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“At its best, peer support should begin a process of building 
‘affiliation’ but not end there. People have felt alone in their 
‘otherness’ for a long time and need to practice ‘their new 
identities’ within a context of safety and mutual support”. 

(Mead et al., no date)
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1. Executive Summary 
 

 
 

1.1 The need for this research 
 
Peer support can be defined as “a system of giving and receiving help founded on key principles 

of respect, shared responsibility, and mutual agreement of what is helpful”, based on shared 

lived experience (Mead, 2003). Peer support is distinct from professional or clinical support, 

generally promoting a wellness model that focuses on strengths and recovery. The three primary 

values of peer support are: equal power relationships; reciprocal roles of helping and learning; 

and a “whole of life” rather than illness-focused approach (Gillard, 2019). 

 

There is a considerable research evidence base exploring peer support, with most of it emerging 

over the last 10–15 years and from the field of mental health. Research on peer support within 

the context of the treatment of addictions is more limited in scope. Little research has been 

done to explore the efficacy of peer support for people experiencing gambling harms. Research 

in other areas has generally found peer support to be safe, beneficial and a complementary 

resource to professional services (Suresh et al., 2021). In their research, Nesta and National 

Voices (no date) found that the most promising types of peer support are: face-to-face groups 

run by trained peers which focus on emotional support, sharing experiences, practical activities 

and education; one-to-one support offered face-to-face or by telephone; online forums, 

particularly for improving knowledge and anxiety; and support offered regularly for three to six 

months. In the substance misuse and addiction fields, Tracy and Wallace (2016) found those who 

participated in peer support showed higher rates of abstinence, reduced rates of relapse, 

improved social support perceptions, and reductions in feelings of guilt or shame. Engagement 

with peer support services is also reported by Trachtenberg et al. (2014) to lead to reductions 

in harmful alcohol and drug use, feelings of empowerment and improved self-esteem and 

confidence, improvements in health, improvements in community integration and social 

functioning, and improvements in stability in employment, education and training.  

 
Despite the evidence base from mental health and drug and alcohol support services, there 

remain significant gaps in our knowledge of peer support. In general, according to Eddie et al. 

(2019), there are open questions about the necessary amount and intensity peer support 

interventions, the optimal contexts for provision of these services, the appropriate skill levels 

for peers, for whom and under what conditions these interventions have most utility, cost 

benefits to healthcare organisations, and how peers should be trained in order to develop “best 

practice” models. Puschner et al. (2019) argue that cultural competence should be addressed 

by evaluating the impact of ethnicity, gender and other psychosocial or socio-economic factors 

on the effectiveness of peer support. Finally, Nesta and National Voices (no date) argue that 

some of the questions yet to be answered include: What influences whether or not people 

participate in peer support? Is training needed to provide effective peer support? Does the 

duration of peer support make a difference? What are the longer-term impacts of peer support? 

And what are the fundamental characteristics needed to ensure successful peer support? 

 

The research conducted in 2021, with funding from Microgaming, centred on the support needs 

of women (Riley, 2021). One the findings was the need for increased provision of women-only 

support services. The ongoing perception that support services are mainly geared towards men 

has had the effect of deterring women from seeking help. Some of the women in the research 
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had avoided support groups because they anticipated there would be no other women attending, 

a prospect they found intimidating, while some attended but found it uncomfortable discussing 

issues related to sexual abuse or reproductive health. In such instances they would self-censor 

and not talk about these topics. Some of the women were resilient and stuck at it for the sake 

of their recoveries, while some left the groups after a short time. The women also wished that 

through gambling treatment and support services they could more easily access support from 

their peers with lived experience. They consistently spoke of how essential peer support was to 

their recoveries, enabling them to feel understood, validated, less alone and less ashamed. Peer 

support also enabled the women to meet people who were further into their recoveries, giving 

them hope and fortitude, and being part of a peer support group also gave them a feeling of 

accountability to the group, which assisted their recovery.  

 

The research by Riley (2021) gives a small insight into the ways in which peer support groups can 

work for women, but there are still many unanswered questions. The launch of Betknowmore 

UK’s women-only peer support service, New Beginnings, in May 2022 presented a need and an 

opportunity to explore in greater depth the potential of women’s peer support groups, 

supplemented with research into other similar services for women and for men. As the range of 

women-only peer support groups grows to address gambling harms, it is important that this 

expansion is properly informed by research that captures the voices of women with lived 

experience of these services. 

 

 

1.2 Research aims and questions 
 
This short project, building upon research funded by Microgaming in 2021, explored the benefits 

and challenges of peer support groups for people experiencing gambling harms, with an emphasis 

on peer support for women. Peer support as a support delivery model has grown rapidly in 

popularity over recent decades, but within the field of gambling harms, little research has been 

done to assess its efficacy. Peer support services in this field are now offered by a range of 

providers, for example Betknowmore UK offers Peer Aid and has also just launched New 

Beginnings, a women-only peer support group. Given the widely acknowledged reluctance of 

women to seek support for the gambling harms they are experiencing, women-only groups are 

seen as a way to reach women who may be otherwise unwilling to engage with services. This 

qualitative research explored the gambling peer support groups currently on offer to women in 

the UK, exploring the strengths and weaknesses of the groups for women who attend them and 

for the organisations that provide them. Owing to the small number of women-only groups run 

by other women with lived experience, the research also looked at peer support groups in 

general from the perspective of peer support workers, enabling comparisons and general 

recommendations to be made. 

 

Arising from the literature and the research Betknowmore UK conducted in 2021 on support 

services for women, the following research questions were identified: 

 

1. How do peer support groups for gambling harms operate and meet the needs of their 

members? 

2. What are the strengths and benefits of women-only gambling peer support groups? 

3. What challenges do peer support groups present as a support delivery model? 

4. What is best practice for peer support groups to make them safe and effective? 
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1.3 Key findings 
 

• Peer support groups enabled the women and men who attended these groups to feel 

understood, sometimes for the first time. This was achieved through the sharing of lived 

experience that fostered equality and acceptance between all group members (including 

peer support workers). As such people felt less alone in their experience of gambling 

harms, be they gamblers in recovery or affected others. This was especially true for 

women, many of whom had never met another woman experiencing gambling harms. The 

absence of lived experience of gambling harms by clinicians was seen as a weakness of 

clinic support, the strengths of which were generally regarded to lie elsewhere.  

 

• The lived experience upon which peer support groups are founded led to trust within the 

groups and diminished fears of judgement, thereby encouraging open and honest 

communication, resulting in deep connections and transformative relationships. This was 

especially so for women, with women-only groups providing them with a space in which 

they felt sufficiently comfortable, understood and safe to really express and be 

themselves. 

 

• Peer support groups enabled both peers and peer support workers to build confidence 

and hope. This was especially true for women (both gamblers in recovery and affected 

others) who had previously been isolated in their experience. Confidence came through 

a growing ability to speak and through the security of being heard, being understood and 

not being judged.  

 

• Peer support groups enabled the participants to learn, giving them access to other 

people’s experiences of recovery and thereby learning practical strategies for recovery 

but also the practice of open communication, as well as learning about themselves and 

their emotional responses.   

 

• The peers and peer support workers who took part in this research valued the diversity 

of experience within their groups, even diversity within groups just for women or just 

for affected others, for this allowed them to learn more, for example, younger people 

learning from older people, the partners of gamblers learning from the parents of 

gamblers, and gamblers learning from affected others and vice-versa.  

 

• The two-way process of giving and receiving of advice and support was transformational 

for some peers and peer supporters, for it built their self-esteem and enabled them to 

begin to turn their negative experiences into something positive.  

 

• For some people, peer support groups fostered their commitment to recovery, creating 

a sense of accountability to the group. This could, however, have the side-effect of 

making people reluctant to admit to any relapse, or having a detrimental impact on the 

group if a key member did relapse.  

 

• Offering peer support groups for specific groups of people, such as women, or people at 

different stages of recovery, was found to be valuable. For women, groups exclusively 

for them were felt to enable them to feel less stigmatised as women gamblers, as well 

as giving them the opportunity to discuss issues relevant to their gambling which they 
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felt unable to talk about in the presence of men. Nevertheless, diverse groups of mixed 

ages, mixed gambling experiences, mixed recovery experiences, mixed ethnicities and 

genders presented opportunities for more learning and transformation. 

 

• Peer support groups could be offered as aftercare, they could replace clinical support 

all together, and were found to be suited to the crisis stage of recovery as much as to 

the legacy harm stage. They were also offered in a wide range of formats such a long-

term drop-in groups, fixed-term groups with fixed membership, and online support 

forums. Each format had a range of pros and cons, but some formats were clearly better 

suited to some specific groups of people with specific support needs. 

 

• In the long term it was found peer support groups can grow stale, threatening 

recruitment and retention, and generally, it was recognised by the peer support workers 

who contributed to this research that it was harder to recruit people to groups than to 

one-to-one support.  

 

• The online provision of peer support groups has facilitated access to support of gambling 

harms, especially benefitting women who are time poor. Digital delivery was not without 

problems for peer support workers, however, including group management and 

potentially access and safeguarding issues. Meeting in person, even occasionally, was 

argued to enable greater connections and commitment. 

 

• Groups needed wrap-around support to promote engagement and to prevent relapse, 

such as referrals to additional or alternative services, support while people were on 

waiting lists and support upon exit from a group. 

 

• Small peer support groups were found to be preferable to large groups because they 

enabled people have more time to talk and they were also easier for peer support 

workers to manage.  

 

• Peer support workers used their lived experience differently, with some being explicit 

and upfront in their disclosure, while others only disclosed when necessary and instead 

encouraged peers to share their lived experience. Boundaries around the use of lived 

experience were important to protect peer support workers and to ensure that peer 

support was effective.  

 

• Both peer support workers and peers needed to be kept safe in peer support groups. 

Groups had ground rules in place, but these were sometimes hard to enforce, especially 

in groups delivered online. Safeguarding of peers involved careful screening, having two 

facilitators in each session, and having sufficient contact information to allow peers to 

be reached outside of the groups. Training for peer support workers was necessary as a 

means to help safeguard both peers and peer support workers, as well as enabling the 

groups to be as effective as possible. 

 

• Training of peer support workers helped them to manage group dynamics, improve their 

communication skills and know how to use their lived experience to best effect and the 

provision of clinical support to peer support workers enabled support workers to not only 

reflect on their group practice but also give them space to address any personal needs. 
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1.4 Key recommendations 
 

• Peer support groups targeted at specific population groups are a valuable means to reach 

people who may otherwise not engage with support services. They can reduce shame 

and stigma, as well as helping address their specific needs in an environment that feels 

safe. Diversity within peer support groups does, however, align with the value of 

inclusivity that underpins peer support and diversity also enables greater opportunities 

for learning.  

 

• Providers of peer support groups can frame these groups not only as aftercare but as 

valuable during any stage of recovery and of equal worth to clinical support. 

 

• While the format of groups (drop-in, fixed term, etc.) may vary, peer support groups 

should be kept small in size as this facilitates greater communication and connections to 

be built, as well as being easier to manage. 

 

• Providers of peer support groups need to pay ongoing attention to keeping the content 

and relationships within the groups fresh in order to avoid problems recruiting and 

retaining peers. Long-term dependency on a group should also monitored and addressed. 

 

• While online provision of groups facilitates access to support, efforts should be made to 

provide some face-to-face contact in order to strengthen relationships and commitment. 

 

• Wrap-around support for groups should take the form of referrals to other services but 

also pre- and post-group support to encourage engagement with the service and to guard 

against relapse. 

 

• Peer support workers can come under considerable pressures that can impact upon their 

own wellbeing and recoveries. Not all people with lived experience are ready or able to 

provide peer support. 

 

• Training should avoid the depersonalisation of a peer support service but provide high-

quality education and support to enable peer support workers to know how to set their 

own boundaries, use their lived experience to best effect, and manage groups safely and 

effectively. 

 

• Ground rules for peer support groups should be established and adhered to in order to 

maintain the safety of both peers and peer support workers. 

 

• The provision of clinical support for peer support workers is best practice, enabling them 

to safeguard their own wellbeing and reflect upon their practice as a peer support 

worker. 
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2. Introduction  
 

 
 

2.1 The purpose of the research 
 
This short project, building upon research funded by Microgaming in 2021, explored the benefits 

and challenges of peer support groups for people experiencing gambling harms, with an emphasis 

on peer support for women. Peer support as a support delivery model has grown rapidly in 

popularity over recent decades, but within the field of gambling harms, little research has been 

done to assess its efficacy. Peer support services in this field are now offered by a range of 

providers, for example Betknowmore UK offers Peer Aid and has also just launched New 

Beginnings, a women-only peer support group service. Given the widely acknowledged 

reluctance of women to seek support for the gambling harms they are experiencing, women-

only groups are seen as a way to reach women who may be otherwise unwilling to engage with 

services. This qualitative research explored gambling peer support groups currently on offer to 

women in the UK, exploring the strengths and weaknesses of the groups for women who attend 

them and for the organisations that provide them. Owing to the small number of women-only 

groups run by other women with lived experience, the research also looked at peer support 

groups in general from the perspective of peer support workers, enabling comparisons and 

general recommendations to be made. 

 
 

2.2 Research questions 
 
Arising from the literature and the research Betknowmore UK conducted in 2021 on support 

services for women, the following research questions were identified: 

 

1. How do peer support groups for gambling harms operate and meet the needs of 

their members? 

2. What are the strengths and benefits of women-only gambling peer support 

groups? 

3. What challenges do peer support groups present as a support delivery model? 

4. What is best practice for peer support groups to make them safe and effective? 

 

 

2.3 Methodology 
 
The research, begun in the summer of 2022, aimed to capture and explore the experiences of 

women who have engaged in peer support groups and those of stakeholders who offer peer 

support services. As such semi-structured interviews were conducted with 11 women and with 

10 stakeholders (of whom seven were women and four men, and all but one of whom had their 

own lived experience of gambling harms). Stakeholder interviews were conducted by the 

principal researcher in conjunction with a male researcher with lived experience of gambling 

harms and of both providing and receiving peer support. His insight and experiences proved to 

be invaluable in asking probing questions of the stakeholders. The interviews with the women 

participants were conducted by the principal researcher alone. All were conducted online and 

lasted between 30 minutes and an hour.  
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The 11 women who were interviewed had experiences of peer support provided through 

Gamblers Anonymous, Peer Aid, New Beginnings, GamFam and also online peer support forums. 

Many also had experiences of group counselling which of course has an element of peer support 

but is led by a qualified counsellor (sometimes with their own lived experience) rather than peer 

supporter. The stakeholders represented Betknowmore UK, GamLearn, The Broke Girl Society, 

Breakeven, GAMILY, GamFam and Gordon Moody. Prior to interview, participant information 

sheets were sent to all the women and the stakeholders, explaining the purpose of the research 

and seeking informed consent. All the women were assigned pseudonyms to ensure their 

anonymity. While stakeholders generally consented for their names to be known, it was decided 

to also make their contributions anonymous because this report is not about particular services, 

but peer support groups for gambling harms in general. The women participants were each given 

a £15 voucher in gratitude for their participation, while the stakeholders who were interviewed 

did not receive vouchers. 

 

Following the interviews, transcripts were made and constant comparison analysis was 

conducted. Constant comparison analysis involves the comparison of interpretations and findings 

as they emerge from the data analysis. “Content analysis, or analyzing the content of interviews 

and observations, is the process of identifying, coding, and categorizing the primary patterns in 

the data” (Dye et al., 2000). It is thus an iterative process ideal for qualitative research. The 

script content of each transcription was split into small units, and a descriptor applied to each 

of the units. These were then grouped into categories or themes, with the categorising being a 

fluid process of continual reflection and reassessment. The overarching themes that emerged 

from the analysis then formed the structure of the main findings of the research, which also 

include distinctive or contradictory findings, as well those built on consensus.  

 
 

2.4 Ethics 
 
The involvement of people with lived experience of gambling harm was central to this research. 

According to GambleAware (2020), it is important that the inclusion of people with lived 

experience of gambling harm in research is ethical, safe and empowering. Given the women’s 

ongoing or potential future needs for support, this raises ethical questions with regard to 

women’s perceived freedom to speak honestly about peer support services, especially those 

provided by Betknowmore UK. In addition to gaining their informed consent, the women were 

told that their frank opinions were sought in interview and that their identities would be 

protected, and it was also explained to them that they could withdraw from the research before, 

during or after interview.  

 

Because this research is not about the strengths and weaknesses of particular peer support 

services, the decision was also made to anonymise the stakeholders interviewed, even though 

most had given permission for their names to be disclosed. It is important that the focus be on 

the overall lessons to be learnt from peer support groups, rather than on specific services as the 

aim was not to evaluate named services. In the analysis chapters of this report, the stakeholders 

are simply referred to as peer support workers (PSWs), while the women peers who attend groups 

were assigned pseudonyms to protect their identities. 

 

All data and information collected from the research participants were confidential, with any 

identifying information about participants unavailable to anyone not directly involved in the 

research. Confidentiality is not only essential for reasons of ethics and safety, but also helps 
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ensure that the information collected is of high quality. Recordings were made of each focus 

interview and these were stored as password-protected electronic data files. Password-

protected files were also generated for transcripts and all data collected by the project were 

held in accordance with data protection legislation.  

 

GambleAware (2020) draws the attention of researchers in this field to the importance of 

language, arguing that some terms can alienate and offend participants, thereby causing and 

exacerbating harm. Appropriate language is not only important when interacting with people 

with lived experience, but also when writing up research. GambleAware’s recommendation is 

that language and terminology should describe the behaviour of the person and not reduce the 

person to their behaviour, for example avoiding phrases such as “gambling addict” 

(GambleAware, 2020). These recommendations were followed, but the language used by 

interviewees themselves was not changed to reflect such sensitivities. 

 

 

2.5 Limitations 
 

This research is based on a small sample of participants who chose to take part in the research. 

The sample is not representative of all women who participate in peer support groups. In 

addition, time constraints did not allow for a comprehensive survey of all gambling peer support 

groups in the UK, nevertheless the stakeholders interviewed represented a diverse range of peer 

support services: online forums, digitally delivered groups, in-person groups, and groups for 

affected others, as well as those directly affected by gambling harms. Despite the small sample 

size, it was soon found that data saturation was achieved when talking to the women who attend 

groups and the stakeholders who provide them. Regardless, the small sample size is a limitation 

of this research. The female participants in peer support groups were predominantly white 

British, with good levels of spoken English. This is both a weakness of this research and of 

gambling treatment and support services in general, which often fail to engage with diverse 

communities. The women participants did, however, represent a range of ages and socio-

economic groups, as well as coming from diverse areas of the UK. 
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3. Peer Support in the Literature 
 

 
 

3.1 Defining peer support 
 

Definitions of peer support are many but very similar in nature and focus upon the mutual sharing 

of support on the basis of similar lived experience. While it is recognised that peer support 

occurs naturally and informally and stems from shared experiences and the human ability to 

empathise, within the context of service provision, peer support is intentionally developed by 

professional organisations as a means to deliver support (Barker and Maguire, 2017). Examples 

of definitions of peer support include: “Peer support is an evidence-based approach to increasing 

engagement in health-related self-management through the provision of social support by 

someone of similar background and life experience” (Dennis, 2003); “Peer support promotes 

person-centred recovery by enabling contact between people with lived experience to foster a 

sense of connectedness by communicating shared experiences” (Ibrahim et al., 2020); “Peer 

support is defined as the social and emotional support offered by an individual in equal standing, 

founded on respect, shared responsibility, and a mutual agreement of what is helpful” (Suresh 

et al., 2021); and “Peer support is, of course, what we do when we recognise our shared 

experiences of disadvantage and distress, make an inter-personal connection on that basis, and 

come together to support and learn from each other” (Gillard, 2019). Most frequently cited is 

Mead’s definition of peer support as “a system of giving and receiving help founded on key 

principles of respect, shared responsibility, and mutual agreement of what is helpful”, based on 

shared lived experience (Mead, 2003).  

