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Abstract

Background: Knowledge construction is a form of communication in which people can work individually or
collaboratively. Peer support services have been adopted by the public psychiatric and social welfare service as a
regular form of intervention since 2015 in Hong Kong. Peer-based services can help people with bipolar disorder
(BD) deal with the implications of the diagnosis, the way in which individuals with BD receive treatment, and the
lifestyle changes that take place as a result of the diagnosis. Through a qualitative paradigm, this study aims to
examine how individuals with BD use technical and expert-by-experience knowledge.

Methods: A total of 32 clients of mental health services were recruited from hospitals, Integrated Community Centers
for Mental Wellness, and non-governmental organizations. They participated in semi-structured individual interviews.
All interviews were recorded, transcribed verbatim, and analyzed using thematic analysis with the aid of NVivo. The
findings were verified by peer researchers.

Results: Three main themes are presented in this article, including how clients made sense of the knowledge provided
by mental health professionals and peer support workers (PSWs), critical perspectives about peer support services, and
the way in which the services are more than knowledge transfer alone. Participants generally indicated that knowledge
sharing revolved around three experiences: mood changes, medications, and sense of hope. Nevertheless, an empathic
understanding of the clients” experience was more important than the sharing of knowledge. Some clients perceived
medication as the chief means to recovery, so PSWs were not useful for them. However, PSW role models had an
effect beyond mere knowledge transmission, as they could promote clients’ pursuit of functional recovery goals.

Conclusions: The present study has improved our understanding of knowledge sharing between clients with BD and
health professionals or PSWs, which should take place in an empathic and hope-instilling manner. It has also
emphasized the value of the presence of a role model who can speak convincingly with clients to facilitate recovery.
The present findings can be used to improve the care of people with BD by generating important guidance with
regard to enhancing the knowledge exchange between clients and health practitioners.
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Background

Bipolar disorder (BD) is a chronic mood disorder char-
acterized by striking and persistent swings between two
extreme phases: 1) the manic phase, characterized by a
sustained high mood and impaired judgment (e.g., over-
spending, hyper-sexuality); and 2) the depressive phase,
which is often accompanied by self-harm behaviors. Ac-
cording to the World Health Organization’s World
Mental Health Survey Initiative, about 74% of those with
bipolar depression and half of those with bipolar mania
report severe impairment in their various life roles, and
16 and 21% of those with BD respectively, will attempt
suicide or have suicidal plans in their lifetime [1]. BD is
a condition with significant medical, interpersonal, and
economic consequences. It affects 2% of the adult popu-
lation in the US, and subclinical conditions affect an-
other 2.4%. The annual cost of BD in the US has been
estimated at US$45.2 billion, with 70% of this being at-
tributed to lost productivity [2, 3]. The 12-month point
prevalence rate of BD in Hong Kong is estimated to be
between 0.5 and 1.8%, affecting between 36,000 and 129,
000 individuals. While medication remains the first-line
treatment for the acute mania of BD [4], different forms
of psychosocial intervention exist for further functional
improvement, such as cognitive behavioral therapy,
interpersonal and social rhythm therapy, family-focused
therapy, and psychoeducation [5].

Recovery approach and peer support service

Trends in healthcare and research regarding the treat-
ment of severe mental illness are shifting. Professionals
are paying more attention to the experience of living
with the condition and to personal recovery. “Personal
recovery” refers to the process of individual psycho-
logical adaptation to a disorder rather than a sole focus
on the reduction of psychiatric symptoms and functional
deficits [6, 7]. A study in the UK looked at the meaning
and process of recovery through in-depth interviews
with 12 people with BD [8]. The key theme that emerged
was that recovery is not simply about the absence of
symptoms; it requires one to make sense of knowledge
from multiple sources and to take responsibility for one’s
own wellness [9-11]. Within such a recovery approach,
peer support services have been emerging and mental
health services have been progressing toward being re-
covery oriented. The ideas behind peer support service
grew out of the service user or survivor movement and
thus outside of the traditional mental health arena [12,
13]. The service draws on the recovery values of hope,
self-determination, participation in self-care, and use of
knowledge gained from lived experience to help others
[14, 15]. The basic qualities of peer support service in-
clude the following three aspects: 1) instilling hope
through positive self-disclosure; 2) the role modeling of
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self-care in relation to the illness and “exploring new
ways of using experiential knowledge” in managing day-
to-day life [14, 16]; and 3) relationships between PSWs
and clients that are characterized by “trust, acceptance,
understanding, [and] the use of empathy, empathy which
in this case is paired with conditional regard” [14].

For instance, a qualitative one-year longitudinal study
in Hong Kong found peer support services to improve
motivation, positive thinking, empowerment, physical
well-being, and connections with other clients [17]. Sev-
eral effectiveness studies and reviews have shown that
peer support services are able to instill a sense of hope,
control, and self-efficacy; to enhance self-care, relation-
ships with service providers, and participation in treat-
ment; to increase a sense of belonging to a community
and satisfaction with life; and to reduce psychotic and
mood symptoms among clients with mental illness
[18-23]. Recent studies on peer support services focus
on three main areas: 1) conducting high-quality clinical
trials [14, 17, 20, 23, 24]; 2) studying what works to
achieve an organizational transformation or cultural
workplace shift to better implement peer support ser-
vices [14, 23, 25, 26]; and 3) deepening our understand-
ing of the mechanism of how PSWs work [14, 21, 27,
28]. One of the mechanism-related questions is as fol-
lows: How do clients conceptualize the knowledge de-
rived from mental health professionals and PSWs to
manage their BD? For instance, Asian and Chinese
people in particular tend to assume that authoritative
knowledge is distributed hierarchically, and they give
greater credibility to information offered by profes-
sionals, sometimes to the exclusion of all other sources
[29, 30]. Furthermore, a recent Hong Kong study found
that professional staff tend to adopt an authoritarian and
pessimistic view of what PSWs can contribute to mental
healthcare [31].

Knowledge acquisition to support recovery

To the best of the authors’ knowledge, this is the first
study to examine the services provided by PSWs from
the perspective of knowledge acquisition. Knowledge is
acquired by people working individually or collabora-
tively. It may be generated through reading, formal edu-
cation, upbringing, or working relationships, and is often
bounded by what society believes to be legitimate [32,
33]. Knowledge construction (e.g., health concepts and
disease coping strategies) and communication are sub-
ject to human vices and virtues [32]. Knowledge is
“never a neutral or objective phenomenon but a matter
of positionality, that is, of the place from which one
speaks, to whom and for what purpose” [34]. How can
clients—who are often considered by society as “insane
and irrational”— and mental health professionals with
statutory power work together to co-construct
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knowledge? What is transferred is not “the sum of what
is known” by the people imparting it, but an imperfect
and incomplete subset of their knowledge [33]. The
starting point for a sociological analysis of medical ver-
sus lay knowledge of healthcare dates back to the early
1970s, with Freidson’s landmark publication [35]. Med-
ical (technical) knowledge primarily concerns diseases
and treatments; lay knowledge rests upon personal ex-
perience of illness [36]. Table 1 compares the features of
the two forms of knowledge: technical knowledge and
expert-by-experience knowledge. “Expert-by-experience
knowledge” was first used in a reflexive-collaborative
study exploring recovery from BD [37]. We use this term
to refer to the experiential knowledge passed on by
PSWs [10]. The position adopted in the present study is
that both forms of knowledge are valid and that know-
ledge is most powerful when the two are combined
under terms of mutual understanding, respect, and

equality.

