about yourself that you didn’t 
know before?

b. What areas of personal growth and development do 
you still hope to realize?

c. In what ways have you surprised yourself?

Interpersonal

Professional Relationships and Communication: Moving 
into a leadership role often brings about changes in how 
we relate to others, including our partners, family members, 
coworkers, and others in leadership positions. I want to turn 
our attention now to your interpersonal interactions, both 
inside and outside of the workplace.

1. Sometimes when we get promoted into a leadership role, 
we find ourselves now supervising or directing the work 
of former coworkers. By a show of hands, how many of 
you have or are now supervising people who used to be 
your coworkers?

a. What was that experience like for you during the 
first few months after your promotion?

b. How would you describe the nature of those rela-
tionships now?

c. What did you and your former coworkers do to 
improve these types of relationships, or what would 
you recommend other do who find themselves in 
these situations?

2. When we get promoted into a leadership position, we 
find ourselves developing a whole new set of peer rela-
tionships, or adjusting the nature of our relationships 

with other individuals who are also in a leadership 
role. By a show of hands, how many of you have had to 
develop relationships with new coworkers or supervisors 
as a result of your promotion? By a show of hands, how 
many of you find yourself working now with cowork-
ers who are not in recovery? Exclusively (all coworkers 
not in recovery?) (all coworkers in recovery?) (a mix of 
coworkers?)

a. What was that experience like for you during the 
first few months after your promotion?

b. How would you describe the nature of those rela-
tionships now?

c. What did you and your new set of coworkers or 
supervisors do to improve these types of relation-
ships, or what would you recommend to others who 
find themselves in these situations?

d. How has your former status as a peer support spe-
cialist (or knowledge of recovery status) affected 
these relationships?

i. Do you feel that you are treated differently because your 
coworkers know you are in recovery?

ii. Describe the nature of that different treatment?
1. Probe: Coddled? Excluded from meetings, discussions, 

decision making opportunities? Treated with “kid 
gloves”? Performance expectations that were less than 
or more than others? Disrespected?

iii. What did you and your former coworkers do to improve 
these types of relationships, or what would you recom-
mend others do who find themselves in these situations?

e. How would you compare the nature and quality of the 
relationships you have with your coworkers who are also 
in positions of leadership, as compared with your cow-
orkers when you were a peer support specialist?

i. Probe: More professional; less personal; more task ori-
ented; more guarded; less supportive

3. Thinking only about the interpersonal interactions you 
have with your former and your current coworkers and 
supervisors, what are some of the challenges and bar-
riers that you experienced as you transitioned into this 
new role?

a. What are some of the challengers & barriers you 
continue to struggle with?

4. Thinking only about the interpersonal interactions you 
have with your former and your current coworkers and 
supervisors, what have been some of your personal areas 
of growth and development?

a. What have you learned about yourself that you didn’t 
know before?
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b. What areas of personal growth and development do 
you still hope to realize?

c. In what ways have you surprised yourself?

Ending Question and Wrap up

1. Is there anything we have not discussed that you would 
like to mention?

Thank you all for participating in our discussion today. 
If you have any questions regarding the focus group that 
we did not cover today, please contact us by email or phone 
(Facilitators provide their business cards to participants).
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