 

An important addition is the distinction made between peer support and professional or clinical 

support. “Peer support is not based on psychiatric models and diagnostic criteria” (Mead et al., 

no date). Instead, peer support is generally described as promoting a wellness model that focuses 

on strengths and recovery: “the positive aspects of people and their ability to function 

effectively and supportively, rather than an illness model, which places more emphasis on 

symptoms and problems of individuals” (Repper and Carter, 2011). The differences between 

peer support and professional support are not only central in defining what peer support is (or 

isn’t) but also in maintaining the integrity of peer support. Thus “maintaining its non-

professional vantage point is crucial in helping people rebuild their sense of community when 

they’ve had a disconnecting kind of experience” (Mead and MacNeil, 2004). According to 

Puschner et al. (2019), peer support emphasises person-centred outcomes, such as social 

inclusion and empowerment, rather than traditional clinical outcomes. As such “peers can 

support their own recovery and the recovery of others through practical and emotional support, 

positive self-disclosure, promoting hope, empowerment, self-efficacy, and expanding social 

networks” (Puschner et al., 2019). 

In exploring the characteristics of peer support, researchers have identified the key principles 

that distinguish it from other forms of support. These include authentic empathy and validation 

(Repper and Carter, 2011); the peer principle (affiliation based on similar life experience and 

equality); the helper principle (being helpful to someone else is also self-healing); empowerment 

(finding hope and taking personal responsibility); advocacy (self and system advocacy); choice 

and decision making opportunities; skill development; positive risk taking; reciprocity; support; 

sense of community; self-help; and developing awareness (Mead and MacNeil, 2004). Mead et al. 

(no date) list the principles and practices of peer support as: turning oppression into 
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consciousness; self-awareness and self-reflection; creating dialogue; understanding mutuality 

and reciprocity; honest direct communication; flexible boundaries; shared power; shared 

responsibility; creating new ways of making meaning; empathy and accountability; respect; an 

absolute belief in the recovery of everyone; valuing community; having fun; not using symptoms 

as an excuse for bad behaviour; being held accountable; mutual validation; taking care of 

yourself; giving and receiving critical feedback; learning to work through conflict; and 

understanding larger cultural and political issues. Within the context of peer support for people 

experiencing addictions, Hutchison et al. (2018) argue for the importance of the concept of 

“service”, meaning that once members desist from their addiction for a time period, they are 

encouraged to become a “sponsor” to provide help and support to those newer to recovery 

(Alcoholics Anonymous, 1952, cited in Hutchison et al., 2018). This reciprocity is also a founding 

feature of peer support. 

Summarising the principles upon which peer support services should be developed, delivered 

and evaluated, Gillard et al. (2017) argue that peer support services should: support the building 

of safe, trusting relationships based on shared lived experience; ensure that the values of 

mutuality and reciprocity underpin peer support relationships; promote the validation and 

application of experiential knowledge in the provision of peer support; enable peers to exercise 

leadership, choice and control over the way in which peer support is given and received; and 

empower peers to discover and make use of their own strengths, and to build and strengthen 

connections to their peers and wider communities. Peer support thus has a values-base that is 

“grounded in naturally occurring, real-world interactions between people supporting each other 

with their emotional distress” (Gillard, 2019), and the three primary values can be argued to 

be: equal power relationships; reciprocal roles of helping and learning; and a “whole of life” 

rather than illness-focused approach (Gillard, 2019).  

 

 

3.2 The history of peer support 
 

In its natural form, informal peer support has a very long history (Ibrahim et al., 2020), and as 

a formal or intentional model of care, it can be dated back to the “moral treatment era” in 

France at the end of the 18th century. In England, the Lunatic Friends’ Society is the earliest 

peer support group in mental health, dating to the middle of the 19th century, and some peer-

run groups also formed in Germany in the late 19th century (Shalaby and Agyapong, 2020). As a 

model of community-based practice, it is distinct from the case management model and since 

it was first introduced as a service in community mental health care, it has become increasingly 

adopted around the world, transforming mental health towards a recovery orientation (Ibrahim 

et al., 2020). Indeed, peer support grew not in harmony with traditional “top-down” 

conventional mental health treatment models, but as a rejection of them. 

 

Peer support as a mental health resource has grown exponentially since the 1990s, especially in 

North America and Europe, as well as Australia and New Zealand. According to Suresh et al. 

(2021), in the US alone peer support services by and for people with mental health issues more 

than double traditional, professional mental health organisations, and in most states peer 

support is now reimbursable under Medicaid. In Australia and the UK, statutory mental health 

services are now mandated to involve patients in service development and delivery (Ibrahim et 

al., 2020), for example the UK’ s Stepping Forward to 2020/21 mental health workforce plan 

proposed the development of new peer worker roles among 8000 new non-traditionally qualified 

jobs (Gillard, 2019). Puschner et al. (2019) give additional examples of peer support in mental 
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health provision: long-standing “trialogue” projects which bring together people with psychosis, 

carers and professionals to initiate role change in German-speaking countries; the “Experienced 

Involvement” (peer counselling education curriculum) EU-funded project in six European 

countries; consumer-provider programs in order to integrate users as providers in mental health 

services in Israel; Brain Gain projects in Uganda that have developed a peer support programme 

at Butabika National Referral Hospital and serving urban and semi-urban communities in and 

around Kampala; and in India, the Quality Rights Gujarat project trains peer support workers as 

part of a broader package of mental health system reform aimed at improving compliance with 

the United National Convention on the Rights of Persons with Disabilities (Puschner et al., 2019). 

 

In physical healthcare services, peer support has also been pursued through “patient navigator” 

models of care for chronic medical conditions such as cancer, with peers with lived experience 

aiding engagement (Eddie et al., 2019), for example attendance of hospital appointments, HIV 

medication adherence, self-monitoring of blood sugar, commitment to a healthy diet and 

exercise regime, or continuation of breastfeeding (MacLellan et al., 2015). In the treatment of 

substance misuse and addiction, peer support is also evident. In common with the mental health 

sector, the integration of peer support within substance misuse and addiction services reflects 

the shift from a biopsychosocial approach to a sustained recovery management approach, for 

example resulting in therapeutic communities and in 12-step programmes (Tracy and Wallace, 

2016), with the latter providing free ongoing recovery monitoring and management using peers 

with lived experience (Eddie et al., 2019).  

 

As the value of the mutually supportive relationships fostered by peer support has become 

evident, more formal or intentional peer roles have been created for people with lived 

experience of mental and physical health problems. Some authors recognise, however, that the 

value of peer support lies not solely in the health outcomes for patients and clients, but in the 

financial resources that peer support models can save. Globally, a large proportion of people 

living with severe mental illness receive no care (Puschner et al., 2019) and peer support 

represents a largely untapped resource in lower and middle-income countries to address this gap 

(Gillard, 2019). In higher income countries too, “new peer support services and peer worker 

roles [are] springing up on a daily basis, in large part encouraged by austerity-driven workforce 

strategies” (Gillard, 2019). Thus, while peer support largely developed as a reaction against 

traditional medicalised approaches to care, there is a growing awareness that peer support may 

be adopted by conventional health services as a way to provide care “on the cheap”, in the 

process adulterating its fundamental purpose and principles. 

 

This concern is relevant to peer support within the context of conventional public and private 

healthcare services. However, within the third sector, peer support, often provided by volunteer 

peer support workers, is also a common service model, again especially within in the provision 

of mental and physical healthcare and support. Charities and community organisations that 

embrace this model are too numerous to mention, but examples include the National Domestic 

Violence Helpline, established and maintained by individuals and communities with lived 

experience (Sandhu, 2017); the Amy Winehouse Trust (no date), whose lived experience 

volunteers use their experiences of substance misuse and recovery to educate students, parents 

and teachers; and the Hearing Voices Network and MDF: the Bipolar Organisation, both of which 

are user-led organisations established to raise awareness and to promote self-management 

strategies and mutual support for managing specific conditions or symptoms (Basset et al., 

2010). While the peer support model can vary greatly within the third sector, in general the 

essential principles of peer support are more in evidence and more safely guarded than in 
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primary and secondary healthcare settings.  

 

As peer support services have proliferated, so too have the voices of those with lived experience 

become increasingly valued and loud. When peer support workers are confined to service 

delivery roles, this can be counterproductive because “it misses a huge opportunity for those 

affected to be involved in challenging existing thinking and helping to develop innovative policy 

solutions” (Harrison, 2020). Currently peer support initiatives are growing not only in numbers 

but also in political clout. The focus on the delivery of support by and for people with lived 

experience is broadening, increasingly embracing advocacy and policy change. As such peers are 

“experts by experience”, standing in contrast to “experts by education”, and demanding to have 

their expertise recognised as being of equal value.  This fits within the framework of peer 

support principles developed by Mead et al. (no date), for the empowering nature of peer 

support leads to communities of solidarity who then try to restructure larger systems. 

Contemporary organisations such as the Gambling Lived Experience Network (GLEN), ALERTS and 

Links can be understood within this context. 

   

 

3.3 Types of peer support 
 

One means to differentiate between types of peer support is the role that peer support plays, 

such as social support, disease management, counselling, outreach, coaching and advocacy, thus 

resulting in peer positions such as peer companions, peer advocates, consumer case managers, 

peer specialists and peer counsellors (Puschner et al., 2019). New roles for peers are also 

emerging, such as community health workers, peer whole health coaches, peer wellness coaches 

and peer navigators (Shalaby and Agyapong, 2020). Tracy and Wallace (2016) identify possible 

approaches to peer support provision as peer support groups, individual counselling and case 

management, and modalities include in-person self-help groups, internet support groups, peer-

run services, peer partnerships, peer advocates, peer specialists and peer case managers. Nesta 

and National Voices (no date) instead argue that peer support can be classified in terms of: who 

is involved (e.g. people with specific health conditions or from certain age or ethnic groups), 

the type of support that is offered (e.g. coaching or informal discussions), how it is provided 

(e.g. in person, online or by phone), where it is provided (e.g. hospitals, primary care clinics, 

schools, community venues or people’s homes), and when peer support is offered (such as one 

hour every week or month).  

 

Rather than differentiating on such grounds, a more nuanced division rests on the level of 

reciprocity evident between peers. Davidson et al. (1999 cited in Repper and Carter, 2011) 

identify three broad types of peer support: informal (naturally occurring) peer support; peers 

participating in consumer or peer-run programmes; and the employment of consumers/service 

users as providers of services and supports within traditional services. Repper and Carter argue 

(2011) that in both mutual support groups and consumer-run programmes, relationships among 

peers are characterised by reciprocity, sharing experiences, mutuality and synergism, while 

when peers are employed to provide support in services, the reciprocal relationship changes to 

one of “giver” and “receiver” of care. This reflects the above-mentioned concerns that when 

peer support is integrated within state- and insurance-funded health services, it adulterates and 

fundamentally weakens the peer support model.  

 

The incorporation of peer support within traditional and formal mental health services is also 

echoed in statutory services to treat harmful substance use. Eddie et al. (2019) cite the 
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proliferation of paid peer recovery coaches, trained to provide informational, emotional, social 

and practical support services in recovery community centres, hospitals and outpatient clinical 

settings. In addition, however, Eddie et al. (2019), in the same field of substance misuse 

services, identify peer recovery support services (PRSS) that provide peer-driven mentoring, 

education and support, with peers having their own experiences of harmful substance use that 

makes them experientially qualified to support others:  

 

These services represent a new category of specialised resources that are not formal 

treatment and not mutual-help, which offer support as well as linkage to traditional 

addiction treatment and mutual help recovery programs. These PRSS roles emphasize 

respect for the diverse pathways and styles of recovery, and stress the need for long-

term continuity of recovery support through mobilization of personal, familial, and 

community help. They can be delivered through a variety of organizational venues and 

a variety of service roles including paid and volunteer recovery support specialists (Eddie 

et al., 2019). 

 

Thus, when thinking about types of peer support, there is no simple continuum of peer support 

services, with informal mutual help at one end and traditional services employing service users 

at the other end. As peer services proliferate, their characteristics become more complex and 

varied, and perhaps the easiest way to distinguish between and understand different forms of 

peer support is to look at the values that underpin a service, rather than the organisational 

arrangements that surround it. 

 

 

3.4 Peer support for women 
 

Some research on peer support has taken a gendered lens, exploring whether or not it is a form 

of support that is particularly beneficial or suitable for women. Goldstein et al. (2018) in their 

research on women veterans found that they often have lower levels of social support than male 

veterans and so could benefit from peer support. Most of the women veterans they interviewed 

endorsed peer support as an intervention to support heart healthy behaviours, with the women 

wanting their peer supporters to share common attributes as well as relationships of trust, and 

observing that some women veterans might not be willing to participate in mixed-gender 

settings. Interestingly, peer support was found to be most appealing to those women who 

thought of themselves as helpful to others, a reflection of the appeal of mutual reciprocity in 

this population (Goldstein et al., 2018).  

Green et al. (2022) studied a project that aimed to use volunteer peer support to provide 

emotional support and resolve practical issues for older women living by themselves. The authors 

found that such initiatives can support older women’s independence and capacity to support one 

another, with benefits such as healthcare cost savings and improved acceptability of health and 

social service delivery to older persons. In a breastfeeding programme, Chang et al. (2022) found 

that peer support increased women’s self-esteem and confidence in breastfeeding while 

reducing social isolation. Benefits felt by peer supporters included improved sense of purpose 

and confidence, while the peers appreciated the shared experiences, information, practical and 

emotional support. Looking at mental ill-health, Pound et al. (2011) argue that social isolation 

and mental illness are gendered phenomena, with women experiencing social, political and 

economic marginalisation, affecting their social roles, resources and lifestyle. As such, mental 

illness diagnosis, illness and recovery are experienced by women differently to men. Pound et 



 

 18 

al. (2011) found that “Peer support has the capacity to provide women with a safe environment 

in which they can enhance their social skills, gain confidence and self-esteem, recognise 

personal strengths and gain opportunities to assume new roles and responsibilities”.  

Examining gambling-related intimate partner violence, O’Mullan et al. (2022) found that group 

counselling or support groups were a crucial part of recovery for many women. While initially 

the women were reluctant to attend group sessions (due to concerns around confidentiality 

and discrimination), they found that the groups enabled them to connect with other women in 

similar situations. The sharing of advice in the groups was reported to have helped reduce 

their social and emotional isolation and “For some women experiencing a gambling problem, 

attending a support group helped to lift the veil of secrecy, to challenge some of problem 

gambler stereotypes, and to reduce self-stigma” (O’Mullan et al., 2022). For those women 

affected by someone else’s harmful gambling, Gam-Anon’s 12-step programme was reported to 

be beneficial as these “affected others” could also engage with other women who have similar 

experiences of gambling-related intimate partner violence. A range of benefits of a peer 

support group for women in prison was also found by Stearns and Yang (2021). The authors 

found six forms of supportive communication and categorised these as: 1) legitimising 

problems, behaviours, and perceptions; 2) advising on practical and logistical issues; 3) 

soothing and reassuring; 4) clarifying the problem; 5) esteem-building; and 6) emotion-

expressing, concluding that peer support groups can help mitigate some of the negative 

experiences of incarceration for women, allowing women in crisis to support other women in 

crisis. 

 

 

3.5 The benefits of peer support 
 

As peer support services have proliferated, especially within the context of primary and 

secondary healthcare, research into the impact of peer support has been overwhelmingly 

positive, showing that it improves people’s experiences, behaviours and health outcomes. 

However, most studies do not compare support provided by peers with support provided by 

professionals, or indeed the benefits of joint peer and professional-led peer support compared 

with other models (Nesta and National Voices, no date). However, the comparative evidence 

that is available shows that peers are usually just as effective as professionals, particularly when 

the focus is on emotional or social support (Nesta and National Voices, no date). According to 

Trachtenberg et al. (2014), no research has found that the use of peer support workers results 

in worse health outcomes for those receiving the service, and indeed the inclusion of peers 

produces the same or better results in a range of outcomes when compared with services without 

peer staff. 

Peer support, according to Goldstein et al. (2018), can increase the practice of healthy 

behaviours, leading to improved clinical and patient-centred outcomes. Among veterans with 

diabetes, for example, those receiving peer support had greater haemoglobin A1c reductions 

than traditional nurse management or financial incentives (Goldstein et al., 2018). According to 

Tracy and Wallace (2016), engagement in peer support groups is a key predictor of peer recovery 

and sustained recovery. Barker and Maguire (2017) argue that homelessness organisations value 

peer support because “peers have a unique ability to engage with those who are socially 

excluded”. Repper and Carter (2011) identify the benefits for peers with mental health problems 

as: reduced admission rates and longer community tenure; empowerment due to the mutual 

development of solutions, the shared exploration of feelings and the normalisation of emotional 
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responses that are often discouraged and seen as crises in traditional health care; social support 

and social functioning that combats social isolation; empathy and acceptance; reduced stigma; 

and hope and a belief in a better future, created by meeting people who are recovering. “The 

inspiration provided by successful role models is hard to overstate. So many people who have 

been supported by peers describe their surprise when meeting others who describe similar 

experiences” (Repper and Carter, 2011). Illustrating this, the charity We Are With You attests 

that “Walking into a service and asking for support can be a daunting process for someone, so 

the presence of people who they can relate to and who are a living embodiment that recovery 

is possible is really important” (Jones, 2020). Beyond this, it has been argued that peer support 

can restore fundamental human rights, especially among those with serious mental illnesses. 

This happens when there is a profound shift, from telling an “illness story” to a “recovery story”, 

leading to “an identity transformation from being perceived as a victim or a patient to a person 

fully engaged in life with various opportunities ahead” (Shalaby and Agyapong, 2020). 