Peer support services and bipolar illness

Peer support services are of particular importance to
people newly diagnosed with BD. Research indicates that
most people with BD struggle to accept all the implica-
tions of the diagnosis for a period of time because they
find it difficult to receive long-term treatment and to
make long-lasting lifestyle changes [38]. The first step to
self-managing the illness is acceptance of the diagnosis
[9]. It has also been shown that most people with BD
face specific barriers to practicing self-management of
their illness, such as a lack of communication with ser-
vice providers and insufficient access to treatment,
which may be tackled by providing social and peer sup-
port service [10, 39].

Accumulating research evidence also indicates that BD
is linked to more advanced cognitive functions, as
reflected in excellent pre-morbid school performance
[40, 41] and superior leadership qualities [42]. As such,
people with BD tend to have a high demand for
rationalization of their illness and for a thorough
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understanding of their condition. In order to unleash
their potential in education and employment, they also
need to come to terms with the illness in order to attain
better self-management. A study using peers as “in-
formed peer supporters” in psychoeducation showed
that they brought several benefits to individuals newly
diagnosed with BD, including the provision of emotional
support, practical strategies for illness management, the
encouragement of positive relationships with mental
health services, and the provision of a role model for
treatment adherence [28]. The studies reviewed above
mainly come from Western countries; studies focusing
on the experiences of those receiving peer support ser-
vice in non-Western regions, such as Hong Kong,
Taiwan, and Singapore, or lower-middle-income and
low-income countries (e.g., India, Uganda, and Tanzania)
are in early stages [12, 43, 44]. It is uncertain how
expert-by-experience knowledge is viewed in Chinese
culture and how PSWs are perceived in the existing
mental health system.

The key milestones of the development of peer sup-
port services in Hong Kong are summarized as follows.
The most recent Hospital Authority estimates suggest
that up to 1.7 (out of 7.3) million Hong Kong people
suffer from different types of mental illnesses, with 70,
000 to 200,000 of them considered to have severe condi-
tions. The first pilot peer support training in Hong Kong
was conducted by Caritas social services, funded by The
Community Chest of Hong Kong; it ran between 2011
and 2014 [12]. Another major territory-wide initiative
was conducted under the auspices of the Peer Support
Workers Project and jointly implemented by four non-
governmental organizations (NGOs). The project has
three components: A pre-service training program on
the provision of peer support services and interpersonal
skills delivered in 16 three-hour sessions; a 52-h work
placement; and paid employment [17]. A total of 60
people with lived experience of mental health conditions
completed the training and 12 full-time equivalent PSW
posts for 12months were created. This three-year

Table 1 Continuum of technical knowledge and expert-by-experience knowledge

Technical knowledge

Expert-by-experience knowledge

« Scientific
« Systematic and well-documented
- Common languages shared across multiple professionals

Features

« Findings are not always relevant to service users’ lived experience

- It greatly depends on practitioners’ ability to understand a

+ Acquired through experience: “been there, done that”

« High ecological validity, very practical

- It does not always generalize to other people’s circumstances

- It depends on the service setting, training, and skills of PSWs,
such as interpersonal skills, adjustment to the new PSWs role

perspective other than their own and to respond empathetically

Challenges

+ Combining technical and expert-by-experience knowledge in the search for personal recovery is not always a straight-forward process.

The two forms of knowledge sometimes work in a complementary manner, but at other times they work in a more tensioned,
question-raising way that can broaden our understanding of how knowledge is interpreted by multiple parties (e.g., mental health

practitioners, clients or family members)

« There is a pressing need to move from a situation in which health knowledge construction is hierarchical to one in which it occurs by
consensus, horizontally. Such a shift would allow healthcare professionals and clients to contribute to the co-construction of
knowledge that forms the basis for decision-making in the recovery journey.
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(2012-2015), multi-organizational project was sup-
ported by MINDSET, a philanthropic initiative estab-
lished by the Jardine Matheson Groups, Hong Kong.
The turning point came about in 2015 when the im-
mediate past Chief Executive announced in his Policy
Speech that the Hospital Authority, which runs the
three main regional psychiatric hospitals, would
strengthen the manpower of the psychiatric healthcare
team and introduce peer support services to the case
management program for clients with severe mental
illnesses. Subsequently, the Social Welfare Department
implemented the two-year pilot project on peer sup-
port services in community psychiatric service units
in March 2016. Within the public hospital sector, as
of April 2019, a total of approximately 20 full-time
equivalent PSWs had been recruited. The peer sup-
port service provided in the social welfare sector has
been established as formal and regular intervention
since March 2018, with the number of full-time and
part-time PSW positions increased to about 50.

Study aim and research questions

The overall aim of this study is to examine how cli-
ents with BD seek, assess, and use technical and
expert-by-experience knowledge (provided by PSWs
based on their own lived experience of mental illness)
to support their recovery process. How do people
who are learning to live a meaningful life despite BD
make sense of the knowledge provided by mental
health professionals and PSWs? What are the differ-
ences in how clients at different recovery stages (e.g.,
initial versus late stages) make sense of knowledge
from mental health professionals and PSWs? Are
there any unintended consequences of the two types
of knowledge? The present study tackles the above
questions via qualitative interviews with clients of
peer support services in different settings who have
been diagnosed with BD in Hong Kong.

Method

Design

The study adopted a qualitative paradigm under-
pinned by an interpretive approach representing a so-
cial constructionist view of reality [45, 46]. Data were
collected from 32 clients with BD via individual inter-
views. Our earlier study revealed that the strongest
predictor of recovery for adults with BD in clinical
remission is “respect, hope, and empowerment” [47].
This finding explains why we focused on BD to
examine how clients are empowered to use technical
and expert-by-experience knowledge to support their
recovery.

Page 4 of 12

Participants and setting

Participants were identified by purposive sampling in
hospitals, Integrated Community Centres for Mental
Wellness (ICCMWs), and NGOs for people with men-
tal illnesses, in order to capture people’s experiences of
using peer support services in different settings. The in-
clusion criteria required individuals to be aged 18 or
above, ethnically Chinese, diagnosed with BD by a
psychiatrist, currently receiving treatment from a men-
tal health professional and formal peer support services,
able to participate in a 45-min interview, and able to
give written informed consent. After the purpose of the
study and their rights were explained, written consent
was obtained from all participants. A total of 32 clients
were recruited from a hospital (n=8), ICCMWs (n=
14), and NGOs (n = 10) (Table 2). Data collection was
discontinued when no new codes occurred in the data
and saturation was achieved. On average, the partici-
pants had lived with BD for 21 years (range =5 to 37
years), 71.9% were female, and their mean age was 46.3
years (range = 26 to 66 years). The peer support services
they received varied in terms of setting; they included
one-to-one conversations with PSWs (on phone or in
person) and joining group activities accompanied by
PSWs or run by PSWs (Table 2). The participants re-
ceived a supermarket coupon worth USD12.50 as a
token of the authors’ appreciation. The Institutional Re-
view Board of the University of Hong Kong/Hospital
Authority Hong Kong West Cluster approved this
study.

Data collection

Two of the authors (ST and WY) developed an inter-
view guide with open-ended questions based on the
literature on BD, recovery, and the research aims.
The questions covered areas including the mental
health services the participants had been using, their
understanding of recovery and their recovery journey,
and their perception of PSWs and the professionals
aiding their recovery. Sample questions include:
“What does ‘recovery’ mean to you?”, “Describe your
experience with mental health professional/PSWs”,
and “What are the differences and similarities be-
tween the knowledge (e.g., information about the con-
dition, wellness management methods) provided by
mental health professionals and PSWs?” An interview
guide was previewed by two peer researchers with
lived experience of BD and were modified based on
their feedback; for example, regarding who they
would turn to when feeling unwell. All interviews
were conducted in Cantonese by one person (WY) in
a quiet room at the place where the participants were
receiving services. The interviews lasted between 30
and 65 min. Audio recordings were made and these
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Table 2 Characteristics of the study sample

Participant Gender Age Year of Settings® where the participants Main types of peer support services received®
number diagnosis were recruited (Services provided by general mental
health practitioners®)
SU01 F 55 20 ICCMW Recovery group led /co-led by PSW
SU02 F 48 30 ICCMW Recovery group led /co-led by PSW
SU03 M 52 16 In-patient Hospital One-to-one in person conversation
SUo4 M 26 10 ICCMW Phone conversation
SU05 F 42 16 ICCMW Phone conversation
SUo6 F 58 31 In-patient Hospital Recovery group led /co-led by PSW
Suo7 F 40 18 Community Group sharing
Suo8 F 59 33 Community Group sharing
SU09 M 39 20 In-patient Hospital One-to-one in person conversation
SuU10 F 62 26 In-patient Hospital Group sharing
SUT1 F 26 8 In-patient Hospital One-to-one in person conversation
SU12 M 36 24 Community Group sharing
SU13 M 63 36 Community Group sharing
Su14 F 54 37 Community One-to-one in person conversation
SU15 F 53 15 Community One-to-one in person conversation
SU16 M 46 30 Community Group sharing
SU17 F 49 16 Community One-to-one in person conversation
SU18 M 45 28 Community Group sharing
SU19 F 42 18 Community Group sharing
SU20 M 27 5 In-patient Hospital One-to-one in person conversation;
Phone conversation
SU21 F 48 29 In-patient Hospital One-to-one in person conversation;
Recovery group led/co-led by PSW
SU22 F 47 15 ICCMW Phone conversation
SU23 F 54 19 ICCMW Leisure group
SU24 M 66 20 ICCMW One-to-one in person conversation
SU25 F 27 12 ICCMW One-to-one in person conversation
SU26 F 52 24 ICCMW Recovery group led /co-led by PSW
Su27 F 53 37 ICCMW Recovery group led /co-led by PSW
SU28 F 28 9 In-patient Hospital One-to-one in person conversation
SU29 F 58 15 ICCMW One-to-one in person conversation
SU30 F 40 13 ICCMW Recovery group led /co-led by PSW
SU31 F 44 26 ICCMW Leisure group
SU32 F 41 17 ICCMW Recovery group led /co-led by PSW
Notes.

aSettings: ICCMW Integrated Community Centre for Mental Wellness. Community settings include faith groups, general social groups.

PMain types of peer support services: Recovery group covers various topics e.g., goal setting, meaning of “personal recovery”. One-to-one in person conversation
refers to the participants talking with PSW about various topics e.g., the activities the participants are doing, personal matters concerning them. Phone
conversation refers to the participants who are using the agency’s warm line (phone-based mutual care service). Examples of leisure group are cooking sessions,
Tai-Chi class, praise and dance group.

Services provided by general mental health practitioners: The participants received a variety of mental health services offered by the general mental health
practitioners, e.g., psychiatric services in the hospital or at the specialist out-patient clinics, community psychiatric nursing services, occupational therapy, case
management by social workers at the ICCMW, and psychotherapy or counselling (which were rarely mentioned by the participants in the present study).
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were then transcribed verbatim in Chinese by profes-
sional transcribers and saved in encrypted files for
subsequent analysis and interpretation. All personally
identifiable information was removed from the texts
to ensure confidentiality and quality checks were per-
formed by WY, by comparing the recordings to the
transcripts. Only the direct quotations cited in the
present manuscript were translated into English.

Procedure and research rigor

Thematic analysis was performed using the NVivo 11
qualitative data analysis software. During the data collec-
tion stage, WY and ST met regularly to review the find-
ings and to explore the deeper meanings of recurrent
information that might lead to new emergent themes or
the necessity to ask additional questions. Following
Braun and Clark’s six-phase thematic analysis guide [48],
QL and ST read all of the interview transcripts inde-
pendently to familiarize themselves with the data. They
then met several times to discuss the initial codes, while
remaining open to new codes generated from the data.
The interviews were coded using the agreed system and
potential themes were identified and reviewed, resulting
in three overarching thematic components. Rigor was
achieved by two methods. First, the results were
reviewed and verified by the two named investigators
who have lived experience of bipolar illness; second, the
findings were presented in a meeting attended by about
50 PSWs and mental health professionals, to seek their
input about the interpretation of the findings. The major
feedback received was that the unique features of know-
ledge and how they were shared by PSWs should be pre-
sented distinctively.

Results

The data collected from 32 people with lived experi-
ence of BD were voluminous. In this article, we will
focus on three main themes: 1) how clients make
sense of the knowledge provided by mental health
professionals and PSWs; 2) critical perspectives on
technical and expert-by-experience knowledge, inc-
luding reservations and unintended consequences de-
scribed by clients; and 3) Peer support service is

Table 3 Summary of the findings
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more than mere knowledge transfer. The themes and
sub-themes are summarized in Table 3.