Given the reciprocal nature of peer support, it is unsurprising that peer support workers, often 

in recovery and experiencing legacy harms, also benefit from their involvement: “this could also 

extend to include wellness and empowerment for PSWs [peer support workers], who may still be 

fragile, vulnerable, and in need of ongoing acknowledgment and recognition” (Shalaby and 

Agyapong, 2020). Most studies that have explored the impact of peer support on the peer 

supporters themselves have found benefits that include increased knowledge and confidence, in 

some cases improved health outcomes (Nesta and National Voices, no date), increased self-

esteem, positive feelings of accomplishment, and an increase in their own ability to cope with 

their challenges (Tracy and Wallace, 2016). “They feel more empowered in their own recovery 

journey, have greater confidence and self-esteem, feel more valued and less stigmatised, and 

have a more positive sense of identity” (Trachtenberg et al., 2014). Similarly, Repper and Carter 

(2011) list the benefits for peer support workers as: aiding continuing recovery; increased sense 

of self-esteem; skill development; and personal discovery. For peer support workers, dignity and 

pride from a belief in their unique skills can be attained: “The sense of responsibility and 

commitment PSWs brought to their work can be seen as a way to import meaning into their role. 

This is an important source of dignity for workers whose role is perhaps undervalued or invisible 

in the health economy” (MacLellan et al., 2015).  

 

Nesta and National Voices (no date) found that there is not enough evidence to draw conclusions 

about whether peers in paid roles are more effective than volunteer peers, however, Repper 

and Carter (2011) argue that providing peer support is more beneficial than receiving it in terms 

of self-esteem and empowerment, perhaps due to the importance of employment and the 

identity shift from consumer to provider, “therefore becoming a ‘valued and contributing 

citizen’; the role allowed them to gain skills, personal growth and self-esteem through doing 

something worthwhile” (Repper and Carter, 2011). MacLellan et al. (2015) explore this in more 

detail and argue that “Through interaction with other PSWs and clients, the benefits of belonging 

and reframing of the past to give meaning to their suffering and experiences, enhances an 

awareness of their ability to participate and give something back. The evolution of their identity 

into this giving role is stimulated by the relationships, and also develops and further benefits 

those relationships”. 

 

There are also benefits that accrue to the organisations that provide peer support services. 

These include driving a more recovery-focused approach; challenging negative attitudes of staff 

and providing an inspiration for all members of the team (Trachtenberg et al., 2014); reduced 

inpatient bed and service use; cost savings (due mainly to a reduced demand for beds) (Faulkner 
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et al., 2013); improved relationships with providers; improved care engagement; and improved 

health outcomes (Suresh et al., 2021). Lennox et al. (2021) argue that the benefits to 

organisations stem from peer workers acting as a bridge whereby they: overcome system 

barriers, act as advocates, navigate transitions within the healthcare system, and restore trust 

between healthcare providers and clients.  

 

In their review of the mental health literature, Puschner et al. (2019) identified a systematic 

review of 11 randomised trials involving 2,796 people, showing that peer support workers 

achieved similar outcomes to professionals employed in similar roles. They also examined 

another systematic review that concluded that compared with professionals, peer support 

workers were better at reducing inpatient service use and at improving the relationship with 

providers, engagement with care, and a variety of recovery-related outcomes (empowerment, 

behavioural activation, hopefulness for recovery) in people with severe mental illness. “More-

over, PSWs are better than professionally qualified staff at promoting recovery outcomes such 

as hope, empowerment, self-esteem and self-efficacy, social inclusion, and engagement” 

(Puschner et al., 2029). 

 

In the substance misuse and addiction fields, Tracy and Wallace (2016) in their review of the 

literature found those who participated in peer support showed higher rates of abstinence, more 

satisfaction with treatment, reduced rates of relapse and reductions in return to homelessness. 

Also significant reductions in alcohol and drug use were shown for both peers and peer support 

workers and other positive changes included improved social support perceptions, reductions in 

habitual craving and feelings of guilt or shame. However the authors found that there were 

conflicting results from studies on whether or not quality-of-life improvements were associated 

with peer support groups (Tracy and Wallace, 2016). Engagement with peer support services was 

also reported by Trachtenberg et al. (2014) to lead to reductions in harmful alcohol and drug 

use, in addition to feelings of empowerment and improved self-esteem and confidence, 

improvements in self-reported physical and emotional health, improvements in satisfaction with 

services and quality of life, improvements in community integration and social functioning, and 

improvements in stability in employment, education and training. Additionally, Lennox et al. 

(2021) in their review of the evidence found that the use of community-based peer workers for 

people who use drugs has favourable outcomes specific to substance use: reduced substance 

use, better retention in treatment, and improved relationships with treatment providers. 

 

Looking exactly at how peer support works to bring about the benefits outlined above, MacLellan 

et al. (2015) provide an in-depth exploration. They argue that reciprocity reflects a bi-

directional relationship, stimulating personal insight and awareness of the impact of behaviour 

on others, leading to greater self-acceptance and understanding. “The self-disclosure of the PSW 

also acts as validation of who the PSW is and what they have survived to tell. Having a listener 

for your story is part of the therapeutic process of the reciprocal relationship, both recognising 

and supporting the storytellers’ healing process” (MacLellan et al., 2015). As peers gain a greater 

insight into others’ experiences this enables them to put individual egos aside. Connections with 

other peers also allow individuals to feel safe as themselves and regain control over their life by 

actively participating in their management and recovery. Peer support combats personal 

isolation too, in some cases easing the pressure on relationships with others, including partners 

(MacLellan et al., 2015). The sharing of personal experiences (including giving advice) was 

described as a unique characteristic of peer support and a mechanism for gaining trust with 

clients. The equality of relationship between peer support worker and peer enabled peer 

workers to move between the role of service user and service provider, removing the judgement 
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that is a barrier to engagement (MacLellan et al., 2015). 

 

When new members of most peer programs first start attending, there is an obvious 

reluctance to engage in activities because of feelings of vulnerability. As in any 

community, feeling welcomed, learning the rituals and language are part of a larger 

process of building trust. When new members hear stories about types of situations that 

they’ve experienced, there is a sudden relief in knowing that they’re not alone and that 

others share the same concerns. Caring is offered and received. Where we have felt 

isolated most of our lives, we begin to make friends and establish a sense of community. 

We build a deepening commitment and a willingness to share in community growth (Mead 

et al., no date). 

 

Hutchison et al. (2018) also examine in depth the relationships between recovery group 

identification, support received and provided within the group, and recovery-related outcomes 

in Gamblers Anonymous (GA). The authors found that recovery group identification was 

associated with increased abstinence and decreased perceived risk from trigger situations, with 

opportunities for members to not only receive support but also give support assisting the 

recovery of the giver. The findings from the study of GA were that recovery group identification 

predicted the amount of support that group members provided to others, and thus “When a 

shared group identity is salient, people are more likely to support fellow ingroup members and 

feel that they can receive support from others in return” (Hutchison et al., 2018).  

 

The growth of community through peer support is shown, in the literature, to stem from the 

relationships that peer support builds, strengthening wider connections to community (Gillard, 

2019). Peer support is described as a distinctly social intervention that “at those key moments 

of vulnerability in people’s lives, has the potential to enable people to maintain connections to 

community and re-build disrupted relationships” (Gillard, 2019). The building of relationships 

and community through social participation in turn removes anxiety and unhappiness and 

increases the motivation for helping (MacLellan et al., 2015). Because identity and self-

understanding are in part determined by relationships with family, friends and community, the 

severing of relationships caused by mental illness or addiction, had a detrimental impact on the 

person’s own self-understanding (MacLellan et al., 2015). Rebuilding those relationships through 

peer support thus engenders “a sense of purpose and increased self-esteem, as well as stronger 

ties to families and communities” (MacLellan et al., 2015). 

 

 

3.6 The challenges of peer support 
 

Establishing and maintaining effective peer support systems are recognised in the literature as 

challenging. The challenges revolve around training and mentorship for peer support workers, 

establishing boundaries that keep peer support workers safe and the service accountable, 

establishing a culture of acceptance and respect for peer support, finding peer support workers 

with the right intrinsic qualities and diverse identities, and the successful transitioning of peer 

to peer support worker roles. 

Training and mentoring of peer support workers is widely accepted as essential for effective and 

safe peer support services. Central and North West London NHS Foundation Trust ((2016), for 

example, employs peer support workers across a variety of settings including acute inpatient 

services, eating disorders, and community teams, including mental health, addictions, youth 
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offender care, homelessness services, and a memory service. Following recruitment, peer 

support workers complete a 10-day accredited peer worker training course, within six months of 

being in post, with training focusing on a diverse range of related topics, including developing 

skills in active listening, raising awareness of ethical considerations, and supports students to 

explore some of the inherent challenges of the role.  

Peer workers can be at risk of distress and burnout without sufficient support. They need 

appropriate and ongoing training and meaningful supervision (Lennox et al., 2021). Peer mentors 

were identified as a potential supervisory resource, as someone with previous experience in the 

peer role who can provide ongoing guidance to peer workers (Lennox, et al., 2021). MacLellan 

et al. (2015) assert that when peer workers feel unsupported, their responsibilities can be a 

burden or they may feel too much pressure to be a role model. Support could be either from a 

professional or from other peer workers, in-house or external, but was essential for managing 

situations that arose. MacLellan et al. (2015) also found that professional supervision is not 

always felt to be constructive; that clearly defined tasks to fit the different abilities and 

motivation of the workers is helpful; and that regular updates of developments relevant to the 

role could be useful. In a review of the literature by Ibrahim et al. (2020), peer support service 

training commonly focuses on skill building, with ongoing training and shadowing also provided, 

however, they found evidence training may be inaccessible, may not reflect peer support work 

in practice and may be too rigid in structure, and after training there can be challenges around 

supervision, including a lack of it.  

 

Repper and Carter (2011) explore the potential for peer support workers to become stressed 

when they are insufficiently supported, which could endanger their own recovery and the 

safeguarding of peers. Often working with challenging clients who did not cooperate or 

communicate would lead to feelings of frustration, disappointment, failure, fear and guilt among 

peer workers (Repper and Carter, 2011). According to Mead et al. (no date), although peer 

programmes are meant to function differently to other services, they often run into the same 

quandaries around “managing” difficult, frightening behaviours (Mead et al., no date). Training 

itself can, however, undermine the one of the key principles of peer support: equal power 

relations between peer workers and peers. Gillard et al. (2017) argue that providing standardised 

peer support training can formalise or professionalise peer support, and there can be a 

“‘conundrum’ of being ask to ‘work and train at being authentic’”. The formalisation of peer 

support can come about by offering payment, training and titles, according to Repper and Carter 

(2011), and this inevitably leads to power differences that need to be worked so as to maintain 

the integrity of peer support. Alternatively, Gillard et al. (2017) argue that the word “peer” in 

the job title necessarily discloses that an individual has lived experience, both validating that 

lived experience but also removing choice and control from the individual and acting as a barrier 

to taking on the role (Gillard et al., 2017). 

 

Peer support workers are described as having a liminal identity due to the potential for their 

role to be fluid and range from service user to friend, to staff member (Shalaby and Agyapong, 

2020). This attests to the challenge of establishing boundaries. According to Repper and Carter 

(2011), peer workers can be viewed as friends because they are expected to disclose personal 

information and intimate stories from their own lives. “Boundaries vary from individual to 

individual and PSWs evolve professionally as they learn to reflect upon and articulate their 

limits” (Repper and Carter, 2011). MacLellan et al. (2015) describe how some peer support 

workers were unsure of how to do the job or what was expected of them, including knowing 

when to disclose their own story and how much to disclose. The provision of training in 
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boundaries and ethics in order to safely manage the relationship with peers is needed: “[There 

is] a fine balance between sharing experiences and self preservation. It also made the PSW 

vulnerable as their recovery journey is exposed to criticism by others. Furthermore, care was 

necessary not to devote too much time to the PSW disclosure as this could detract clients from 

a willingness to engage” (MacLellan et al. 2015).  

 

Balancing the volunteer peer support worker role and expectations of peers and health 

professionals with their own commitments is also described as challenging by MacLellan et al. 

(2015). “A lack of shared expectation about the peer worker role … can result in peers feeling 

unsupported in using their lived experience, potentially eroding peer support values and 

defaulting to a generic support worker role” (Gillard et al., 2017). Ibrahim et al. (2020) review 

research that indicates the importance of the peer worker role being clearly defined and 

understood by staff as well as peer workers, with a code of conduct and training about 

appropriate boundaries, including a mandatory requirement for workers to share information 

and an understanding of confidentiality. However, they found that there can be role ambiguity 

and uncertainty regarding the level of self-disclosure and boundaries (Ibrahim et al., 2020). 

MacLellan et al. (2015) describe how peer support work is described as relational and not 

captured in service documentation, with most of it being retained in the peer worker’s head, 

which increases trust from the peer but undermines accountability. “They reported writing 

collaborative notes in an empowering way, or struggling to manage time for the administrative 

commitment” (MacLellan et al. 2015). Similarly, Ibrahim et al. (2020) report that peer workers 

can have limited access to and authority over resources and insufficient time to spend with 

peers. They also found that underemployment (not enough hours of) of peer workers is common.  

 

The literature also discusses the lack of value that can be assigned to peer support within the 

wider workplace, especially when that workplace is a large, formal healthcare setting. According 

to MacLellan et al. (2015) a lack of identity and understanding of the peer support worker role 

by professionals was cited as a barrier and led to feelings of being an outsider. This can lead to 

gatekeeping of access to clients by professions, undermining the peer support role: “This was 

perceived by the PSW as the health professional being territorial, feeling threatened and being 

unwilling to relinquish ‘power’” (MacLellan et al. 2015). According to Ibrahim et al. (2020) in 

some settings there is a risk-averse culture that is focused on traditional clinical risk and 

treatment protocols are inflexible and conflict with person-centred principles. Peer support 

workers perceive that stigma exists about their role and they feel they are outsiders: “Staff are 

uncertain or inexperienced on how to interact with PSWs, and PSWs perceive a lack of staff trust 

… There is conflict between PSWs and staff, and a lack of respect towards them” (Ibrahim et 

al., 2020). 

 

Ibrahim et al. (2020) assert that peer support may not become embedded in routine clinical 

practice if stakeholders are unwilling to integrate it into existing practice or unable to make 

sense of the information required to operationalise it effectively. Also some professional 

described peer support colleagues as increasing their workload (Ibrahim et al., 2020). Repper 

and Carter (2011) flag up the risk that over time, when peer workers are undervalued, there is 

a danger of them “becoming socialised into the ‘usual ways of working’ or following professional 

role models in a bid for respect”. According to the authors, one way of maintaining the 

distinctiveness of peer support is through peer-led training and peer supervision, provided by a 

service user-led organisation and group supervision to share insights, coping strategies and 

experiences (Repper and Carter, 2011). 
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Shalaby and Agyapong (2020) reveal that peer support workers experience different problems 

alongside their diverse job roles:  

 

including low pay, stigma, unclear work roles, alienation, struggling with skill deficits, 

lack of training opportunities, emotional stress in helping others, and, on top of that, 

maintaining their personal physical and mental health wellness … high attrition rates 

were noted among PSWs in mental health settings … Role clarity and psychological 

empowerment, organizational culture, and working partnership with peers were the 

most significant predictors of PSW job satisfaction … the main problems were 

experiencing marginalization, lack of understanding, and a sense of exclusion. Payment 

could also contribute to the amount of satisfaction of PSWs, as compensation helps 

through facilitation and engagement motivation.  

 

The characteristics of effective peer support workers are also examined in the literature, and 

described by Lennox et al. (2021) as intrinsic qualities, contributions of shared experience, and 

personal stability. Indeed, in addiction services there is often a focus whether or not peer 

support workers should be required to be in remission from substance use prior to engaging in 

peer support work. Lennox et al. (2021) report that some services only stipulate that peer 

workers should be stable in their recovery, while some demand two years of continuous remission 

from substance use. Personal stability to fulfil the peer role is influenced by factors that include 

housing, mental health and social support (Lennox et al., 2021). Without that stability, peer 

workers can have different abilities to engage which may cause frustration “as some could not 

do much without having a symptom relapse while others were ready to move on and be more 

active” (MacLellan et al., 2015).  

 

Finally, the successful transitioning of peers to become peer support workers is also described 

in the literature as challenging: it “involves fundamental functional shifts achieved through 

overcoming multiple barriers at the personal, health system, and societal levels” (Shalaby and 

Agyapong, 2020). Transitioning from peer to peer supporter involves crossing the line between 

provider and service user (MacLellan et al., 2015), necessitating changes in how peers 

communicate to become more professional and a feeling that once a peer support worker, they 

would have to be on their “best behaviour” (MacLellan et al. 2015). 

 

 

3.7 Knowledge gaps 
 
There remain gaps in our knowledge of peer support. According to Eddie et al. (2019), there are 

open questions about the necessary amount and intensity peer support interventions, the 

optimal contexts for provision of these services, the appropriate skill levels for peers, for whom 

and under what conditions these interventions have most utility, cost benefits to healthcare 

organisations, and how peers should be trained in order to develop “best practice” models (Eddie 

et al., 2019). Puschner et al. (2019) argue that cultural competence should be addressed by 

evaluating the impact of ethnicity, gender and other psychosocial or socioeconomic factors on 

the effectiveness of peer support. Equally, as peer support proliferates within statutory services, 

national approaches to defining, implementing and evaluating peer support are needed, as are 

cross-cultural and empirically validated peer support service definitions, manuals and fidelity 

measures, determining which outcomes best capture the impact of peer support (Puschner et 

al., 2019). While there are calls, such as by Eddie et al. (2019), for models of best practice in 

peer support, Gillard et al. (2017) caution against imposing a peer support model, because this 
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“risks sending a message that peer support is something to be learnt, rather than being grounded 

in the experiential knowledge of peers”.  

 

Mead and MacNeil (2004) argue that going forward, the imperative is for peer support to remain 

true to its core strength, which is to provide an alternative worldview. The authors identify 

questions in need of answers as: How can people be helped to see things in a new way? “What 

kinds of relationships really build community? How can we construct reciprocal help so that it is 

not attached to any particular role or interpretation of the problem? (Mead and MacNeil, 2004). 

Finally, Nesta and National Voices (no date) identify a number of specific gaps in our knowledge 

of peer support that include the factors that influence people’s decisions to participate in peer 

support; the optimum duration of peer support; the type of training needed by peer supporters; 

its cost-effectiveness; its impact vis-à-vis professional/clinical support; and the effectiveness of 

peer support for different population groups. It is some of these questions that form the basis 

for the remainder of this report. 
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4. The Impact of Peer Support Groups  
 

 
 

4.1 Understanding  
 

Peer support rests on the foundation of shared lived experience, or in the words of a peer 

interviewee: “there’s someone else that’s been where you are. I’ve been where you have been” 

(Charlotte). That is, every member of the group has experienced many of the same behaviours, 

emotions and consequences, in this case with respect to gambling, enabling them to develop 

relationships founded on acceptance, trust and equality. The interviews undertaken for this 

research bear this out, with both peers and peer support workers commenting on the depth and 

significance of relationships founded due to their sharing of lived experience. 

 

Understanding was a theme that arose multiple times, with phrases such as “they get it” being 

repeated, and equally, comments on the inability of those without lived experience to “get it”. 