Theme 1: making sense of the knowledge provided by
mental health professionals and PSWs

Empathic understanding is more important than sharing
knowledge

When asked what separated the services rendered by the
two groups of workers, one client promptly replied that
it was not about the knowledge but the level of empathy
demonstrated by PSWs and mental health professionals:

The most direct thing is that the PSWs could feel how
I feel; that is, they resonated with what was in my
mind, and empathized [...]. The PSWs knew exactly
what I was talking about, so I did not have to repeat
my history of the last 30 years. (SU21).

Another client echoed this and added that there was
no hierarchy between PSWs and herself, as might be the
case in interactions with other professionals:

They (PSWs) have personally experienced this and
knew the entire situation. I shared with the peer
worker what I had experienced. We had common
ground; we had empathy for each other. We felt that
we had the same issue so there was no hierarchy and 1
was able to speak my mind freely. (SUI7).

Knowledge about mood changes, medication, and
remaining hopeful

Further analysis of the results revealed that, broadly
speaking, clients and health workers shared technical
and/or expert-by-experience knowledge regarding three
important experiences: mood changes over time, medi-
cation, and preserving a sense of hope. Regarding the
mood changes associated with BD, some participants
gave vivid accounts of conversations of how PSWs were
able to understand them. For example, one participant
said that:

The PSW were more able to put themselves in our
shoes [than other mental health professionals]. They

Themes

Sub-themes

1. Making sense of the knowledge provided by mental
health professionals and PSWs

2. Critical perspectives on technical and
expert-by-experience knowledge

3. It is more than mere knowledge transfer

1.1 Empathic understanding is more important than sharing knowledge.
1.2 Knowledge about mood change, medication, and remaining hopeful.

2.1 When the role of PSWs was not clear or the PSWs were inexperienced,
expert-by-experience knowledge was less helpful.

2.2 Technical and expert-by-experience knowledge were different but
somewhat related.

Role-modeling speaks louder.
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understood the situation and what was it like to have
the illness. For example, it is really uncontrollable
when one’s mood is high, which can only be whittled
away at by time. That was how I managed the illness.
(SU04).

Other participants shared that PSWs offered know-
ledge and insights about depressed moods:

During the depressive phase, I lost my interest in
everything, I had a poor appetite, lost a lot of weight,
and suffered insomnia. This was severe depression. The
peer worker was able to understand when I talked
about these symptoms. Some peers might hear voices; I
was curious to ask them about this so that I could
learn more. (SU13).

There are ups and downs. When we are on the
downward slope, we should keep going and not give
up. The social workers, however, only said, “It’s
normal.” They did not understand that the relapse
was a source of stress and we might ask ourselves,
“Why could I not avoid it?” with feelings of guilt and
self-blame. PSWs would comfort us by saying that
there was no need to feel guilty and encourage us to
try again. (SU26).

The second commonly discussed area of technical
knowledge concerned medication, and the participants
felt that PSWs understood them at a very personal and
profound level, particularly regarding undesirable side
effects:

Because PSWs used to take the medicine, they know
about its effects, unlike normal people who do not
understand how we suffer. There is a transition
period, which is difficult; the medicine is leading
you and you lose your motivation. So, when I see
that they (PSWs) have overcome the transition
period and become peer workers, I know they can
help me. (SU23).

Doctors and nurses do not have that keenly felt pain
and understanding. They may know it rationally, but
they have not experienced it. If they have the
experience, they are not doctors or nurses but our
peers. Peers really are going through the same thing as
me, like taking medication. (SUOS).

On the other hand, some participants described how
psychiatrists explained different types of mental illness,
onset, and medications used for different conditions
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(e.g., SU09, SU10, SU16). One participant recalled a
vivid conversation she had with her psychiatrist about
medication:

The doctor told me that I am affected by an endocrine
imbalance and I need more serotonin, so it’s inevitable
for me to take medication. Moreover, I have been
admitted to hospital 10 times, resulting in increasing
dosages (and my brain has shrunk). Thus, the golden
time for me to recover has gone. If recovery means
taking no medication, then it is almost impossible in
my case. The doctor told me to “treat it as if you are
taking vitamin supplements.” I accepted it because I
have been taking them for years. (SU08).

Participants also discussed the issue of not taking
medication and gaining a better understanding of how
mood stabilizers worked from psychiatrists:

I secretly stopped taking my medication for one or 2
months. Later, I realized that it was not going to
work because my head was muddled. Therefore, 1
had to be honest with my doctor: “Please do not tell
me off: I have not been taking my medication for
almost two months. I was fine at the beginning but
it has gotten worse.” The doctor then explained to
me that there was still medicine in my system for
the first few weeks after I stopped the medication,
the amount then dropped, and my symptoms came
back. The doctor was right, but I did not want to
be led by medications for the rest of my life. I now
understand that medicines help stabilize my mood.
This was an open discussion with my doctor about
medication. (SU23).

The third commonly discussed topic was about
remaining hopeful. One of the challenges faced by
people living with BD is how to (re) gain a sense of hope
when BD is known to be a lifelong condition with re-
occurring changes in mood and behavior, resulting in
significant difficulties in life, such as in regard to em-
ployment, interpersonal relationships, and heavy finan-
cial burdens, for example, due to overspending under
the influence of elevated mood in some cases. The fol-
lowing interview excerpt summarizes well how keen the
client was to rekindle hope as a result of the PSW’s shar-
ing of expert-by-experience knowledge:

The presence of hope. Let people in recovery know that
they can work again, to help others, with hope. (SU32).

In another instance, a client with BD (SU23) gained
hope of achieving advanced recovery through interact-
ing with PSWs during a cooking interest group:
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We have a cooking class and I met a few peers there.
After sharing their stories with us, I realized that
mental illness is not terminal; we can recover. The
peer workers experienced a lot of ups and downs, but
they were able to bounce back, teach us how to cook,
and share their experience. 1 feel good that we, who
have mental illnesses, are not hopeless. (SU23).

In addition to the three topics of mood swings, medi-
cations, and hope, participants (e.g., SU23, SU30) also
recalled how social workers and nurses shared know-
ledge with them about services or activities available in
their community (e.g., accommodation, employment,
disability allowance, hobby groups, and events).

Theme 2: critical perspectives on technical and expert-by-
experience knowledge

When the role of PSWs was not clear or the PSWs were
inexperienced, expert-by-experience knowledge was less
helpful

The clients interviewed in this study indicated that
the expert-by-experience knowledge rendered by
PSWs was not useful in some circumstances. One cli-
ent (SUO5) stated that she “had no idea about the
roles and duties of PSWs” and “did not feel that she
[the client] needed their services.” Furthermore, an-
other participant (SU28) felt that, sometimes, the re-
covery story or knowledge about what facilitates
recovery was “repetitive” and “if the sharing of know-
ledge and experience was shallow, it was not very
meaningful”; rather, a “deeper interaction and inter-
pretation of the experience” was preferred.