For example, one peer said, “I obviously talk to family and friends about my issues and they 

ooooh and argh in the right places, but I know they don’t get it” (Dawn). With regard to trained 

therapists and counsellors, their lack of lived experience was interpreted as a weakness of the 

support they could provide: “she was helpful in other ways, but I, I don’t think she had a clue 

about the gambling at all” (Debbie); “I’m trying to explain that I don’t know who I am anymore, 

but I, I ended up stopping going because um, I was getting more frustrated” (Lily). Their lack of 

lived experience raised questions in the minds of the peers about their depth of empathy, 

understanding and acceptance: “they’re all very understanding and very polite and, but do they 

actually understand or, um, are they not judging you even though it’s their job not to?” (Anna). 

Similarly, according to Dawn, “whilst you might be saying nice things and saying it’s okay, and I 

understand and all of that business, you, you know, you haven’t walked, you haven’t walked 

that” (Dawn). One peer support worker commented that those without lived experience have a 

“lack of understanding of motivation I guess, without actually being in that addict head of the 

washing machine head and really having no control”.  

 

While most peers thought that counsellors without lived experience lacked understanding, they 

also thought that they could make positive contributions to their recoveries. One peer support 

worker commented: “Most people I’d say in the main say that they got something out of it. They 

began to learn about their triggers and, and, you know, learn about their self”. Some peers, 

however, were adamant that clinicians without lived experience would not be of benefit to 

them: “there’s nothing worse to have somebody who’s never done it tell you what you’re doing 

wrong or how you can change something” (Jenny). Similarly, according to Dawn: 

 

What most people who haven’t been, done, that thing would just seem ridiculous … I’m 

not even pressing a button. I’m just putting my finger on a screen and you know, quite 

frankly knowing that I’m going to lose all my money and um, yeah, I think, you know, 

when you look at that in the cold light of day, you just think that’s ridiculous. And I, I 

would just feel that those people couldn’t help me. 

 

By contrast, “getting it” was the domain of peer support: “they almost know what you’re gonna 

say before you say it” (Jenny). Having lived experience enabled a deep, levelling connection 

between peers and peer support workers that was felt to be absent between counsellors and 

clients. One peer support worker commented, “in one of the groups, a guy said to me like, you 
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are my long lost sister because everything you said is, is me … you get it and I get it. And that’s 

the beauty of it” (PSW). Lizzie echoed this, saying “They, they got it. They understood me. And, 

and having the lived experience, you know, it is a must … you don’t fully understand that person 

unless you’ve been through it yourself”. A support worker also acknowledged the different 

quality lived experience brings to a group: “I totally understand how it would feel um, different 

if you’ve experienced it and been through the same feelings … And then you could say I get that, 

I’ve been there and how that’s gonna make somebody else feel. Actually this person gets me”. 

Finally, according to Lily, peer support: 

 

gave me more than anything I’ve done, all the reading I’ve done, um, meeting one to 

one, paying privately to go places. I just found the group and somebody that understood 

me and could, you know, even we could relate to each other that, you know, that kind 

of happens to them, um, so I just felt more understood. 

 

 

4.2 Not judging 
 

Some of the interviewees expressed a wariness at being judged, stemming from previous 

experiences of people showing no understanding of their gambling behaviours and being made 

to feel bad or “crazy”: “I’m always kind of nervous of the judgement side of it cos people do 

judge and they do think that, you know, you’ve done terrible things or whatever” (Lily). Walking 

the same path meant that there were few grounds for judgement between group facilitators and 

group members, because they were all peers together, and even though there are different roles 

in the groups between peer support workers and peers, the shared lived experience levelled the 

relationships and diminished the disparities in power. The lack of judgement in peer support was 

identified as a crucial factor for its success, founded upon the knowledge that everyone in the 

group had done similar things and made similar mistakes: “It gives you a different feeling inside 

knowing that I truly believe that they’re not judging me for the things that we’ve been through” 

(Anna). Another peer said “[I] Really felt like I could say anything and not be judged” (Katy). 

Another peer, however, was sceptical about the capacity of people to suspend all judgement 

and commented, “I suppose it’s inevitable in any group where there’s human beings, that kind 

of thing about maybe still being a bit judged maybe” (Debbie). Nevertheless, when peer support 

workers make known the things they have done, said and felt, this was strongly felt by all those 

interviewed to have a ground-breaking effect, equalising relationships and diminishing the basis 

for judgement. 

 

 

4.3 Connecting 
 

The consequence of being understood and not being judged was that peers found it easier to 

talk and to open up: “I was also crying because it’s a relief to be able to get it out there and 

you’re actually talking to people that understand” (Anna) and “I finally could get it off my chest, 

and then I’ve got all these men going, like, we understand you and we get it” (PSW). A peer 

support worker, reflecting upon the different dynamics of group counselling said, “I probably 

would’ve feared a therapist being on there at the fear of, I probably wouldn’t have been my 

authentic self. I would’ve probably tell, saying what I thought they wanted to hear”. Peers talked 

about the lived experience environment feeling “safe” and “comfortable”, and one commented, 

“I just felt like being around other people that were similar to me felt like I could be myself” 

(Jenny), while another advised, “don’t be afraid to speak, because we all understand” (Lizzie). 



 

 28 

 

The process of opening up extended beyond the information that peers would “normally” give 

in other treatment or support contexts, sometime revealing events or thoughts that they had 

never told anyone else: “obviously every single person had been in a similar place to me, um, 

just kind of make, made me feel, um, yeah, better about opening up and, um, even things that 

perhaps I didn’t really want to say because other people were saying them” (Dawn). While 

according to Katy:  

 

I think, you know, hearing their stories and then you sort of open up and sort of say, you 

know, you could relate to some of theirs and then you sort of open up a branch of your 

story, which you might not have disclosed or even thought about. They kind of, cause I 

think so much of when you’re in addiction you, erm, you kid yourself that so many things 

haven’t happened really. And it’s only when somebody with lived experience opens up 

that you kind of feel safe to disclose what you’ve done. 

 

This effect was not instantaneous, however. Some people felt safer to talk more quickly than 

others: “But by the end of the meeting you can see them all nodding and you can, you can see 

them all relating and then they’re happy to, to, to share their experiences once they’ve seen 

other people be open and honest” (PSW). For Lizzie it took time while she listened and observed, 

then “once I know who’s around and who’s what and what they’ve done, then I’m comfortable”. 

A peer support worker confirmed this: “I wouldn’t say it happens instantly … you definitely get 

that bond and that connection with others because they’re going through what you are going 

through and that’s why it works”. 

 

Even though lived experience is held by everyone in a peer support group, there is also diversity 

in people’s experiences of gambling and gambling harms (discussed in more detail in Chapter 5). 

Where people share similar backgrounds and experiences (for example, a particular type of 

gambling), this can be the source of bonds and friendships forming more quickly. One peer 

support worker commented, “they build up a relationship quicker with that individual cos they 

maybe do have that very similar story … they may be able to identify the thoughts, the feelings, 

the behaviours”. Personalities are also different in groups, ranging from the exuberant and 

talkative to the quiet and shy: “So some people it took a little bit longer to open up and you 

could see that and then other people were open straight away and I think you’re probably gonna 

get that anywhere” (Debbie).  

 

The connections formed through communication, albeit at a varying pace for different people, 

had the effect of reducing the isolation that is commonly felt by people experiencing gambling 

harms. A peer support worker commented “putting themselves in that isolated position of, I’m 

the only one that’s feeling like this or thinking like this. So when you’re able to share, um, and 

the snippets come out, it’s, it’s very rewarding”. For Katy, the effect was to “not feel alone 

that you are the only who’s made such a muck up of your life”. The realisation that other people 

have similar lived experiences was especially profound in the women-only peer support groups, 

both for female gamblers in recovery and for close female family and friends of gamblers (or 

“affected others”).   

 

4.3.1 Women connecting with women 
 

“The one thing they’ve all said to me is that we didn’t know that there was other women 

gamblers out there” (PSW). This idea arose many times in the interviews, for although gambling 
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harms are isolating for both men and women, the persistent stigma attached to women who 

gamble has the effect of heightening their perceived difference from the norm and their social 

isolation. Thus, “I didn’t think there was anyone else in my boat” (Lizzie). Similarly, according 

to Amy, “we all feel quite alone with who knows about it in our personal lives. So suddenly 

you’ve got these new best friends that you’ve been wanting this whole time to talk to”, while 

according to Charlotte, “there’s nothing I think you could say, especially in a women’s room 

that someone else either hasn’t done or participated in or, you know, it’s like, wow … I think it 

just creates confidence that we are not horrible”. There was, however, an acknowledgement 

that a reduction is isolation was felt less by those women who had better support networks: “I 

think for some of them, yeah, they’re in places where they don’t particularly know that many 

gamblers, they don’t have much support” (Debbie). Nevertheless, the impact of recognising that 

there is a community of women who experience gambling harms was commented upon many 

times by both female peers and peer support workers: “women are still like, I don’t know, like, 

I don’t want anybody to know. And so it’s, and I think too, it’s a lot of like just saying it out loud 

for other, you know, for other people to hear like, this is what I’ve done” (PSW). Similarly, 

commenting upon the isolation of affected others in an online support group, the group founder 

declared that posts on the group, “just make you feel less alone at a time when you do feel 

really alone and you feel like you can’t tell family and friends”. 

 

The depth of connection formed between women in women-only groups was raised repeatedly, 

with most women seeing this as a positive thing: “I think women are very supportive to each 

other, nurturing and help each other emotionally” (Katy); “I talk to them more now than I do 

my actual friends, because they get it, they get, they get me and those friendships have been 

formed really quickly” (Amy). Thoughts were aired about the differences in the ways that women 

related to each other, compared to men, with some peers and peer support workers arguing that 

women’s peer support groups foster deeper relationships. According to one peer support worker: 

 

there’s not saying that men don’t create those friendships, but they seem to create it 

on a different level with women that I, that I’ve seen. Um, and I think just what, what 

they share tends to be more deeper, on a deeper level. Um, but that’s just what, you 

know, what I’ve seen that, you know, I’m sure that men are doing that outside of the 

groups, but certainly in the groups it seems to be on a, on a deeper level with the women. 

 

One female peer observed that women share the trait of needing “to do something all the time”, 

which means that “bad habits or bad thoughts start seeping in if, and I think ultimately that 

being in uncomfortableness with ourselves, right?” (Debbie). This was identified as a particularly 

female trait that unified the women as gamblers in recovery. Commenting on male affected 

others and their limited participation in an online peer support group for family and friends, the 

group founder observed that women (who are the majority of group members) are “wanting that 

group understanding”, while men “would try and deal with it on their own”.  

 

The depth of the relationships that form in women-only groups was observed to have profound 

impacts for the women who take part: “not feel ashamed and not feel guilt and not feel this 

stigma because they’re a woman with a gambling addiction” (PSW). While some women 

recognised the benefits they derived from a women-only space, they also observed pressures 

from being in a single-sex support group: “when you’re in a women’s group, there was this 

expectation that you would all really like each other and get on and things like that” (Jenny). 

In comparison, Jenny felt that in a predominantly male group, “there’s no expectation there. 

You just, you go for what you’re going for”. Katy observed that in her experience of women’s 
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groups there can sometimes be “a bit of jealousy or competitiveness, you know, who’s got the 

best recovery”. Despite these caveats, the overriding experience of women-only groups was as 

safe spaces where the women felt able to fully communicate, with profound results of their 

recoveries: “the massive thing was it was female … So the understanding level, um, was just 

completely different” (Debbie); “I definitely feel as if it was easier to open up and start talking 

uh, with the group, the women’s setting only … And if you’re holding back the process is never 

going fully work” (Anna); and “The night I shared my story [through an online women’s support 

group] was the first time I’d ever shared it. So it was mind blowing” (Rosie). 

 

4.3.2 Women connecting (differently) with men 
 

The rarity of peer support spaces just for women meant that many of those interviewed had 

engaged in support groups in which there were no other or few other women, and the 

interviewees reflected upon their experiences, some of which were very positive and some 

negative. Those women that “stuck with” the groups in which they were a minority (or indeed 

the sole female member), talked of having to adapt their behaviours and contributions to the 

groups in order to fit in: “walking into a group with all those men, [I] can’t say a lot of them 

weren’t supportive, but I ended up being one of the men” (Charlotte). For Anna, “I still went 

every week because I knew it’s what I needed and I did get stuff out of it, but that was just 

about listening to other people … it’s just, it just, just wasn’t a comfortable place, eh, for 

opening up”. Similarly, “it was so nerve wracking being in a, in definitely a room with men. Um, 

but I think ultimately it was like, I knew I had to go, I knew I was screwed and I knew that this 

was the only place that I’d met people that had stopped” (Debbie). 

 

For Lily, she found the male-dominated group triggering: “I don’t know if it’s just a man thing, 

but they bring out stuff and they’d be very open about, if they did have, um, a slip, they’d be 

very open and they’d be, they’d be mentioning money and they’d be mentioning this. And I 

hated hearing that”. Most of the women acknowledged that there were subjects that they could 

not discuss in a group with men, these ranged for sexual abuse to hormones, to the menstrual 

cycle and menopause. “I don’t think you talk about like subjects like the menopause and things, 

hormones affecting your recovery as much and um, if you’d sold yourself or anything, um, for 

your addiction” (Katy). A peer support worker also shared this opinion, saying “there are just 

things we talk about and men don’t and they’re not interested really … we just are able to 

express them in a different way”. Dawn, with experience of both mixed and women’s only groups 

observed: 

 

… gambling is very much emotional and, um, perimenopause affects my emotions … I’m 

pretty sure I could talk about some personal women-related problems [in the mixed 

group] and they wouldn’t, you know, none of them are 12 year old school boys who are 

gonna giggle. But again, they, they’re not gonna understand it … but with the women, I 

can actually talk about the symptoms and how I’m feeling and all of that sort of stuff. 

So, but it wasn’t until I went on [the women’s group] that I realised that I was probably 

missing out on talking about some of those things that I probably wouldn’t talk about to, 

to the, the mixed group. 

 

Despite the uncomfortable and sometimes hostile experiences of women in majority-male peer 

support groups, some women who were interviewed preferred them. Amy thought this 

preference was due to the character of the individual woman and whether she had wider 

interactions with men through work or socially: “I think if I was to have gone to … a group and 
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there was lots of men, I probably would’ve been a little bit intimidated at the start. But the job 

I’ve got is very male dominated, so I’m quite used to that as well. So I can sort of handle myself”. 

Debbie commented on the difference in the communication styles of men and women and 

appreciated the directness of men: “women get sensitive, so a lot of the time men are very 

blunt with women, when they’re giving the advice, it’s very straightforward”. Any finally, as 

commented on above, Jenny felt that the male focus was centred solely on recovery and the 

relationships were less demanding. The issues raised around single-sex and mixed-sex groups are 

returned to many times in the remainder of this report. 

 

 

4.4 Building confidence and hope 
 

Closely related to the depth of connection and communication within peer support groups is the 

resultant growth in the confidence of peers, especially those that are female and experiencing 

very high levels of shame and stigma. Again, confidence built more slowly for some people than 

for others, reflecting their stage of recovery and their personalities. For Anna, it took maybe 

five weekly meetings with her women-only group before she began to talk, but then felt “since 

I’ve started talking and I’m actually able to say some things, it makes it easier to carry on 

talking”. The establishment of a WhatsApp group between the women also gave her a place 

where she could express herself more easily from the start. Reflecting on her experiences later, 

Anna said “[they] understand the same feelings, thought processes, um, that, that definitely 

brought my confidence out to be able to, um, share a lot more towards the end of it”. Similarly, 

Rosie declared, “hearing all their stories and hearing other women that have been through what 

I’ve been through, you know, has been, I don’t know, it’s built my confidence back up, you 

know, with society”. 

 

The growth in the women’s confidence meant that some of them decided that they could then 

take advantage of other opportunities, for example, retraining and changing career, or entering 

new support services, included peer support groups where men were in the majority: “Had I 

have not done the women’s only, I’m not even sure if I’d have been brave enough to go [to the 

mixed-sex group]” (Jenny), while Anna declared, “they have given me so much confidence to 

just go out and get it” (Anna). In the following chapter there is a discussion on the value of 

women-only groups as a first step to build women’s confidence prior to them joining mixed-sex 

groups. Some of the interviewees suggested this empowering impact: “it gives you the power 

inside to then, not match up against the men cos it’s not a competition, but to then know, hang 

on a minute, I’m in the same boat as him” (Lizzie). Similarly, a peer support worker argued “it’s 

giving them that confidence to say, you know, look, we are women, you know, and we have got 

a right to speak. You know, we are just as important as men are”.  

 

Along with building women’s confidence, peer support groups instilled hope, with other peers 

and peer support workers acting as role models: “I was absolutely gob smacked when I went on 

there and these people were not all broken” (Dawn). Reflecting on the experiences of affected 

others in peer support groups, a support worker said: 

 

I have worked with people that are on the floor and just, and in their words gone, I’ve 

got no hope left. And you don’t wanna hear that from people and then you can just try 

and suggest things or encourage others to suggest or just to support and listen. Cause I 

think that’s the biggest thing, just having that space to listen and just watching people 
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in a place, their faces and their, the way that they sit and hold themselves changes and 

they believe that they can cope.  

 

In the following chapter, the benefit of having peers at a range of stages of recovery is discussed, 

but in this context, it enables peers to not only look to peer support workers but also to their 

fellow peers to give them hope: “So I was able to surround myself once a week with other people 

that have done it and have succeeded” (Jenny), and “these ladies have given me hope and 

encouragement and that it’s, it’s, it’s the acceptance that I didn’t have before that I, I got really 

quickly … to accept that this has happened, but it will get better” (Amy). The peers in Katy’s 

group enabled her to see that people in a similar situation were now “living a really positive 

life”. For some people, however, the role models were initially intimidating, and it took time 

and encouragement to make those women realise that they could also achieve their goals. Jenny, 

for example, said “when I started that group, I just sit and look at these people in awe and 

think, god, how have they got to here? How have they done this? … half way through the group, 

I was still thinking that. It’s not until I’ve come through it and I, I realised actually I can do this”. 

 

For other people, their peers acted as deterrents, with the depth of others’ gambling harms 

scaring some people with lesser harms: “I don’t like to compare myself, but some of them I must 

say were worse than what I was, so then straight away I thought to myself … I’ve got this 

opportunity to prevent anything like that happening to me” (Amy). Also in contrast was Anna, 

who did not respond to her peers as potential role models because her focus was on her own 

recovery: “I just kinda wanted to do my own thing and um, I don’t really think I had a thought 

of, yeah, I want to be where she is”. While Amy and Anna reveal different responses to their 

peers and peer support workers as givers of hope, most of the women interviewed for this 

research did see the other people in their support groups as inspirational, showing how they can 

use their recoveries from gambling harms as a means to transform their lives. 