There were also cases where participants found the
interaction with PSWs useful because they represented
someone to listen to them or they needed information
about different services. It was also reported that more
experienced PSWs could offer in-depth analysis and
helpful advice:

It is not necessary to mention the illness all the time;
it’s like rubbing salt into the wound, which is painful. 1
asked the peer worker what to do after being
discharged from the ward and we analyzed the
situation rather deeply together. (SU28).

Technical and expert-by-experience knowledge were
different but somewhat related

In the present study, no participants expressed any con-
cerns or critical views about the knowledge they received
from mental health professionals, apart from the means
by which that knowledge was shared (see the next
theme). Participants generally described health profes-
sionals and PSWs as having their own focus in practice
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and contributing in different ways to their recovery from
BD. One participant pointed out that she would get
technical advice (e.g., dealing with side-effects, changing
medications) from medical professionals, share her con-
cerns with social workers (e.g., a relationship at home),
and participate in sharing (e.g., activities she enjoyed)
and activities with PSWs. She captured the integrated
nature of the two groups of practitioners in a very pic-
torial way, citing an old Chinese poem:

Although a peony is beautiful, it needs to be supported
by green leaves. Psychiatrists and nurses are peonies,
while peer supporters are green leaves. They
complement each other to improve my condition.
(SU02).

However, two participants adhered to a hierarchical
view of power and knowledge between mental health
professionals and PSWs:

Doctors are professionals, so I follow what they tell me.
They must be smart and outstanding to perform that
role, so I take my prescriptions without questioning
them. (SU29).

Of course, you need to consult your doctor or social
workers; you must be cautious when making decisions.
Community center members and peer support workers
are not professionals. I listen to what they say, but
may not follow their advice. I am not stupid. (SU24).

Another participant mentioned that technical know-
ledge (represented largely in terms of medication-related
material in the present study) contributed to 70% of a
person’s overall recovery from BD; expert-by-experience
knowledge provided by PSWs contributed another 10—
15%. The participants involved in this study did not re-
veal any unpleasant experiences in terms of receiving
conflicting information about their condition or
treatments.

Theme 3: it is more than mere knowledge transfer

The participants provided lively descriptions of how ac-
tion speaks louder than words, and how role models
were more effective than the mere sharing of knowledge.
Participant (SU23) talked about how the functional re-
covery (e.g., getting a paid job) achieved by a PSW could
“serve as a goal” to achieve soon. Another participant
(SU15) referred to a PSW as a “life-size cardboard cut-
out standup”™

If I attend follow-up consultations regularly, I can live
my life, such as going to work or learning something



Tse et al. BMC Psychiatry (2019) 19:368

new like cooking. I can achieve that. PSWs are role
models showing us what could happen in Sor 6 years
and set my mind at ease. (SU15).

The present results show that role modeling served
specific purposes. Peer support service was about
empowering the clients to set recovery goals [44], such
as getting a job after being discharged and exploring
other possibilities and means to get well and “live a hol-
istic life” (SU30). Clients (e.g., SU06 and SU25) were also
keen to learn from PSWs how to “prevent the reoccur-
rence of the illness” (SU25), which is one of the core
characteristics of BD.

Finally, our data do not show major differences in the
above themes and sub-themes among participants with
different lengths or stages of experience of illness in
terms of how they made sense of the knowledge pro-
vided by mental health professionals or PSWs. We ex-
amined the data carefully by rereading the original
interview transcripts and using the NVivo program. We
divided the participants into three groups (less than 10
years, between 11 and 20 years, and more than 20 years),
according to the self-reported years since being diag-
nosed with BD, and created node matrices that allowed
us to cross-tabulate coded contents. Each cell in the
matrix represents a node containing the content coded
at the intersection of the row (sub-themes) and column
(years of living with BD). Although no differences were
found in relation to the above themes or sub-themes
about knowledge acquisition, it was found that: 1) par-
ticipants who had lived with BD for less than 10 years
appreciated that PSWs would see them as a person and
not merely as a “mentally ill patient”; and 2) participants
with more than 10 years of experience with BD reported
that communication with mental health professionals
often concerned routine “stuff” (e.g., how they were
sleeping, taking medication, their mood). The NVivo
nodes of themes and sub-themes and trails of analyses
are available upon request.

Discussion

The value of this study is that, to the best of the authors’
knowledge, it is the first study to examine, from the
first-person perspective of clients diagnosed with BD,
the roles played by PSWs and regular health profes-
sionals in contributing to recovery from BD in a non-
Western context. The impact of the study also lies in its
potential to advance our understanding of helpful know-
ledge, as interpreted by PSWs and professionals in men-
tal healthcare settings. There has been a gradual
emergence of lived experience or expert-by-experience
knowledge in psychiatry across the globe in the last two
decades [49-51]. Yet, there has been virtually no effort
to develop strategies for integrating technical and
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expert-by-experience knowledge. At the same time, the
evidence for peer support services in the mental health
arena is increasing accumulatively in countries acknowl-
edged to have advanced psychiatric care, including the
US, Australia, and, more recently, Hong Kong [14, 19,
21, 24, 52]. For example, a recent randomized controlled
trial conducted in Germany found that participants with
severe mental illnesses in one-to-one peer support ser-
vices showed statistically significant improvements in
self-efficacy, compared with the control group [20].

Consistent with our previous study, which showed
that the strongest predictor of recovery for adults with
BD in clinical remission is “respect, hope, and em-
powerment” [47], the present study’s findings add that
knowledge acquisition or sharing between clients and
health professionals or PSWs plays a crucial role in
promoting recovery in this population. What surprised
us is that what impressed the participants most was not
the different types of knowledge (technical or expert-
by-experience knowledge conveyed by mental health
practitioners and PSWs, respectively), but rather how
knowledge was being shared. Knowledge must be
shared between clients and health practitioners in an
empathic and hope-instilling manner and role models
speak convincingly to clients [10, 53]. These three as-
pects of the findings resonate almost perfectly with
earlier studies about the change model for peer support
interventions and the mechanism involved in the bene-
ficial impacts of peer support services in mental health
services [16, 27]. Based on extensive qualitative case
studies exploring the introduction of PSWs into 10
mental health services in voluntary and statutory sec-
tors in England, Gillard et al. (2015) found that:

Building trusting relationships based on shared lived
experience was the primary mechanism underpinning
peer worker interventions [...]. We observed two parallel
mechanisms flowing from the relationship: role-modeling
of recovery by peer workers; engaging service users with
mental health services and the community. In-house
evaluations of peer worker initiatives often refer to the
important role played by peer workers in demonstrating
recovery and promoting a sense of hope. [27, italics
added].