 

 

4.5 Learning  
 

The sharing of lived experience also led to the sharing of knowledge and peers learning from 

each other. One peer support worker said, “you can’t do recovery for them, but you can put 

them on the right path and you can, you know, show them the right way”. Reflecting upon what 

they had learnt, both peers and peer support workers talked about learning about themselves, 

learning about triggers and how to deal with them, how to change thought processes and rebuild 

relationships: “I’m more aware, I’m more aware of me and I’m, I’m understanding my emotions 

more” (Lily). Equally some people identified that they learnt about areas that they had not paid 

sufficient attention to. Dawn, for example, said “I probably haven’t really addressed too much 

the reasons why I gamble … it does make me think that, well, I know there’s issues that I need 

to address”. The knowledge of peer support workers was felt to be a resource for the group: 

“they know how to deal with certain situations and coach you through them” (Amy), while the 

experiences of fellow peers were also a source of learning: “we sort of share tips so that when 

you’re feeling a bit edgy and you wanna have a bet, you can give people tips on what things you 

could do in the house, take your time up” (Jenny).  

 

Practical advice was also given through online peer support groups: “They tend to post their 

story and how do I deal with this? And then people who’ve been in that situation will comment 

and say, well this worked for me, this didn’t work” (PSW). Another peer support worker said he 

offered advice on urges and cravings, broken relationships and how deal with finances and “all 
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those sorts of things because we’ve actually lived through those experiences”. A peer now felt 

that she knew what her strengths were and used this knowledge to get her through difficult 

days, while similarly, Anna reflected “there was a lot of learning about how, how to work on 

make, putting those thoughts somewhere so that you’ve got space for the good thoughts to come 

back in to make you go forward within your day”.   

 

The peer support workers also reflected on how best to give advice, emphasising that there is 

no magic bullet that works for everyone, and “this is just experience. It’s, it’s nothing, you 

know, professional” (PSW). A facilitator of an online support group with her own lived experience 

said that she had learned that sometimes she only needed to offer encouragement, while at 

other times she would write a “really long post that connects my experience with theirs”. 

Further reflections on how best to facilitate peer support groups are featured in the following 

chapter, however, the words of one peer support worker are revealing: 

 

as facilitators, we try not to go, this is what you have to do. Cause we’re not there to 

tell everyone. We will just be the same as everyone else. From my experience, what 

helped was I used this sort of budget plan, I handed my finances over to a family member 

and then we go around the group and everyone shares what they’ve done and everyone 

says, oh, I didn’t think about that. Oh, I might try that. So it’s, you know, that’s how we 

sort of work it. 

 

Learning also came from having diverse peers with a range of perspectives. One peer support 

worker said that having women join the group resulted in him “hearing it from that different 

perspective and making me think in a different way”. By contrast a woman who had previously 

attended a mixed-gender service found she learnt new things by joining a women’s group 

“through that group I definitely picked up on just some things that haven’t been picked up in 

[the mixed group]” (Debbie).  

 

Especially powerful was when affected others talked of their lived experience to gamblers in 

recovery, with comments such as: “it made me appreciate those that have stood by me” (Rosie), 

and “I kind of took a different approach at home” (Lily). Anna commented that gamblers don’t 

think about their impact on others when engaged in harmful gambling, “So listening to those 

women …, erm, it made us such a difference. It kinda made me more open, uh, to understanding 

the effects you have on somebody else”. Similarly, Katy said “you need to hear other people’s 

stories, their story and then it touches you and makes, makes, you know, makes you think twice 

about how it must land on somebody else”. There was also a recognition that the mixing of 

affected others and gamblers in recovery in some sessions brought about learning for the 

affected others, as well as the gamblers: “I think there’s just a lot of benefit from both sides 

there” (Debbie). Similarly, Jenny said:  

 

if they can relate to us and understand why, you know, try and understand why we do 

some of the things we do, I suppose it gives them a greater understanding as to why 

they’ve gone through what they’ve gone through. You know, it’s, I would imagine it helps 

them much as it helps us to be honest. 
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4.6 Giving and receiving 
 

Peer support groups involve flows of learning and support not just from facilitators with lived 

experience to peers but also between peers, and thus there is not just the receiving of advice, 

knowledge and support but also the giving of it. One peer support worker observed “every 

woman was so supportive, you know, we’re here for you”. Another peer support worker 

recognised the value of the exchange of experience between peers: “I wanted it to be about 

them all learning from each other as well, I suppose, and them sharing solutions”, while another 

commented “they’re able to challenge each other as well in, in a, you know, in in a productive 

way”. In online support forums, the reciprocal exchange of support can occur through people 

posting, and a moderator of such a group commented that “There’s not a single post that goes 

up there that doesn’t have comments, that nobody has ever ignored”. The following chapter 

reflects more about how peer support workers can nurture safe, mutual support between peers.   

 

The process of playing a supportive role to others was found to have value for peers, boosting 

their confidence and also sense of self-worth, and even making them consider new career 

pathways as support workers or counsellors. Caroline, for example, commented “It does make 

you feel better that you, that you’ve helped somebody and that, cause with therapy it’s quite a 

kind of a one way relationship isn’t it?”. Charlotte said, “I can’t change my past. But all of that 

feels like it’s, it this is is directing the way my future goes. Um, and it’s, you know, I feel good 

when I come off of there”. Similarly, Anna commented “So I feel like I can give out bits of advice 

and whether they take it or not, that’s up to them. But yeah, I’ve actually been considering my 

career as well over the past few weeks and um, I’ve started doing a counselling course”. 

 

Different people found that they could contribute to the group in different ways, with those new 

to recovery sometimes reflecting that their contributions were less practical, for example, “I 

would chip up from like a wellbeing and a morale point of view and sort of celebrating success 

and recognising how far people had come and all of that kind of stuff” (Amy). In contrast, those 

with more experience of recovery would have more advice to give. Dawn, for example, said: 

 

I go on there because I want to, I want to help other people. I want to, you know, if 

somebody new comes on and they talk about, you know, how do we put blocks in place 

or how do I manage my finances or whatever, you know, we can all jump in and go, right, 

okay, this is how I did it. And you know, again, just because one person does it this way 

doesn’t mean to say it’s gonna help another person cos their situation might be different. 

So it’s, yeah, definitely for me it’s a two, it’s a two way stream … I’m hoping in time 

that I’ll probably train as a peer supporter.  

 

The benefits of giving and receiving accrued not just to peers but also to peer support workers: 

“I know that helps me as well. You know, if I can offer a bit of useful advice to someone … you 

do feel like you’re helping someone out” (PSW). Another commented “that makes you feel really 

good. Erm, and, and it solidifies and [gives] strength to your own recovery”. This mutuality is a 

reflection, again, of the foundation of shared lived experience that diminishes the hierarchy 

between the group facilitator and the group participants, as described by one peer support 

worker: 

 

we’re the professionals working in this space and they are the people that are benefiting 

from our professionalism in this space? Not really. We’re all in recovery. I was that person 
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x amount of time ago and I’m only ever one bet away from being that person again. So 

there’s no hierarchy.  

 

 

4.7 Committing 
 

Commitment to a group and to recovery is in part a result of how the group is offered and 

structured (a discussion returned to in the next chapter), as well as being a result of factors that 

rest at the individual level, such as stage of recovery, the extent of their gambling harms and 

the reasons behind them. One peer argued that “an open drop-in group without a cohort, um, 

for me personally, doesn’t, it won’t be, it won’t give so much accountability” because of the 

fluid membership of the group. The research findings also indicated that affected others are 

more likely to require intense support for shorter periods of time, for example when they first 

learn of their loved one’s harmful gambling or during a relapse. While affected others suffer 

significant and long-term harms, one support worker observed that they are often reluctant to 

commit to long periods of support for themselves because their focus tends to be on the 

immediate needs of the gambler. An online support group was argued to be effective in this 

context because catered for the fluidity of support needs, though there was also evidence of 

the benefits of a peer support group for affected others with a committed membership (of 

parents) who participated regularly over a long time period. 

 

Among the women who attended peer support groups for their own harmful gambling, they often 

felt that the group nature of the support created commitment and accountability. Commitment, 

according to Katy, stemmed from the hope generated by peer support workers acting as role 

models: “she makes, gives you hope that there’s a good future if you stop gambling ... So, um, 

and she makes you really committed”. While there was commitment to the group generated by 

the facilitator, it was also generated by the other members of the group, creating mutual 

accountability: “I’ve a lot of respect for those and I wouldn’t wanna let them down now as well” 

(Amy). Similarly, Anna said, “you don’t want to let anybody down as well as yourself … I don’t 

want you have to come on your call and all these people that have been supporting me all these 

weeks and have to say, oh I’ve relapsed”. Dawn was very emphatic that she felt accountable to 

the group: 

 

I would rather tell my mum and dad who are, uh, my favourite people in the whole world 

and are probably most affected by this other than me. I’d rather tell my mum and dad 

that I’d relapsed than anybody on that group. Partly that I don’t wanna let them down. 

But also it’s those people that are still struggling. I want to give them hope that, you 

know, you don’t get a set to a certain point and then keep crumbling. Erm, you know, 

I’ve seen people who were, I know you shouldn’t compare in these situations, but in 

worse situations than me. Whether that be financially, emotionally, family destroyed, 

etc etc. And, um, who have given me time and effort and comfort and I don’t wanna, 

yeah, I just don’t wanna let them down.  

 

This accountability was felt not only by the peers but also peer support workers, for example 

one explained “I’m doing this kind of work, it makes, it puts a lot of pressure not to relapse or 

slip, um, because I do not wanna come back to the group and be like, guys, I’m on day one”.  

Another peer support worker said, “It keeps me on the straight and narrow, without a shadow 

of a doubt”. Nevertheless, the peer support workers recognised the importance of creating not 

just commitment to recovery but also a caring and honest environment that would enable people 
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to share any relapse: “I want people to feel safe and so that they, you know, I never want 

somebody to feel ashamed, you know, that they slipped because it’s just part of some people’s 

stories” (PSW).  

 

Clearly there is a balancing act to be had between creating accountability and commitment and 

being understanding of the fact that relapse is common: “the funny thing is most of the time 

when someone said like someone confessed that their relapse nearly always someone else in the 

group would, oh god, so glad you said that. So have I” (Caroline). One peer argued that women 

can be too forgiving of relapse and that in a peer support group dominated by men, 

accountability was greater: “I think in the women’s group they’d be more likely to go, you know, 

it’s alright you can still come, everything’s fine whereas in the men’s group, I think they’d be 

like, you bloody idiot, what on earth?” (Jenny). In addition, the effects of someone else’s relapse 

on the rest of the group were mentioned, revealing that being a role model in a group can bring 

with it profound pressure to not let others down. This was illustrated by Charlotte:  

 

they were off [a bet] 14 years and it was like everyone looked up to, to this, it was a 

guy. I was like, oh, you know, you are doing so well. He broke out. You, you know, one 

day he broke out. That affects you when you’re in a big room, that really can affect 

yourself. Um, you can take a positive out of it, but when you’ve got so much onus on this 

group of people, it’s, it creates, you know, an angst.  

 

The issues around the provision of peer support groups that create commitment but also honest 

environments where people feel safe to disclose their vulnerabilities are explored in more depth 

in the next chapter. 
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5. The Provision of Peer Support Groups  
 

 

 

5.1 Diverse versus targeted groups 
 

Within the context of gambling treatment and support services that have historically been 

designed for men and targeted at men, there has over recent years been recognition of the need 

for services to reach more diverse populations. Young people, veterans, women, people whose 

first language is not English, people from a range of ethnic backgrounds, are all groups that have 

been underrepresented within treatment and support services. It is in this context that gambling 

support services for women and minoritised communities have recently begun to grow, but this 

raises questions of whether specific population groups should be encouraged to enter existing 

services and thus diversify their client base, or whether specific services should be provided that 

acknowledge their specific support needs. With its emphasis on peer support groups for women, 

the issue of having segregated groups was frequently raised in this research by both peer support 

workers and peers alike.  

 

While the specific circumstances and support needs of some groups were recognised as requiring 

targeted support, for example, particular linguistic or minority communities, in general, having 

a diversity of people within a group was seen as desirable, though at times leading to tensions. 

Age was one such example, with it being argued that bringing younger and older people together 

could be beneficial: “maybe some of the younger generation to maybe, you know, hear it from 

a, from an older person, um, you know, sometimes gives you a little glimpse into the future … 

an older person hearing, you know, something from a from a younger person can give a fresh 

perspective” (PSW). Another peer support worker argued that in diverse groups “Ultimately you 

get more from having a breadth of knowledge and a breadth of experience to tap into”, and he 

went on to say that gambling harms do not discriminate: “you may experience the harms in a 

different way, but the core, the addiction is ultimately still the same” (PSW).  

 

Most peer support groups separate the gamblers in recovery from affected others, recognising 

the distinct and sometimes conflicting needs of these two groups. However, even within the 

affected other category is a diversity of people, with different roles in relation to the gambler 

and different experiences of harms. Bringing a range of affected others together was argued by 

one support worker to be positive: “some people, um, were the husbands, some of them were 

mothers, so it was different variation of people, but they were all feeling alone in what they 

were going through … And uh, yeah, that worked very well”. Bringing the gamblers and the 

affected others together, albeit in a safe, controlled and time-limited way, was also seen as 

having considerable potential to bring about a change in understanding: “I don’t want them to 

feel attacked and I don’t want them to feel, um, hurt. I just want them to hear the other side” 

(PSW). Jenny commented on this issue too: “if they can relate to us and understand why, you 

know, try and understand why we do some of the things we do, I suppose it gives them a greater 

understanding as to why they’ve, through what they’ve gone through”. Similarly, a peer support 

worked said, “they’re quite interested to hear from each other, um, because I think when 

you’re, when you are in a, you know, sort of depths of addiction, the one thing you, you don’t 

think about are the people around you that you’re hurting”. 

 

Nevertheless, it was recognised that bringing affected others and gamblers together could risk 

conflict, guilt and harm, so precautions were taken to ensure that affected others had made 
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sufficient progress in their own recoveries so that they were no longer at the “angry stage” 

(PSW). Also, the need for both groups to have their own exclusive recovery spaces was 

recognised: “I wouldn’t want the affected others all the time in the group cos it’s, you know, 

um, it’s not that I don’t like them but I just, um, I don’t know, I just prefer it when it’s mainly 

gamblers, but I do like them to come in like maybe every month or three weeks or something” 

(Katy). 

 

Having people at various stages of recovery within a group was also, generally, seen as positive, 

as people newer to recovery could see the achievements of those who were more established. 

In addition, those with longer recoveries were seen as sources of knowledge for those new to 

recovery: “So I felt as if the girls that were off it a wee bit longer were able to talk a wee bit 

more in the first couple of weeks … So it is definitely good to get a, a range of time scales as 

well” (Anna). Nevertheless, the mixing of people at different stages of recovery was recognised 

to bring challenges. Having a topic or theme that everyone could contribute to could be 

problematic: “so if you ask a question about, you know, um, during your recovery, blah, blah, 

blah, blah, blah, some of them might, you know, some of them haven’t stopped gambling so 

they, you know, they can’t contribute” (Dawn); and “some of the stuff might not have been 

relevant to me at that point, but actually really relevant to someone that’s a lot further down 

the line” (Jenny). Another challenge came from people with unstable recoveries talking about 

gambling and relapse and thus triggering others. Making sure that people in the early stages of 

recovery did not feel alone and intimidated by those further down the line was important to 

Jenny: “all these people have done so much better than me and they’re so further along than 

me. Would’ve been nice to have had someone on the group who was also just starting out”. A 

peer support worker reflected on the challenges thus: 

 

where people are at different stages, they were like maybe six months to a year off of a 

bet and, and, and they wanted to come and, you know, relate to people and, you know, 

solidify their recovery. But where there were people coming on that were sharing, I’ve 

relapsed again, I’ve gambled and talking about their gambling … So I think there may be 

going forward something for us to think about in terms of having groups, people early on 

in recovery and maybe still going through that, I keep relapsing, I’ve gambled again, 

versus the people that are stronger in their recovery and, and, and are moving forward. 

 

Considerable attention was paid to the advantages and disadvantages of having women-only peer 

support groups. One of the primary drivers for this was argued to be the isolation of women 

experiencing gambling harms and the high levels of shame and stigma they feel. Thus, being 

with other women was affirmative: “there was 22 women and we all stood and cried because it 

was so, you know, so important” (Charlotte). A peer support worker commented: “they [felt 

they] were the only woman in the world that had a gambling problem. So I think, you know, 

when they can, you know, walk into a room and see, you know, there’s however many of the 

women that are, you know, not the same as them, but have a, you know, a shared understanding. 

I think that’s really powerful”.  

 

Women-only groups were argued to allow women to communicate on a deeper level: “I love it 

when we get a group of, of women together and you kind of, you can see what they’re getting 

from it, um, and seeing, you know, sort of share and, and build that bond” (PSW); “I think 

women are able to speak to women more freely and openly than they are in a, in a mixed group 

environment” (PSW); and “women might feel more comfortable speaking with women, men 

might feel more comfortable speaking with men. And I do agree that there is undoubtedly a 
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place for that” (PSW). A female peer support group was said to allow women to talk about things 

they would not want to voice in front of men: “I’m going through my change. But you don’t 

wanna talk about that with men … And so with the women’s group, a lot of women are talking 

about things like that” (PSW). Another peer support workers similarly said, “We we’re gonna 

talk about our hormones, we’re gonna talk about our cycles, we’re gonna talk about things that 

aren’t talked about in … most meetings that are, are mixed gendered” (PSW). According to 

Jenny, “there’s other stuff that as women, you know, we’d, we’d have a chin wag about the 

bloody menopause and all of the stuff that … you wouldn’t talk about in a men’s group”. For 

affected others too, the separation of men and women was argued to be advantageous: “I have 

seen it more where it’s a man without his partner and he will be, will say things differently. So, 

you know … maybe it’s a good thing to, for them to go to separate groups so that they can say 

what’s actually going on for them” (PSW).  

 

Traumatic and abusive experiences with men can also lead women to feel more comfortable and 

safe when they are in women-only groups: “a lot of women that come to us for treatment, um, 

of, you know, that there’s been an amount that have had, you know, negative experiences with 

men. Which is why I think the women only groups are, you know, sort of yeah, needed for them” 

(PSW). Another peer support worker said, “it wouldn’t work, it wouldn’t work in the mixed 

setting for, for, for personal reasons”; and another said, “having that, that place for women 

specifically is really important”. Thus the value of a women-only space was widely 

acknowledged: “there should be at least us trying to have this space and see how women respond 

to it and shape it” (PSW), but with the caveat that there needs to be an understanding of why a 

woman needs to just be with other women: “if somebody feels safer in a woman’s only group, 

I’m all for that. Definitely. And just that understanding of motivations and where things have 

come from” (PSW).  

 

There was also the realisation that having women-only groups had practical implications, 

resulting in the need for female peer support workers. One peer support worker said: “I think if 

it’s women’s only, I think facilitators should be women as well. I think it’s that really just create 

a safe space … you really get that understanding of each other”.  To illustrate the disadvantage 

of male peer support workers working with women, Lizzie told the following story: “I was having 

a really bad health day and I come on and I was sort of talking about women’s things, um, I sort 

of got, I’ll get back to you … And it really, that really knocked me back”. 