A recent meta-analysis review reiterated the para-
mount importance of the crucial quality of empathy in
therapeutic relationships [54]. The review confirmed that
therapeutic alliances between service practitioners and
clients were significantly related to the client’s percep-
tions of the practitioner’s level of empathy and genuine-
ness. Empathic understanding and how it is manifested
between two individuals is heavily culture-bound and
mediated by verbal and non-verbal expression [55]. Fol-
lowing a discussion of culture and knowledge acquisition
to support recovery from BD, the present study offers
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mixed findings. While the participants regarded mental
health professionals and PSWs as having different roles,
as well as different knowledge to support them effect-
ively (see Results: Theme 2, SU2), some participants held
a hierarchical view of power and knowledge in regard to
mental health professionals and PSWs. Literature re-
views found that the barriers to implementing PSWs’
roles in mental health services include misunderstanding
and negative attitudes toward PSWs, a lack of interest of
clients, a lack of recovery-oriented culture [23, 26], and
occupational domain challenges amongst PSWs (e.g., a
lack of skills using one’s lived experience, stigma at-
tached to the label of a peer provider) [25]. Perhaps cul-
tural issues in knowledge acquisition are unique to the
development of peer support services in Hong Kong and
other non-Western countries in general [44]. A recent
pilot randomized controlled trial conducted in Tokyo,
Japan, found that participants in a PSW-led shared
decision-making intervention group reported a signifi-
cantly more positive view of their relationship with their
treating psychiatrists, compared to the control group
[24]. Among some participants of the present study, only
regular mental health workers were considered as pro-
fessionals, knowledge was heavily organized in a hierar-
chal fashion (e.g., medical or nursing professionals hold
technical knowledge and pass it to patients; see Table 1)
and was not co-constructed, and advice from PSWs was
to be treated with caution (see Results: Theme 2, SU24).
Moreover, some participants in this study perceived
mental health professionals and PSWs as belonging to
two separate groups (see Results; Theme 2, SU29) with-
out realizing that some health professionals also have
their own lived experience of mental health issues but
cannot identify themselves as such for a variety of rea-
sons, such as fear of breaching confidentiality and
stigmatization [56]. For instance, it was estimated that
10-20% of doctors become depressed and are at greater
risk of suicide or substance misuse than the general
population [56, 57]. The proportion of the mental health
workforce that has lived experience of mental health is-
sues and how these individuals make use of their first-
hand experience (or do not) to contribute to their cli-
ents’ recovery remains a heavily under-researched topic.
This study has several limitations. First, we were
not successful in recruiting people who were newly
diagnosed with BD or new to the healthcare system.
It might be that such people were still in the initial
stages of coming to terms with their illness and had
not started to use peer support services or were not
ready to be involved in psychosocial research. More-
over, other clinical characteristics of clients, such as
their history of psychotic features and the “dose” of
peer support services received (e.g., nature of the ser-
vices and the frequency of receiving the support) were
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not available in current study. Future research should
include these variables so as to expand our under-
standing of how peer support works in different sub-
types of BD in both Western and non-Western
settings. Furthermore, the experiences reported by the
research participants about how they used technical
and expert-by-experience knowledge were not triangu-
lated by the service providers. Lastly, while this study
provides useful findings regarding the application of
PSWs in non-Western culture, this may also limit the
generalizability of findings to only Asian populations.

Directions for future research include: 1) the design
and implementation of a quantitative study to meas-
ure the categories of knowledge or information (e.g.,
scientific, expert-by experience, or service-related
knowledge) covered by professionals and PSWs, in
order to further investigate the distinctive roles played
by mental health professionals, PSWs, and those with
a dual background; 2) a longitudinal study of a series
of paired case studies (i.e., collecting triangulated data
[such as dose of services] from clients with BD [initial
and advanced stages of recovery], PSWs, and mental
health professionals) over time will shed further light
on the topic.

Conclusion

The present study has improved our understanding of
how clients apply the knowledge gained from mental
health professionals and PSWs in making healthcare
and everyday life decisions. Such an understanding
can help service providers to determine effective ways
of developing and delivering healthcare information
via various clinical encounters. The present findings
can be used to generate important guidance (e.g., es-
tablishing therapeutic alliances, in-depth sharing of
recovery journeys) to enhance the knowledge ex-
change between clients and health practitioners, in
order to improve the care of patients with BD. They
are particularly helpful to clients who are unfamiliar
with the mental health system and newly developed
interventions, such as peer support services. Finally,
the present project is one of the few studies in non-
Western countries to adopt a partnership between cli-
ents and academic researchers in the mental health
field. Accessing clients’ expert-by-experience repre-
sents an important step in recognizing their contribu-
tion to the co-construction of knowledge [37, 51]. We
are hopeful that the present project will encourage
the creative incorporation of PSWs into psychiatric
research, into the conceptualization, design, imple-
mentation, data interpretation, and dissemination of
results, and thereby facilitate improvements in service
provision in a resource-limited health sector [58, 59].



Tse et al. BMC Psychiatry (2019) 19:368

Abbreviations
BD: Bipolar disorder; ICCMW: Integrated Community Centre for Mental
Wellness; NGO: Non-governmental organization

Acknowledgements

The authors would like to thank the agencies and hospitals that assisted
with participant recruitment. The authors would also like to thank the clients
who participated in this study for sharing their stories.

Authors’ contributions

ST conceived and designed the study. ST and WY prepared the interview
guide and AK advised on the contents of the interviews. WY conducted all
interviews and reviewed the data regularly with ST during the data
collection phase. ST, WY, and QL analyzed the data and prepared the initial
draft of the manuscript. GM and LD provided expertise in regard to the
conceptual framework and the interpretations. All authors critiqued the
interpretations of data for the work and participated in the refinement of the
content. The entire team approved the final version of the manuscript.

Funding

The study is funded by the General Research Fund of the Research Grants
Council, Hong Kong SAR (project number: 17611815). The study funder has
no role in the study design; the collection, management, analysis, and
interpretation of data; the writing of the report; and the decision to submit
the report for publication.

Availability of data and materials
Supporting data will not be made available as they contain indirect
identifiers and releasing them could breach clients’ confidentiality.

Ethics approval and consent to participate

Ethical approval was obtained from the Institutional Review Board of the
University of Hong Kong/Hospital Authority Hong Kong West Cluster
(UW15-154). All participants gave informed written consent to participate in
the study.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Author details

'Department of Social Work and Social Administration, The University of
Hong Kong, Hong Kong, China. “Current address: Department of Counselling
and Psychology, Shue Yan University, Hong Kong, China. *Department of
Psychological Sciences, Swinburne University of Technology, Melbourne,
Australia. *Yale Program for Recovery and Community Health, Yale University,
New Haven, USA.