 

While there was wide appreciation of the need for women-only groups, there was also resistance 

to the segregation of women and men: “women only groups have their place. Um, but I do think 

after a period of time, um, yeah, that, that, that you could integrate, integrate the two, um, 

and they could come back into it a mixed group” (PSW). Another peer support workers reflected 

that, “by encouraging women only groups, it, it could equally inhibit them from seeking wider 

recovery because there are things that men could offer in terms of experience of recovery that 

they would benefit from” (PSW). On the segregation of women and men, another peer support 

worker commented, “Maybe sometimes we need to just normalise that if women and men are 

in the same group rather than make a big deal” (PSW). Some female peers also argued against 

the need for women-only groups: “we are different in many other ways, but actually when it 

comes to gambling, we think the same, we act the same, we do the same thing” (Jenny); and 

“You know, we are in a world full of men and women … I just think it gives me personally, uh, a 

more realistic view on the world and what’s happening” (Dawn). Despite this, both Jenny and 

Dawn participated in a women’s peer support group and appreciated the opportunity it gave 

them to talk about new things, so overall the consensus was women-only groups were valuable 
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(especially for some women with histories of traumatic relationships with men or with 

reproductive health problems), but in time, women should be encouraged to enter mixed peer 

support groups in order that their recoveries do not stagnate. 

 

 

5.2 The role of peer support groups 
 

Among the peer support groups reviewed for this research, it was clear that they played a range 

of roles during a recovery “journey”. Some service providers clearly envisioned peer support 

groups as aftercare, while for others it was the sole source of support, and for others still it was 

complementary to ongoing clinical treatment or to a variety of other support sources.  

 

The case of aftercare was expressed by a peer support worker who reflected back on her own 

experience and the absence of a peer support group following her receipt of clinical treatment: 

“it would’ve been a, a massive bonus for me, for my sense of my wellbeing … I have spoken to 

a lot of ladies and they have relapsed because of simply that, that it was like they just had been 

taken up onto a cliff”. Another peer support worker made the case that because of the 

qualitatively different nature of the relationship between people with shared lived experience, 

when time is limited due to work or other commitments, many people would choose a peer 

support group over a clinical treatment session, though ideally the two go hand in hand. The 

same peer support worker made the case for peer support during the crisis stage too: “I do think 

that an individual in crisis that’s hit their rock bottom, you know, peer support still works in 

there. You wouldn’t need to go through the therapeutic route then onto, onto peer support”. 

 

For affected others too, the case was made that a peer support group would be ideal at any 

stage of recovery, especially during the initial revelation of gambling harms. A facilitator of such 

a group, with her own lived experience, commented: “Quite often those that have just found 

out will be posting quite regularly … and then they do tend to take almost like a step back where 

they might feel, I suppose, where they’re just getting used to, you know, this, this new way of 

life for them”.  

 

While, then, gambling harms peer support groups have generally been conceived by service 

providers as aftercare, to follow on from clinical support, as the evidence grows that such groups 

can bring benefits to people at all stages of their recovery, the argument can increasingly be 

made that service providers could refer people into peer support groups in the context of a 

person-centred assessment of their needs. 

 

 

5.3 Group format 
 

In addition to the range of roles that peer support groups play during a recovery, it is clear that 

the groups can also be structured in a variety of ways. Among those reviewed for this research 

were closed or fixed member groups for a limited time period, one of which was very similar to 

a course owing to its highly structured content. By contrast were open drop-in groups with no 

fixed time period, drawing on a pool of members or peers referred into the service. The rolling 

drop-in model was, perhaps, the most common. This model included online forums whose 

members would be vetted upon group sign-up, groups open to people referred through a range 
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of service providers and offered in-person or digitally, and groups only open to members of a 

specific organisation.  

 

Each model was acknowledged by those interviewed for this research to have its benefits and 

drawbacks. One peer commented that she would struggle to commit to a drop-in group: “I might 

have had a really bad day and drop in and then next week I’ll be okay” (Charlotte). She did not 

interpret this flexibility as positive but instead giving her the opportunity to bury her head in 

the sand and pretend that things were fine. She appreciated the commitment of a fixed-term 

closed group, saying: “I would’ve gone to any lengths to gamble. So I will go to any lengths to 

stop” (Charlotte). The commitment demanded by a closed, time-limited group was also 

appreciated by others: “I think dedication is, is a big, a big point. You know, you’ve got to be 

dedicated” (Lizzie). One peer saw such a format as an ideal starting point, enabling a level of 

recovery that could then set someone up for a drop-in group: “I think your first initial journey, 

your head’s a a bit scrambled … But definitely after, um, yeah, be welcome to have anybody in 

the group” (Anna). One support worker compared the option of fostering real commitment in a 

fixed group with the relative informality of a drop-in group: “ringing and going through the 

paperwork and almost making you make it like a contract. It’s very different … too informal. 

Like there’s no commitment to it at all” (PSW).   

 

Another challenge identified by those providing drop-in groups was the tendency for those groups 

to attract just a core membership over time, such that when new people wished to drop in, they 

could feel unwelcome: “they’re all chatting away cos they know each other and they’re just sat 

there thinking, oh my god, I don’t know anyone” (PSW); and “the difficulty we had by then 

having a, a core group, um, was if we tried to get other people in, that could be very daunting 

for that another person to come into an established group” (PSW). Also introducing new people 

into an affected other drop-in group could create problems: “you don’t want to introduce three 

new people that are raw and angry. So it’s really difficult” (PSW). The same peer support worker 

recounted the following story: 

 

I brought somebody in who was, who was a parent of a young man who was in, in rehab 

and was quite up there, you know, in anxiety and that he only came once and that was 

his decision. And then the week after there were comments of, it’s quite nice that this 

is a quiet little group of, you know, and it just changes the dynamics very rapidly. 

 

The drop-in format for affected others was, however, generally seen as best suiting their needs. 

An affected other reflected on her initial need for support: “I wanted also just something that 

was low key. Not necessarily anything that was sort of structured or appointment based”. She 

subsequently established an online forum for affected others, giving them the availability of 

support from their peers whenever they needed it. The suitability of a drop-in structure for 

affected others was confirmed by another peer support worker: “part of that is to have it flexible 

… it’s picking and choosing and giving people that empowerment to and feel like they’re in 

control of going”. Another commented that after intense one-to-one support, a drop-in group 

for affected others was ideal. 

 

 

5.4 Keeping it fresh  
 

Closely allied to group structure is the issue of how to ensure that peer support groups do not 

grow stale, especially those that are rolling groups with no fixed time period. One peer support 
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worker said, “because it was the same people for months and months, it became quite 

stagnant”. Equally Caroline commented about one group she tried, “I think some of them have 

been going to 20 years to the same meeting and you got the same story every week, sort of. It’s 

the first time you hear it, it’s great and … you suddenly realise actually they’re just saying the 

same thing each week”. The stagnation of groups meant not only that they lost members as 

people grew increasingly frustrated (as discussed in more detail in the following section), but 

also they became increasingly unwelcome spaces for new members. Again, Caroline commented 

“some of the other people in the group said after 18 months of talking to the same people, they 

don’t really wanna go through all their stories again with new people”. In addition, groups 

without a time limit also increased the risk of dependency, with the peers becoming “stuck” in 

their recoveries and overly reliant upon the group. According to a peer support worker: 

 

they were just so heavily reliant on it and they weren’t making any progress and it was 

going nowhere. And it’s just like, what does success look like for that person? What, you 

know, getting on with life and not needing all of those things. But there’s an awful lot 

of people that are isolated and lonely. 

 

In order to keep the group sessions purposeful, the use of themes to orientate discussions was 

common, and two of the closed, time-limited groups also used workbooks. One peer support 

worker argued that themes are important to ensure the effectiveness of sessions and also to 

ensure the groups do not just become social gatherings: “if you’re just having a social, you can 

do that without it being, you know, uh, peer led or anything. You can just arrange that 

separately”. Themes included triggers, controlling urges, financial management, relationships, 

mental health and many others. There was recognition that finding new and interesting themes 

that were inclusive could be challenging: “Because not every topic is relevant to everybody … 

that’s probably one of the toughest things that they have to deal with getting that topic right. 

Um, so I think that’s really difficult and that probably, um, affects who says what when” (Dawn).  

 

The need to cater the themes to people at a range of points in their recovery was also 

highlighted, including legacy harms and crisis-stage gambling harms. Thus, a peer support worker 

illustrated how this could be done: “So last night’s topic was what have you gained this week 

from not gambling or if you are still actively gambling, what positive steps have you put in place 

to stop?”. Flexibility was also seen as important when sticking to the theme, recognising that 

issues could arise in the group that needed attention and there was also a need for time for open 

discussion: “there’s a bit of a blend between the, let’s have a free open forum for just any old 

discussion or do we go all down a focus where we can have a bit of a plan, a bit of a structure, 

or do you try and get something in between?” (PSW). 

 

The use of guests to the groups was also identified as a way to help maintain interest. These 

could be gamblers in recovery with interesting insights or affected others, sharing their 

experiences from “the other side of the coin”. The facilitator of a peer support group for the 

parents of gamblers, for example, recognised the value of having a young man come to the group 

to tell his story. Other service providers were also invited into a peer support group for gamblers 

in recovery to explain the support they offered, while the rotation of peer support workers to 

facilitate the group was also argued by a peer support worker to help keep things fresh:  

 

for those people that do come on a regular basis, seeing a new face, hearing in a different 

story, different perspective, etc. Um, cos I think groups can become stale, um, when it 
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is the same old faces, you know, it’s nice, but you know, there’s only so many times you 

can talk about the same thing, um, and try and say it in a different way. 

 

One peer support worker also recognised the value of sometimes doing something totally 

different, such as having a quiz, and one of the peers who attended said: “It was absolutely 

hysterical and it was probably the best [session] ever because we all checked in, had a really 

good time. Very competitive – obviously we’re all ex-gamblers” (Dawn).  

 

 

5.5 Recruitment and retention 
 

Related to keeping peer support groups fresh and interesting are the issues of recruitment and 

retention of group members. For all but the closed, time-limited groups that demand consistent 

commitment and a high level of attendance, this was recognised to be a challenge and much 

harder than recruiting for one-to-one support. Reasons included the problems highlighted above, 

such as groups become stale or feeling unwelcoming to new members, but also because the 

drop-in style inherently allows people to opt out of sessions as well as into them. A peer support 

worker suggested that there are now so many groups, they are all competing with each other to 

recruit new members. Other reasons identified were the parallel provision of clinical support, 

so people might not have the time for both, and were groups undertake screening, for example, 

using the Problem Gambling Severity Index (PGSI) at every session, this was also identified as 

being off-putting. 

 

The anxiety of entering a group and being open with more people was highlighted as a barrier 

by many peer support workers: “there’s something about, yeah, something there’s some fear 

factor behind it or something that they’re finding uncomfortable” (PSW); and “[We] have to put 

a lot of work into to get people to the groups. And I think once people join, that fear initially 

goes, but it is that anxiety and the, and the prejudgement isn’t it?” (PSW). A service provider 

declared, “the sort of people we deal with, you know, normally at the higher end of the 

spectrum, are they open for groups? A lot of them, no. Um, you know, this might be the first 

time they’ve spoken about it”. On a similar point, it was also suggested that the roller-coaster 

nature of gambling harms may contribute to sporadic attendance, with sometimes people feeling 

they don’t need to attend and sometimes feeling too bad to attend. This is perfectly illustrated 

by the words of Lily: 

 

Sometimes, um, it all depends on my day, but sometimes I feel, I, some days I go through 

and I feel really worth worthless. I, I still have those some days, but I just kind of go with 

the day and I know the next day or the day after I’ll be back. Erm, if I had a day like 

that, I find it very hard to go online and talk in a group. Cause I, in my head I think they 

can see that I’m feeling that way. I can’t explain it cause I feel so worthless, I feel like, 

I feel on those days, uh, very damaged. Um, and don’t feel very good about myself. 

 

Practical barriers to engagement included the timing of groups: “they didn’t [attend] because 

the times didn’t suit them” (PSW), and equally the day of the meeting and length of the meeting 

could be barriers: “We’ve, we’ve had people say, I can only stay for an hour or do you mind if I 

only do an hour? You know, two hours is quite long” (PSW). Another peer support worker 

described the lengths she went to find a time that suited everyone: “I ask them, you know, could 

you come up with a time that would be good for you? And they all came back with different 

times”.  
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The sporadic attendance of affected others was also discussed by one peer support worker, who 

highlighted that affected others often gave their own support needs lower priority than those of 

their partner or family member: “I look after, you know, I take the kids, he goes to his group or 

whatever, and then I go, but what about you? Yeah. And it’s that self-sacrifice”. Indeed the 

commitments of women in particular were seen as a barrier to attendance, with their caring 

roles for children or elderly relatives preventing them from attending. Also issues around privacy 

were raised, with people not being able to attend online groups for fear of being overheard.    

 

Finally, the perception of peer support groups being optional aftercare was identified as a 

challenge to recruitment, with those coming out of clinical treatment feeling that they have 

been “fixed” and wanting to move on with their lives: “so many people that just go, I’m done 

with this. I’ve stopped gambling, I hate what I’ve done to myself. I just need to get on with my 

life” (PSW). The return to some normality as recovery progresses also results in increased 

commitments to other things and decline in commitment to their peer support group, as 

explained by Caroline:  

 

Like as things got back to normal, people go back to work, they can’t make it or they’re 

socialising or there’s family. Um, some of them started courses so it, you know, they had 

assignments to do. And so yeah, it turns out it just sort of started to fizzle out where it’s 

just sometimes it’d just be carrying one person or two. 

 

 

5.6 Online versus in-person 
 

The dramatic pandemic-induced shift of peer support group delivery from in-person to digital 

was raised in the interviews, and generally seen in a positive light with regards to enabling peer 

support group attendance, especially by women with caring commitments outside of work: “I 

wouldn’t have been able to commit to going of an evening. I wouldn’t have been able to commit 

to going at lunchtime to a group, you know, half an hour away or whatever” (Amy). Physical 

meetings can also bring problems by being “in back of beyond or in an industrial estate and it’s 

sometimes not safe and sometimes really hard to find” (PSW). Ease of attendance online was 

highlighted: “I can literally be in my living room and, you know, be doing something and then 

right, okay, I’m on group. I don’t have to think about, right, I’ve gotta travel” (Dawn). In 

addition, the ease of accessing round-the-clock support online was said by Katy to be helpful: 

 

if I have gambling thoughts midnight or something, you know, or can’t sleep because of, 

you know, depression or anything, it’s great that it’s 24 7 now since Covid. Um, and 

that’s definitely helped my recovery, that there’s something, you know, online and you 

can speak to live people 24 7 and don’t have to disturb a friend or something.  

 

Affected others too (also mostly women) were seen as benefitting from the digital provision of 

support groups due to their other commitments and fluctuating need for support. The anonymity 

of online support was also beneficial as the women interviewed were sometimes worried about 

being recognised: “people will go, so is it only Manchester people in the group? Cause they feel 

quite exposed” (PSW); and “oh I went for recovery but I’m going to a drug and alcohol centre. I 

don’t wanna be seen going in there” (PSW). By contrast, groups with diverse membership from 

different part of the country (or globe) were welcomed: “the online spot and the fact that 



 

 45 

people are from different cities and everything, just, yeah, it just makes it more real” (Dawn); 

and “I like the way [the group] had no borders” (Rosie). 

 

One person highlighted the fact that social anxiety can make it very hard to attend in-person 

group meetings, thus digital delivery for her was particularly liberating: “I just find it really 

difficult being face to face in the presence with people” (Anna). A peer support worker also 

argued that online groups can be quieter and more respectful, and again this enables quieter 

people to participate: “I think you get more interruption face to face. I think people are more, 

um, I think being online there is that, um, element of respect of let somebody finish speaking. 

Whereas I think in a room there can be probably a little bit more sort of heated interaction”.  

 

Digital delivery was not universally welcomed, however, with one peer support worker arguing 

that facilitating online groups is harder: “you can potentially get the dominating voice, um, or 

voices that it can end up becoming, it could end up becoming an argument”, and it was said 

that stopping an argument would be easier in person. Technical issues could also “ruin a session” 

(PSW), and “the microphone’s only picking up one voice and then suddenly it all becomes a 

noise” (PSW), while for the person at home, the use of technology can be tiring: “my son broke 

the iPad so I’ve been on my phone. I basically, so you’re holding a device in front of you for two 

hours it’s like, or the sunlight hitting it” (Rosie). 

 

As mentioned above, digital delivery can also raise access and safeguarding issues (explored in 

more detail below), as people may not wish to be overheard by those they live with, and equally, 

digital delivery may mean there are other people out of camera who are listening in. A peer 

support worker summed up the challenged of digital delivery thus:  

 

then of course you’ve also got the, the people that knock the camera off and you’re like, 

are you there? Are you not there? Are you still there? And you know, I’m just nipping for 

a wee. And then they don’t come back or have they come back? And then so many the 

things that you don’t or you wouldn’t have once upon a time thought about for hosting 

meetings and now we live in this, this digital age. It comes with additional difficult 

pressures and challenges. 

 

There was also the suggestion that online support could only take a person so far through their 

recovery: “it’s alright sitting in your living room on a phone call and in your own comfortable 

space. But I need to start going a bit further now and actually meeting people face to face” 

(Anna). Meeting in person was thought to allow for greater emotional connection: “there is a lot 

more of an emotional presence to it” (Debbie), and one peer support worker said “there’s 

nothing better than a physical meeting … you can actually see the person’s body. You can see 

their body language, you can see whether they’re lying or not”.  

 

The connection that comes from in-person contact lay behind the suggestion of many peers and 

peer support workers that occasional in-person meetings were beneficial: “I think it’s about the 

wider connection as well in recovery” (PSW); and “The group all got together and we had like 

meal in London, which was fantastic” (PSW). Many of the peers also would have liked the chance 

to cement the friendships they had formed: “I would’ve even committed a little bit of my own 

money, like a contribution to have like attended something to meet them … maybe a bit of a 

halfway check in or whatever” (Amy). An online support group had resulted in its members who 

lived near each other arranging to meet up and the founder of the group welcomed this: 
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the group is flooded with pictures of people who have met up, women who have met up. 

And that right there is like the core reason because not only do you know the, the online 

connection is a great band aid, especially in the, in the world of Covid, but, um, that in-

person connection to know that somebody’s close by, somebody can grab dinner. Like if 

you’re having really strong urges or something and you just, you know, that right there, 

you, when I started seeing a lot of that, it, it just really hit home for me because I’m 

like, this is, this is the reason why we need stuff like this. 

 

 

5.7 The extent of support 
 

The need for support to wrap around peer groups was uniformly acknowledged by service 

providers as well as those people attending as peers. This wrap-around support took the form of 

signposting and referrals to additional or alternative services in line with an individual’s needs 

at any one time, support while people were waiting to enter a peer support group (through 

phone calls and sharing for information), and support upon their exit from a group. The need for 

support pre and post group was acknowledged to be especially vital for peer support groups 

running for set time periods, rather than those that are rolling drop-in groups. Anna, for 

example, commented that “there’s just a feeling of nothing. Um, and it’s gonna take a lot longer 

than 10 weeks to recover”, and similarly Katy said, “Cos so many programs stop after 10 weeks 

and it just isn’t long enough when you’ve got like 30 year addiction or you know, um, try, you 

know, the aftermath of the gambling harms”. Thus it would seem important to emphasise to 

peers that a group running for a set number of weeks does not rest on the assumption that all 

gambling harms will be resolved within that timeframe, and instead follow-on support must be 

provided: “so many people relapsed when they didn’t have anything after it. It’s, it’s very 

important to follow on from, you know, what you’re doing. Erm, and even just having a drop in, 

um, would be great” (Katy). 

 

Another reason to provide post-group support was identified as the need to preserve and 

strengthen the relationships built during a group and that were essential to reduce social 

isolation. Rosie expressed anxiety that the relationships she had formed would be lost once the 

group stopped: “I did think that these group of girls, you’ve kind got close to and you were like, 

oh my god, we’re never got see each other on video again”. Similarly, Jenny said, “You share a 

lot of stuff that is very personal, close and heartfelt stuff … and then not talk to them anymore, 

you almost feel like you’ve um, you’ve given your all and then it’s like, oh, well now we don’t, 

you know, we cared then but we don’t care now”. Approaches to avoid this included the 

provision of drop-in groups after time-limited groups and also the use of WhatsApp. Caroline, 

reflecting on the success of her WhatsApp group said, “generally we message every day on that 

and we’re like, we hardly, we talk about gambling when one of us is having problems or struggle 

or relapse, um, or just, you know, tempted by something. But generally we just talk like 

friends”. The usefulness of WhatsApp was also confirmed by one of the peer support workers: “I 

have people that don’t wanna come to the group anymore but they’re on the WhatsApp group 

and they join in on conversations … But it’s a level of support. It’s feeling connected”.  

 

Only one person who attended a peer support group raised the issue of dependency on support: 

“you’ve got to go off and kind of fend for yourself at some point” (Amy). Instead, the consensus 

among those interviewed for this research was the need for comprehensive, wrap-around peer 

support (whatever its form) over the long-term, in acknowledgement of the long-lasting impacts 

of gambling harms for many people. 
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5.8 Group size 
 

The optimum size of a peer support group was frequently raised, with the general consensus 

being the smaller the better. In large groups there was limited time for each person to talk or 

the group would overrun: “[There’s] maybe 10, 15 of us. Are we’re all quite chatty people as 

well, which probably don’t help. When we talk we should have 6 minutes and I’m sure we take 

about 15” (Jenny). One peer support worker, who compared the dynamics of a small group with 

a larger group, said: “that’s where we’ve really noticed that their relationships have really built 

up because they’re all talking to each other”. Similarly women who attended a small group 

spoke of its benefits: “It was just lovely because we opened up something and it was like we 

were all talking to each other” (Lily); “you’ve got two hours to, you know, everyone, even if 

they wanted to talk for half an hour, you know that it’s there, you know, just so that they’ve 

got the option there” (Lizzie); “small group was very beneficial, you know, that the fact that 

we’re all, all able to talk, um, you know, whenever we wanted” (Jenny); and finally, Rosie 

explained that a small group of just four or five people meant that the group became more 

personal, while for Charlotte it would be easier to tell a small group about a relapse than a large 

group. 

 

One of the peer support workers agreed that sometimes a poorly attended drop-in group could 

prove to be very constructive owing to the small number of people present: “where there’s only 

a handful of people and they’ve been some of the best ones”. Another peer support worker 

agreed, saying “I have about six that come and that works … You do need that intimacy and trust 

for people to get to know each other”. A smaller group was also argued to be easier to manage: 

“when it’s a smaller group, your anxiety’s a bit eased because you don’t wanna be the person 

that’s gonna say, oh, okay, I’m gonna have to move on cause I’m a bit conscious of the time” 

(PSW). Nevertheless, another peer support worker argued that 10 was the ideal size for a peer 

support group on the grounds that a group of 14 or more would not work due to lack of time. 

Interestingly, Dawn, who had attended a very large group, spoke of the benefit of seeing that 

many people, all with the same problem as her: 

 

at the first session I ever went on, it was like 16, 18 people, I was like, wow, um, this is, 

this is a lot. But actually that was really good for me as well because obviously we are 

all sitting here going, woe is me, why am I the only one, you know, going through this? 

And then you get on this bloody Zoom and you think, okay, I’m not the only one. 

 

 

5.9 The peer support worker  
 

Unsurprisingly, not all peer support workers approached their role in the same way, especially 

with regard to the use of their lived experience. This relates closely to the earlier sections in 

this chapter on the role of peer support groups and how they are structured. Some models 

embrace the explicit and upfront disclosure of lived experience from the start, while in other 

groups the peer support worker only discloses when necessary, instead relying more on the 

sharing of lived experience between the peers themselves. One peer support worker described 

her role thus: 

 

the facilitators are there as if it was a church hall, a physical building where you there 

to open the door, turn the lights and make sure everybody’s warm and safe, you know, 
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and you can step in, but it’s for them to say what’s on their mind and it’s for other 

people to say, in my experience I did this or, cos there’s no right and wrong answers with 

a lot of it … You know, we can try and challenge it a little bit in a safe way, but really 

rely on the peers to just offer that support.  

 

This approach was taken by many of the peer support workers, essentially facilitating the running 

of the groups but taking a back seat: “I find meetings take their own lead and, um, I, I find it 

okay”; “I think what I like to feel we offer is … that space in, um, of safety in an environment 

where they can offload … you know, we’re not Samaritans”; and “So trying to take all that ego 

out of it, all that heavy responsibility. And so you’re there to facilitate something, you’re a peer 

in within something. You’re the same as everyone else really”. Another peer support worker 

said, “I don’t disclose straight away … It’s not something that, um, I keep a secret, but it’s also 

not something that I go straight in with and say, right, I’ve got lived experience. Because for me 

it’s ,the important thing is that I’m there to support them and then they can kind of ask me any 

questions”. 

 

A more explicit approach was taken by some peer support workers, especially in the early stages 

of a group, in order to model the practice of sharing and to build trust based on shared lived 

experience: “they told their stories and … seemed relatable and um, you know, and easy to talk 

to … I think it just was infectious and um, gave everybody confidence” (Katy). Debbie, who 

attended such a group, reflected how the peer support workers’ initial sharing of their stories 

“put the group at ease so that they feel comfortable potentially then sharing information about 

themselves”. Later they used their lived experience more selectively to reflect upon or illustrate 

a theme: “putting that advice into context” (Debbie). The initial focus upon the peer support 

workers was also appreciated by Rosie, for it allowed her to observe and remain quiet until she 

felt comfortable: “I think I would’ve freak if somebody had said, right, it’s your turn to talk”. 

Another purpose of the sharing of lived experience by the peer support worker was to inform. A 

peer support worker who ran a group for affected others saw one of her roles within that group 

as being to answer questions about gambling harms that the affected other could not ask their 

family member: “I give them a gambler’s perspective on things, which I think is useful sometimes 

because you’re in your own bubble as an affected other, that’s all you know”. 

 

Regardless of the approach taken to the role, it was widely acknowledged that it requires not 

just learned skills but ideally a natural ability to communicate: “I think I’m good at talking to 

people and I think I’m relatable because I think I’m just a normal girl and I’m not, like, I’m just 

normal. I, I haven’t got any airs and graces” (PSW). Another peer support workers commented, 

“authenticity is always, always the, the, the key. I think you’ve got to, you’ve got to believe in 

what you’re saying, you’ve got to be to be true to yourself”. One peer support worker made the 

following observation: 

 

I hate saying it like this, but it takes a special person to be able to stay within the 

gambling recovery community after experiencing the harm that we’ve, we’ve 

experienced, you know, and, and trying to correct our behaviours, trying to, um, do our 

recovery, trying to live our lives and still navigate the world of gambling. Like that’s, 

that’s not for everybody. 

 

Those peer support workers that took a more interventionist approach to their work and those 

that gave their groups considerable time (for example in the online forums), were very conscious 

of the emotional and physical toll their work could take: “I learned that I’ve got to have 
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boundaries as well. You know, the old me, um, in a big group would’ve been, I’ve got to help 

that person, I’ve gotta help that. No, I can do what I can do, but I’ve gotta protect myself as 

well” (Charlotte). The possession of lived experience is, of course, a prerequisite for the role, 

but that lived experience has to be used safely and appropriately. Below is a discussion on 

training for peer support workers, but it was clear from the interviews that even with training, 

it took time for people to learn “what I should share and what I shouldn’t share” (PSW). A peer 

support worker with considerable experience explained, “If it’s not gonna benefit them or it’s 

not, they can’t relate to that experience, then don’t talk about it and, and, and try and bring it 

back to what areas need, need focus on”. Similarly another said, “I don’t get up every morning 

and go, I’m gonna talk about my story every day. Cause I don’t, I’m so sick and tired of hearing 

it. But just being able to input a little bit of going, well in my experience it was this”. A third 

said, “I wouldn’t tell someone something because it’s completely irrelevant to their journey”. 

Those new to the area of peer support were identified as being vulnerable through their 

enthusiastic sharing of their lived experience and their drive to help others: 

 

we are all, um, susceptible to vulnerabilities at, at, at any any stage. We’ve all been 

really vulnerable in, in, in early stages of recovery, and the people that we are working 

with are, are, are, are really vulnerable in, in that early stage. So, you know, it’s great 

that we’ve got lived experience, but it’s how you use it. And, and, and that’s what I 

think’s lacking when you see people on Twitter reaching out, you know, uh, 10 days, 10 

days bet free, my DMs are open. You, you know, you know, it’s fantastic to see that 

people want help others, but you know, you’re nowhere near ready. 

 

For the two people who had set up online peer support forums, their work had become 

particularly time-consuming and exhausting: “it became 24 7 type thing, you know, in the night 

if, if something went off, I’d feel the need to sort of direct and, and I thought this, this is 

becoming unhealthy, although I want, was wanting to help”. The other commented that because 

her group was “a passion project for me, it was really hard for me to let people like help … I’ve 

realised how important it is to check in with myself and make sure that I’m, I’m maintaining this 

balance of work, life, recovery”. The online space was also recognised by one of them as 

presenting its own addictive dangers: “I was constantly, um, like checking my social media … 

it’s definitely been a whole learning process for me, um, about really awareness, awareness of 

my compulsive, my compulsive habits”. Among some of the peer support workers was the explicit 

recognition that their lived experience made them vulnerable and thus there was a careful need 

to manage their disclosure and boundaries, including the time they gave to their peers. One 

summed it up thus: 

 

we have to be mindful that we’re in recovery as well. That’s a, a big thing. And to not 

take on too much and to, to have the, you know, the ability to go no, or something might 

trigger me. I’d like to think, touch wood, I’m long enough in recovery and that I can deal 

with most, if not all situations, but never complacent. Um, and that, that I think is 

sometimes overlooked because people, understandably, I did it, I did it for a year and 

then relapsed. 

 

Another challenge to peer support workers is managing the dynamics of the groups that they 

facilitate, and it was generally recognised that this can be difficult when the groups are online: 

“Online these are just eyes staring back at and it gets, it can be really, really awkward. And 

then, then it heaps the pressure” (PSW). Keeping the groups flowing could thus be a challenge, 

and some of the peer support workers used questions to help with this. A greater challenge was 
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the management of time and the personalities and needs of the peers attending: “But you’re 

gonna get people that go off on one because you do this check in and then you go around and 

say, how has your week been? That can take up a lot of time” (PSW); and “you’ve gotta think of 

who’s there and on the screen and how people are reacting to that and, and somebody 

dominating” (PSW). The management of the sharing of time was seen as requiring skill and 

practice, but also there was sometimes a need for peer support workers to be flexible and give 

extra time to someone in particular need: “some people have had a really bad week and it can 

take up a portion of time, you know, and or that somebody comes in and they just burst out 

crying and it, you know, we need to kind of get them grounded again” (PSW). 

 

The incompatibility of some personalities in a group could also be a challenge: “you, you kind 

of got a sense that there was a couple of bits of like, I suppose annoyance between the group. 

Um, you know, so that had to be kind of managed” (PSW). Peer support workers thus needed 

the skills to recognise and manage such tensions: “these challenges arise. Um, and it’s, you 

know, but it’s, it’s a learning. It’s, we are learning all the time” (PSW). Where facilitators did 

not take an active role in managing group dynamics this would cause tensions: “I think because 

it’s not facilitated by a proper counsellor or facilitator, it can get very heated and out of hand 

in some of the groups” (Katy). Commenting on the impact of someone being allowed to dominate 

a group, Caroline voiced the resentment of the rest of the peers: “People weren’t getting to all 

have their share and people were messaging and saying, I literally said nothing”. 

 

 

5.10 Ground rules and safeguarding 
 

To help manage such tensions and challenges, all the groups had some ground rules in place, 

though their enforcement could be challenging. Ground rules included being respectful, not 

interrupting, keeping cameras on and not using triggering language: “we have a set list of 

boundaries at the start, um, in which we’ll read out which go, you know, don’t drink alcohol, 

don’t smoke or on camera or turn it off cause of cross addictions” (PSW). While some of the 

peers who attended groups commented that everyone behaved respectfully, this was not always 

the case and avoiding the use of words and phrases describing gambling, which could be 

triggering to others, was a challenge for peer support workers: “So, you know, sometimes people 

will, you know, try and suggest, you know, harmlessly, they don’t realise what they’re saying, 

but ways around certain barriers and having to kind of, you know, pick up on that” (PSW). Two 

women said how they had left groups because of feeling triggered: “I mean I left groups because 

some people are just really triggering” (Katy); and “you don’t mention certain language. You 

don’t mention the name or places or yeah. You don’t mention the amount or you don’t mention 

what you bought or what you didn’t ... but they was constantly doing it and so then I just stopped 

going” (Lily). 

 

Such problems were identified as being most problematic in predominantly male groups and 

those with weak facilitation: “I just ask that everyone is respectful toward each other and, um, 

not to, um, not to use language that’s actually might upset someone else, really. But again, I 

think you’re more inclined to get that in a … [mixed] meeting rather than a, a group meeting of 

females online” (PSW). Also groups with members with complex needs were identified as being 

a challenge in this regard: “all it is for one person to go, well that’s not gambling or you know, 

my, my debt’s bigger than your debt and it can just all go through the floor… just for one person 

to say something and you’ve just lost two people” (PSW). Ultimately while ground rules were 

seen as essential, there was a recognition by one peer support worker that the facilitators have 
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limited control over what people say: “these things bring things up for people and you cannot 

predict what is going to get said in that group. So you cannot, what I say is you can’t predict or 

protect the people that are in that group from what is going to be said. Because otherwise 

nobody would say anything, would they?”. 

 

In the online peer support forums, ground rules were also in place. In one group dominated by 

women, the few men that were part of the group had to agree to not contact or message any of 

the women: “all the moderators know not to let any man in the group that I will, I will do that 

myself. I will interview them basically and make sure their intentions are pure” (PSW). Ensuring 

that the group rules were always accepted sometimes proved tricky too: “sometimes family 

members will invite another family member, but then they don’t necessarily answer the 

questions … Then they have to track back through, you know, relationships, you know, who 

they’re linked to … So it’s very time consuming” (PSW). 

 

It was explicitly recognised by most peer support workers that not only did peers need to be 

kept safe, but so did they. On an online forum, a disclaimer was added stating the group was for 

the purpose of sharing lived experience rather providing professional support and directing those 

in distress to the National Gambling Helpline, “it’s just so that if any anything happened and 

someone said, well you, they told you and you didn’t do anything, I don’t wanna live with that 

on me … it’s just to make sure that I’m not, you know, liable for anything” (PSW). Another peer 

support worker was careful about giving out her phone number “just for my own sanity”, 

recognising that otherwise she would never get a break from her supporting role. Nevertheless, 

many peer support workers recognised that they invested heavily: “I can’t just like put my phone 

down and not look at it for a day because I could have those messages” (PSW). Drop-in groups 

also were thought to be challenging in this regard: “you get involved in everybody’s story and 

you obviously want them to do well and then you don’t see them again. And you think, have 

they, you know, have they relapsed? Is everything okay?  … so that affects me” (Dawn). 

 

Protecting peer support workers also took the form of ensuring that their recoveries were 

sufficiently established and that they were not vulnerable themselves. A minimum recovery time 

limit was often set, though there was a recognition that this could be arbitrary: “I do think it’s 

a case by case basis. We do have that year because that’s fairly generic, fairly standard across 

most addiction fields, some are two years. Um, but yeah, I think that year is a kind of a good 

guide” (PSW). Even though training and supervision for peer support workers were provided in 

some cases (see below), it was argued that best practice was to allow peer support workers to 

have some autonomy and freedom within safe guidelines. Where this happened, one peer 

support worker said, “It was so professional that I felt like my lived experience is going to good 

use”. Another commented: 

 

if you try and make everyone work the same, um, you’re not gonna be your authentic 

self and each person’s story is completely different … So I think giving people that 

autonomy to work freely but to a set of boundaries and guidelines to work with so it 

makes you safe is really, really good.  

 

The creation of a safe space of peers was the subject of much discussion by peer support 

workers. Having two facilitators was seen as best practice for this, with more peer support 

workers on stand-by and ready to step in if need be: 
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it’s absolutely essential, um, to have that training around safeguards and boundaries 

and, and you know, how to deal with certain situations when they arise. Knowing the 

policies and procedures and having two peer supporters to, to co-facilitate. You know, I 

don’t, uh, I don’t think we’ve had it to, to date, um, but I know there’s been certain 

times where people have started sharing and they’ve got upset and they’re a bit, you 

know, um, you know, to be able to, to manage that. And should it escalate into someone 

disclosing that, you know, they’re in a real dark place and they’re thinking of doing 

something or some, you know, and, and, and then they log off the meeting and stuff, 

one of those peer supporters are gonna have to, you know, get into contact with that, 

with that person and what, whilst the other one holds and contains the room. 

 

Having more than one peer support worker allowed a person in distress to get attention (in a 

breakout room or on the phone), while the other person not only carried on but also explored 

the impact of the incident on the other peers: “talking to the, the, you know, the women that 

are there about how they’re feeling as well. Cause I think it’s important that, you know, that’s 

acknowledge what’s happened as well if someone has been upset” (PSW). 