Received: 17 January 2019 Accepted: 11 November 2019
Published online: 26 November 2019

References

1. Merikangas KR, Jin R, He J-P, Kessler RC, Lee S, Sampson NA, et al.
Prevalence and correlates of bipolar spectrum disorder in the world mental
health survey initiative. Arch Gen Psychiatry. 2011;68(3):241-51.

2. Ferrari AJ, Saha S, McGrath JJ, Norman R, Baxter AJ, Vos T, et al. Health
states for schizophrenia and bipolar disorder within the global burden of
disease 2010 study. Popul Health Metr. 2012;10(16):1-7.

3. Whiteford HA, Degenhardt L, Rehm J, Baxter AJ, Ferrari AJ, Erskine HE, et al.
Global burden of disease attributable to mental and substance use
disorders: findings from the global burden of disease study 2010. Lancet.
2013;382(9904):1575-86.

4. Grande |, Vieta E. Pharmacotherapy of acute mania: monotherapy or
combination therapy with mood stabilizers and antipsychotics? CNS Drugs.
2015;29(3):221-7.

5. Strakowski SM. Bipolar disorder. Oxford: Oxford University Press; 2014.

6. Murray G, Suto M, Hole R, Hale S, Amari E, Michalak EE. Self-management
strategies used by 'high functioning'individuals with bipolar disorder: from
research to clinical practice. Clin Psychol Psychother. 2011;18(2):95-109.

9.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

Page 11 of 12

Leamy M, Bird V, Le Boutillier C, Williams J, Slade M. Conceptual framework
for personal recovery in mental health: systematic review and narrative
synthesis. Br J Psychiatry. 2011;199(6):445-52.

Todd NJ, Jones SH, Lobban FA. “Recovery” in bipolar disorder: how can
service users be supported through a self-management intervention? A
qualitative focus group study. J Ment Health. 2012;21(2):114-26.

Russell SJ, Browne JL. Staying well with bipolar disorder. Aust N Z J
Psychiatry. 2005;39(3):187-93.

Suto M, Murray G, Hale S, Amari E, Michalak EE. What works for people with
bipolar disorder? Tips from the experts. J Affect Disord. 2010;124(1-2):76-84.
Tse S, Yuen YM-Y, Suto M. Expected possible selves and coping skills
among young and middle-aged adults with bipolar disorder. East Asian
Arch Psychiatr. 2014;24(3):117-24.

Tse S, Tsoi EWS, Wong S, Kan A, Kwok CF-Y. Training of mental health peer
support workers in a non-western high-income city: preliminary evaluation
and experience. Int J Soc Psychiatry. 2013,60(3):211-8.

Rosenberg L. Addressing trauma in mental health and substance use
treatment. J Behav Health Serv Res. 2011,38(4):428.

Davidson L, Bellamy C, Guy K, Miller R. Peer support among persons with
severe mental illnesses: a review of evidence and experience. World
Psychiatry. 2012;11(2):123-8.

Deegan PE. The independent living movement and people with psychiatric
disabilities: taking back control over our own lives. Psychiatr Rehabil J. 1992;
15(3):3-19.

Moran GS, Russinova Z, Gidugu V, Yim JY, Sprague C. Benefits and
mechanisms of recovery among peer providers with psychiatric illnesses.
Qual Health Res. 2012;22(3):304-19.

Tse S, Mak WW, Lo IW, Liu LL, Yuen WW, Yau S, et al. A one-year
longitudinal qualitative study of peer support services in a non-Western
context: the perspectives of peer support workers, service users, and co-
workers. Psychiatry Res. 2017,255:27-35.

Davidson L, Chinman M, Kloos B, Weingarten R, Stayner D, Tebes JK. Peer
support among individuals with severe mental illness: a review of the
evidence. Clin Psychol Sci Pract. 1999,6(2):165-87.

Chinman M, George P, Dougherty RH, Daniels AS, Ghose SS, Swift A, et al.
Peer support services for individuals with serious mental illnesses: assessing
the evidence. Psychiatr Serv. 2014,65(4):429-41.

Mahlke Cl, Priebe S, Heumann K, Daubmann A, Wegscheider K, Bock T.
Effectiveness of one-to-one peer support for patients with severe mental
iliness — a randomised controlled trial. Eur Psychiatry. 2017;42:103-10.
Thomas EC, Salzer MS. Associations between the peer support relationship,
service satisfaction and recovery-oriented outcomes: a correlational study. J
Ment Health. 2018;27(4):352-8.

Steve G, Christine E, Sarah G, Jess H, Katherine O. New ways of working in
mental health services: a qualitative, comparative case study assessing and
informing the emergence of new peer worker roles in mental health
services in England. Health Services Deliv Res. 2014;2(19):5-8.

Repper J, Carter T. A review of the literature on peer support in mental
health services. J Ment Health. 2011;20:392-411.

Yamaguchi S, Taneda A, Matsunaga A, Sasaki N, Mizuno M, Sawada Y, et al.
Efficacy of a peer-led, recovery-oriented shared decision-making system: a
pilot randomized controlled trial. Psychiatr Serv. 2017,68(12):1307-11.
Moran G, Russinova Z, Gidugu V, Gagne C. Challenges experienced by paid
peer providers in mental health recovery: a qualitative study. Community
Ment Health J. 2013;49(3):281-91.

Vandewalle J, Debyser B, Beeckman D, Vandecasteele T, Van Hecke A,
Verhaeghe S. Peer workers' perceptions and experiences of barriers to
implementation of peer worker roles in mental health services: a literature
review. Int J Nurs Stud. 2016;60:234-50.

Gillard S, Gibson S, Holley J, Lucock M. Developing a change model for peer
worker interventions in mental health services: a qualitative research study.
Epidemiol Psychiatr Sci. 2015;24(5):435-45.

Proudfoot JG, Jayawant A, Whitton AE, Parker G, Manicavasagar V, Smith M,
et al. Mechanisms underpinning effective peer support: a qualitative analysis
of interactions between expert peers and patients newly-diagnosed with
bipolar disorder. BMC Psychiatry. 2012;12(1):196.

Tong J, Mitra A. Chinese cultural influences on knowledge management
practice. J Knowl Manag. 2009;13(2):49-62.

Mak WWS, Chen SX. lliness behaviors among the Chinese. In: Bond MH,
editor. The Oxford handbook of Chinese psychology. Oxford: Oxford
University Press; 2010.



Tse et al. BMC Psychiatry

31

32.

33.

34.
35.

36.

37.

38.

39.

40.

41,

42.

43.

44,

45.

46.

47.

48.
49.

50.

51.

52.

53.

54.

55.

(2019) 19:368

Ng RM, Pearson V, Pang YW, Wong N, Wong N, Chan F. The uncut jade:
differing views of the potential of expert users on staff training and
rehabilitation programmes for service users in Hong Kong. Int J Soc
Psychiatry. 2013;59(2):176-87.

Shaw I, Kauppinen K. Constructions of health and illness. Hants: Ashgate;
2004.

Thornton S. Supporting knowledge discovery in a research organisation. In:
Katsirikou A, Skiadas CH, editors. Selected papers from qualitative and
quantitative methods in libraries: theory and applications. New Jersey:
World Scientific; 2009.

Baker C. Cultural studies: theory and practice. London: Sage; 2008.

Freidson E. Profession of medicine: a study of the sociology of applied
knowledge. Chicago: University of Chicago Press; 1988.

Gabe J, Kelleher D, Williams G. Challenging medicine. New York, NY:
Routledge; 19%4.

Veseth M, Binder P-E, Borg M, Davidson L. Toward caring for oneself in a life
of intense ups and downs: a reflexive-collaborative exploration of recovery
in bipolar disorder. Qual Health Res. 2012;22(1):119-33.

Delmas K, Proudfoot J, Parker G, Manicavasagar V. Recoding past
experiences: a qualitative study of how patients and family members adjust
to the diagnosis of bipolar disorder. J Nerv Ment Dis. 2011;199(2):136-9.
Blixen C, Perzynski AT, Bukach A, Howland M, Sajatovic M. Patients’

perceptions of barriers to self-managing bipolar disorder: a qualitative study.

Int J Soc Psychiatry. 2016,62(7):635-44.

Maccabe JH. Intelligence in bipolar disorder: normal, impaired or enhanced?
Schizophr Res. 2012;136(s1):S37.

Vreeker A, Boks MPM, Abramovic L, Verkooijen S, van Bergen AH, Hillegers
MHJ, et al. High educational performance is a distinctive feature of bipolar
disorder: a study on cognition in bipolar disorder, schizophrenia patients,
relatives and controls. Psychol Med. 2016;46(4):807-18.

Kyaga S, Lichtenstein P, Boman M, Landén M. Bipolar disorder and
leadership - a total population study. Acta Psychiatr Scand. 2015;131(2):
111-9.

Tsoi E, Lo |, Chan G, Siu K, Tse S. How recovery oriented are mental health
services in Hong Kong? Snapshots of service users' perspectives. Asia Pacific
J Soc Work Dev. 2014;24(1-2):82-93.

Puschner B, Repper J, Mahlke C, Nixdorf R, Basangwa D, Nakku J, et al. Using
peer support in developing empowering mental health services (UPSIDES):
background, rationale and methodology. Ann Glob Health. 2019,85(1):53.
https://doi.org/10.5334/aogh.2435.

Creswell JW, Poth CN. Qualitative inquiry and research design: choosing
among five approaches. 4th ed. Thousand Oaks: Sage; 2017.

Wagstaff C, Palmer M, Salkeld R. An interpretative qualitative study into the
experience’s mental health peer mentor of an inner-city mentoring and
advocacy service. Psychiat Mental Disord. 2018;1:103-8.

Tse S, Murray G, Chung KF, Davidson L, Ng KL, Yu ACH. Exploring the
recovery concept in bipolar disorder: a decision tree analysis of
psychosocial correlates of recovery stages. Bipolar Disord. 2014;16(4):366-77.
Braun V, Clarke V. Using thematic analysis in psychology. Qual Res Psychol.
2006;3(2):77-101.

Fulford KWM. Oxford textbook of philosophy and psychiatry. Oxford: Oxford
University Press; 2006.

Berrios GE, Markova IS. The construction of hallucination: history and
epistemology. In: Blom JD, IEC S, editors. Hallucinations: research and
practice. New York: Springer New York; 2012. p. 55-71.

Wong MT. Ricoeur and the third discourse of the person: from philosophy
and neuroscience to psychiatry and theology. Oxford: Rowman & Littlefield;
2018.

Slade M, Amering M, Farkas M, Hamilton B, O'Hagan M, Panther G, et al.
Uses and abuses of recovery: implementing recovery-oriented practices in
mental health systems. World Psychiatry. 2014;13(1):12-20.

Borg M, Kristiansen K. Recovery-oriented professionals: helping relationships
in mental health services. J Ment Health. 2004;13(5):493-505.

Nienhuis JB, Owen J, Valentine JC, Winkeljohn Black S, Halford TC, Parazak
SE, et al. Therapeutic alliance, empathy, and genuineness in individual adult
psychotherapy: a meta-analytic review. Psychother Res. 2018;28(4):593-605.
Lorié A, Reinero DA, Phillips M, Zhang L, Riess H. Culture and nonverbal
expressions of empathy in clinical settings: a systematic review. Patient
Educ Couns. 2017;100(3):411-24.

56.

57.

58.

59.

Page 12 of 12

Brooks SK, Gerada C, Chalder T. The specific needs of doctors with mental
health problems: qualitative analysis of doctor-patients' experiences with
the practitioner health Programme. J Ment Health. 2017,26(2):161-6.
Firth-Cozens J. A perspective on stress and depression. In: King J,
Hutchinson A, McAvoy P, editors. Understanding doctors’ performance.
Oxford: Radcliffe Publishing; 2006. p. 22-5.

Rose D, Carr S, Beresford P. Widening cross-disciplinary research for mental
health’: what is missing from the Research Councils UK mental health
agenda? Disabil Soc. 2018;33(3):476-81.

Szmukler G, Staley K, Kabir T. Service user involvement in research. Asia Pac
Psychiatry. 2011;3(4):180-6.

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

Ready to submit your research? Choose BMC and benefit from:

e fast, convenient online submission

o thorough peer review by experienced researchers in your field

 rapid publication on acceptance

o support for research data, including large and complex data types

e gold Open Access which fosters wider collaboration and increased citations
e maximum visibility for your research: over 100M website views per year

K BMC

At BMC, research is always in progress.

Learn more biomedcentral.com/submissions



https://doi.org/10.5334/aogh.2435

	Abstract
	Background
	Methods
	Results
	Conclusions

	Background
	Recovery approach and peer support service
	Knowledge acquisition to support recovery
	Peer support services and bipolar illness
	Study aim and research questions

	Method
	Design
	Participants and setting
	Data collection
	Procedure and research rigor

	Results
	Theme 1: making sense of the knowledge provided by mental health professionals and PSWs
	Empathic understanding is more important than sharing knowledge
	Knowledge about mood changes, medication, and remaining hopeful

	Theme 2: critical perspectives on technical and expert-by-experience knowledge
	When the role of PSWs was not clear or the PSWs were inexperienced, expert-by-experience knowledge was less helpful
	Technical and expert-by-experience knowledge were different but somewhat related

	Theme 3: it is more than mere knowledge transfer

	Discussion
	Conclusion
	Abbreviations
	Acknowledgements
	Authors’ contributions
	Funding
	Availability of data and materials
	Ethics approval and consent to participate
	Consent for publication
	Competing interests
	Author details
	References
	Publisher’s Note