 

Where two facilitators were not in place, this was sometimes justified by the small size of the 

group, or because the peer support worker knew the peers well: “we know where they’ve come 

from and who they are” (PSW). The risks were generally perceived to be highest in online forums 

where people could reveal high levels of vulnerability and distress, and yet they could not be 

reached offline due the absence of personal information: “there’s no structure in place … I think 

it’s open to abuse. I do. And I think people could also be given the wrong information as well” 

(PSW). Collecting contact details enabled safeguarding processes to be robust, however, there 

was a recognition that asking for too much information before the establishment of trust could 

lead people to disengage: “they start asking you what’s your address, what’s your telephone 

number? Women are putting the phone down on them” (PSW). Acquiring the minimum 

information in order to safeguard peers was thus seen as best practice: “So we have a telephone 

number. We generally have an email for them. We’ve just started asking where they are in the 

country in the, and that’s for me pushing that, to find out and for funding” (PSW). The same 

peer support worker also raised the potential for conflicts of interest where both gamblers and 

affected others are supported by the same organisation, again raising the need for multiple 

trained peer support workers: “it’s good to have separate facilitators that don’t, don’t, you 

know, because you’re having to sit through a group and, and just got, well I know that they’ve 

started gambling again … confidentiality issues of one facilitator letting another facilitator know 

that that’s going on” (PSW). 

 

 

5.11 Training and supervision 
 

Training for peer support workers is obviously a means to help secure safeguarding for all 

involved in peer support groups, with one peer support worker saying, “the idea of winging it 

scares the you know, outta me”. The purpose of training was described as being to ensure that 

peer support workers have the knowledge and skills to run safe and effective groups, but it was 

also stressed that training should not depersonalise a service:  

 

I do believe that there’s some level of training, that’s not to take away from the person’s 

authenticity or their natural self, but I think you need to build on that authenticity with 

the skillset to be able to cope with whatever demands may, may come from that 
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meeting. Because as we know, it’s not always rosy in the garden, is it? You know, people 

might come and I might have had a really bad week and they might, you know, they 

might be expressing suicidal ideation and say, right. So you need to have a level of 

professionalism to that. This is why you can’t, in my opinion, you can’t just do these 

things willy-nilly. You can’t just go, I’ll tell you what, let’s have a, let’s have a meetup.  

 

Managing group dynamics was described as one element of training: “You know, or because 

you’re gonna get members that are a pain in the backside or are you’re gonna get members that 

are really take up a lot of time and just, and you should do that on training” (PSW). Training 

also served the purpose of ensuring that peer support workers knew how to communicate with 

their peers: “getting the women to talk, you know, getting them to open up and, and also, you 

know, building up that trust so they, they can trust you to talk about what’s going on in their 

lives” (PSW). As mentioned above, it helps if peer support workers have a natural ability to 

communicate, and one peer described her peer support worker thus: “[she] really brings, um, 

such a great positivity and experience and yeah, great ideas, you know, and fun, um, really 

dedicated. Um, and yeah, I think yeah, have more facilitators like that and it, you know, you 

can’t go wrong” (Katy). Training can enhance such natural ability, ensuring that people know 

how to use their lived experience to best effect: “where the training comes in and stuff, you 

know, you don’t just turn around and say, oh, you know, do this, do that …  it’s, do you mind if 

I tell you how I did it or do you mind if I tell you how I dealt with it?” (PSW). 

 

Without the use of properly trained peer support workers, it was perceived that groups could be 

poorly managed and unprofessional: “it’s not very well facilitated and that’s why I think it’s very 

important that the funding is available for properly facilitated groups” (Katy). Also, even with 

training, there was the perception that peer support groups could feel intimidating for the novice 

peer support worker, nervous of their ability to manage the group safely: “if anyone’s kind of 

come through that process, maybe not done any group work in their recovery … there’s that 

fear, there’s that anxiety, oh my god, you know what, what if I say the wrong thing? (PSW). 

Shadowing experienced peer support workers was one approach to increase the confidence of 

new recruits, as well as ensuring that all peer support workers felt supported themselves by 

supervisors: “they’re there for a reason just in case anything does go wrong or anyone gets stuck, 

they can kind of jump in” (PSW). 

 

Supervision can also take the form of clinical supervision, acknowledging that peer support 

workers necessarily use their lived experience and this can make them vulnerable: “it’s not 

presuming that people are okay all the time” (PSW). One of the facilitators of the online peer 

forums also identified her need for external clinical support: “she’s very good at calling me out 

when she sees my, my balance is off kilter” (PSW). The purpose of supervision was described by 

a peer support worker thus: 

 

So just a bit of reflective practice but having that supervision of going, how’s it gone? 

What are you struggling with? But then there’s the reality of it actually going through it 

and going, my intention is to do this but you know, somebody dominates or somebody 

doesn’t turn up or somebody’s late and it’s just having a bit of hand holding of knowing 

that’s ok. You know, for some people cos everyone’s really eager in recovery aren’t 

there, or I wanna give back, I’m the tree reaching out for everybody and it, it is that 

thing, but there’s a reality of it can kick you in in the head sometimes and it can really 

drain you. 
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6. Conclusions and Recommendations  
 

 
 

6.1 Conclusions 
 

In Chapter 3, a review of the literature on peer support identified some of the outstanding 

knowledge gaps, and it is hoped that this report has contributed to filling some of those gaps. 

For example, Eddie et al. (2019) identified the need for further research and understanding on 

the amount and intensity peer support interventions, the best contexts for provision of peer 

support, and appropriate skill levels and training for peer support workers. Similarly, Nesta and 

National Voices (no date) identified gaps such as the optimum duration of peer support and the 

effectiveness of peer support for different population groups. These are just some of the issues 

that this research was able to reflect upon in discussions with people who have participated in 

and delivered peer support groups for gambling harms. What is clear is that, with a few 

exceptions, such as the need for peer support worker training and robust safeguarding, there is 

considerable flexibility to be had within peer support for groups, be that with regard to group 

format and delivery, content, targeting and so forth. More consistent is the evidence of impact, 

with the literature indicating a wide range of impacts for both peers and peer support workers, 

and this research adds to the evidence base. 

 

Many of the impacts of peer support groups for gambling harms chime with the benefits of peer 

support identified by Repper and Carter (2011), which included empowerment due to the mutual 

development of solutions, the shared exploration of feelings, the normalisation of emotional 

responses that are often discouraged, reduced social isolation, empathy and acceptance, 

reduced stigma, and hope and a belief in a better future. The first impact of peer support groups 

identified in this report is understanding, stemming from the sharing of lived experience. 

Meeting other people who “get it” was profoundly transformational for many people, as they 

felt less alone in their experience of gambling harms, be they gamblers in recovery or affected 

others. This was especially true for the women who took part in this research, many of whom 

had never met another woman experiencing gambling harms. The absence of that lived 

experience of gambling harms by clinicians was seen as a weakness of clinic support, the 

strengths of which were generally regarded to lie elsewhere. This supports the assertion by Nesta 

and National Voices (no date) that the support provided by peers is usually just as effective as 

that provided by professionals, particularly when the focus is on emotional or social support. 

Indeed, many of the women in this research argued that it was superior. 

 

Closely allied to the understanding evident between peers in a peer support group was the lack 

of judgement between them, with some people being sceptical that clinicians do not judge 

them, even a little bit, because of their absence of lived experience. Gillard (2019) identifies 

equal power relationships as one of the primary values of peer support and this was borne out 

by the research. The absence of any hierarchy between peers and peer support workers, because 

they had all done similar things, felt similar emotions and lived through similar difficulties in 

relation to gambling, meant that there was a foundation of trust between them and a lack of 

judgement that enabled peers to talk freely and with less fear of being misunderstood or 

condemned. The resulting communication enabled deep connections within the peer support 

groups, not just between peers but also with peer support workers. According to Mead et al. (no 

date), “When people find affiliation with others they feel are ‘like’ them, they feel a connection. 

This connection, or affiliation, is a deep, holistic understanding based on mutual experience 
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where people are able to ‘be’ with each other without the constraints of traditional 

(expert/patient) relationships”. This research bears out the value of peer support in establishing 

transformative connections, and this was especially the case for women who had taken part in 

women-only groups, many of whom were able to develop strong relationships and friendships 

with their peers that were an invaluable resource for their recovery. O’Mullan et al. (2022) also 

found this when examining peer support groups for gambling, with the groups reducing women’s 

social and emotional isolation. Where women participated in mixed gender peer support groups, 

connections and relationships were also built, but these were often thought to be different, less 

easily formed, sometimes more fraught, but for some women, of no lesser importance to their 

recoveries. Mead et al. (no date) argue that “Peer support is an inclusive model that creates 

room for all people to fully experience ‘being who they are’”. What this research has shown is 

that for many women, women-only groups provided them for the first time with a space in which 

they felt sufficiently comfortable, understood and safe to be “who they are”. 

 

An outcome of participating in peer support groups was reported by peers and peer support 

workers as the building of confidence and hope. This was especially true for women who had 

previously been isolated in their experience and with little confidence that they could recover. 

This was also reported to be true among affected others who had previously felt unable to cope. 

Confidence came through a growing ability to speak and through the security of being heard, 

being understood and not being judged. It also came through being with other people with lived 

experience who were succeeding in their recoveries from gambling harms, be they peer support 

workers or peers at more advanced stages of recovery. Similarly, Trachtenberg et al. (2014) 

found the benefits of peer support to include feelings of empowerment and improved self-

esteem and confidence. For some of the women who took part in this research, the impact of 

peer support on their confidence was such that they had decided to embrace new careers and 

employment opportunities.  

 

The sharing of personal experiences and the giving of advice is described by MacLellan et al. 

(2015) as a unique characteristic of peer support. Stearns and Yang (2021) found that one of the 

many benefits of women’s peer support groups in prison was the giving and receiving of advice 

on practical and logistical issues. Chapter 4 of this report showed how the sharing of both 

positive and negative experiences allowed for learning within peer support groups, which in turn 

helped strengthen people’s recoveries as they took away tips, tools and examples of what to do 

and what not to do. Learning for some people also centred on their emotions, their personalities, 

their personal histories, and those areas that they still needed to explore. The peers and peer 

support workers who took part in this research valued the diversity of experience within their 

groups, even diversity within groups just for women or just for affected others, for this allowed 

them to learn more, for example, younger people learning from older people, the partners of 

gamblers learning from the parents of gamblers, and gamblers learning from affected others and 

vice-versa. The two-way process of giving and receiving of advice and support was also found to 

be a closely allied outcome of the groups. Gillard et al. (2017) argue that the values of mutuality 

and reciprocity underpin peer support relationships, while MacLellan et al. (2015) write that 

reciprocity reflects a bi-directional relationship, stimulating personal insight and awareness of 

the impact of behaviour on others, leading to greater self-acceptance and understanding. Being 

able to give as well as take was transformational for some peers, even those new to recovery, 

for it built their self-esteem and enabled them to begin to turn their negative experiences into 

something positive. This was also found to be true for peer support workers, echoing the findings 

of Repper and Carter (2011) that benefits for peer support workers include aiding their recovery 

and increasing their sense of self-esteem. 
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A final impact of peer support groups explored in Chapter 4 was the ability of these groups to 

foster commitment to recovery. It was found that the structure of the group, as a drop-in group 

or a group with fixed members, could impact the level of commitment that some people felt, as 

a drop-in group more easily enabled them to drop-out. Nevertheless, the group format (as 

opposed to one-to-one support) was argued to foster a sense of accountability to the group as a 

whole and corresponding commitment to recovery. This could, however, have the side-effect of 

making people reluctant to admit to any relapse, or having a detrimental impact on the group 

if a key member did relapse. Peer support workers thus felt their continued recoveries to be 

essential as they were role models, however, they felt this to be positive rather than overly 

pressuring. 

 

In Chapter 5 the report moved on to look at some of the more strategic and practical issues that 

affect the provision of peer support groups. The chapter opened with a discussion of the pros 

and cons of offering groups for specific groups of people, such as women, or people at different 

stages of recovery. For women, groups exclusively for them were felt to be beneficial to enable 

them to feel less stigmatised as women gamblers, as well as giving them the opportunity to 

discuss issues relevant to their gambling which they felt unable to talk about in the presence of 

men, such as their reproductive health or experiences of sexual or domestic abuse. Women 

whose experiences of gambling harms had led to their social isolation and a lack of confidence 

especially benefited from women-only groups, where they felt more able to express themselves 

and slowly build their confidence. Nevertheless, diversity and inclusion are founding values of 

peer support (Mead et al., no date), and many of those interviewed for this research argued that 

groups of mixed ages, mixed gambling experiences, mixed recovery experiences, mixed 

ethnicities and genders presented opportunities for more learning and transformation, helping 

to ensure that recoveries did not stagnate. The idea was forwarded that for some people, the 

ideal would be to first enter a peer support group that was exclusive, such as just for women, 

but that later, when confidence levels had improved and group-specific problems had been 

addressed, they should be encouraged to transition to more diverse peer support groups. 

 

There was also diversity in the perception of were the value of peer support groups lies within 

people’s recovery “journeys”. Here there was no consensus on whether peer support groups 

should best be offered as aftercare, that is post-clinical support, whether they could replace 

clinical support all together, and whether they are as suited to the crisis stage of recovery as 

they are to the legacy harm stage. Traditionally, however, peer support groups have been seen 

as an add-on to clinical support, and it is hoped that this research report shows their value in 

their own right (Nesta and National Voices, no date) and thus their potential to help people at 

whatever point they are at, either as gamblers or as affected others. When considering group 

format, again there was an array of types with no consensus that one type was better than 

another. Online forums, however, were argued to be especially well suited to supporting 

affected others. It was found that long-term drop-in groups could grow stale if new members 

did not join, but they also gave people access to a source of support that they could rely upon 

in the long run. Fixed-term groups could instead lead their members to feel anxious and 

unsupported once their group ended, however, these groups often generated high levels of 

commitment and close relationships that built support networks. Pros and cons were evident, 

but some formats were clearly better suited to some specific groups of people with specific 

support needs, for example closed membership groups for women entering recovery for the first 

time and needing to feel safe. 
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The need to keep long-term peer support groups fresh was explored in more detail, and various 

suggestions were made as to how this could be done. These included rotating peer support 

workers, inviting guests to join, fostering a culture of acceptance of new members, carefully 

selecting themes for discussion, and being innovative with group content. This theme was closely 

allied to that of recruitment and retention. Generally, it was recognised by the peer support 

workers who contributed to this research that it was harder to recruit people to groups than to 

one-to-one support. This was due to issues such as groups becoming stagnant and feeling 

unwelcoming to new members, the range of groups available that are all competing for 

members, the timing of groups during the day or evening, other demands on people’s time, 

including any one-to-one support, and the paperwork that some groups may demand. Overall, it 

was felt that groups can be intimidating due to the need to share with more than one person 

and due to already established social relationships. It was also suggested that the roller-coaster 

nature of gambling harms may contribute to sporadic attendance, and this was especially the 

case for affected others.  

 

The online provision of peer support groups was, on the whole, welcomed and recognised as 

enabling attendance, especially for women who may be isolated in the domestic sphere and 

intimidated by attending physical support spaces, or for people who have considerable demands 

on their time, such as women with caring commitments outside of work. Affected others were 

also seen as benefitting from the digital provision of support groups due to their other 

commitments and fluctuating need for support. Digital delivery was not without problems for 

peer support workers, however, including technical challenges, managing group timing and the 

personalities and diverse needs of a group of people online, and potentially access and 

safeguarding issues. There was also the suggestion that online support could only take a person 

so far through their recovery and instead meeting in person enables greater emotional 

connections, so even sporadic opportunities for face-to-face contact were generally seen as 

desirable. 

  

There was consensus that wrap around support was needed for peer groups, for example 

signposting and referrals to additional or alternative services, support while people were on 

waiting lists and support upon exit from a group. The need for support pre and post group was 

acknowledged to be especially vital for peer support groups running for set time periods, rather 

than those that are rolling drop-in groups, and post-group support also was important to preserve 

and strengthen the support networks and friendships that people had built. There was also 

consensus on group size, and it was consistently felt that small groups were better than large. 

Small groups were argued to enable people have more time to talk and they were also easier for 

peer support workers to manage.  

 

The peer support worker was discussed in detail in Chapter 5, firstly revealing that different 

peer support workers use their lived experience differently and that the role requires not just 

lived experience and learned skills but ideally a natural ability to communicate. Some peer 

support workers were explicit and upfront in their disclosure of their lived experience from the 

start, while others only disclosed when necessary and instead encouraged peers to share their 

lived experience. In line with other research (Gillard et al., 2017; Ibrahim et al., 2020), there 

was consensus among peer support workers on the need to use their lived experience 

appropriately, and its misuse could be harmful to themselves and not be helpful to their peers. 

Some used the telling of their experiences as a way to model how to share lived experience and 

set the tone of open and honest communication, as well as a means to show that there was no 

division between the peer support worker and the peers. For those peer support workers who 
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provided online forums, it was clear that these could bring very heavy time and emotional 

commitments, especially during the initial stages of the establishment of the group before they 

learned how to keep themselves safe, as well as the peers they were supporting. Indeed, the 

initial phase of providing peer support was generally thought to be most challenging, as the 

enthusiasm to help others could put new peer support workers in a vulnerable position while 

they worked to establish and maintain their boundaries.  

 

This contributed to the recognition that both peer support workers and peers need to be kept 

safe in peer support groups. Protecting peer support workers, for example, included ensuring 

that their recoveries were sufficiently established and training and supervision for peer support 

workers, while also allowing for their autonomy and freedom within safe guidelines. The groups 

had ground rules in place, such as being respectful, keeping cameras on and not using triggering 

language, though there were examples of such ground rules being broken, with consequences 

such as people leaving a group. The safeguarding of peers involved careful screening prior to 

group membership and having two facilitators in each session, as well as sufficient contact 

information to allow peers to be reached outside of the groups. Training for peer support workers 

was also discussed as means to help safeguard both peers and peer support workers, as well as 

enabling the groups to be as effective as possible. 

 

Lennox et al. (2021) and MacLellan et al. (2015) argue that training and supervision for peer 

support workers are important elements of a peer support service. For this research, additional 

important elements of training were argued to be helping peer support workers to manage group 

dynamics, improve their communication skills and know how to use their lived experience to 

best effect. Post training, the need for additional support for novice peer support workers was 

recognised as groups could be difficult to manage safely, and shadowing experienced peer 

support workers was suggested. Finally, the provision of clinical support to peer support workers 

was argued by some as being helpful, enabling support workers to not only reflect on their group 

practice but also giving them space of address any personal needs that may arise owing to the 

challenges of the role. 

 

 

6.2 Recommendations 
 

According to Pound et al. (2011), best practice in peer support utilises the recovery framework, 

reflects the key principles of peer support practice, provides gender sensitive support, is 

appropriately facilitated, and provides opportunities for supervision and training in order to 

support facilitation. Many of these recommendations are echoed in the contributions made by 

peers and peer support workers to this research. While recommendations for best practice are 

outlined below, it is however, important to remember the warning of Gillard et al. (2017) that 

a single peer support model should not be imposed as this “risks sending a message that peer 

support is something to be learnt, rather than being grounded in the experiential knowledge of 

peers”. With this in mind, the following recommendations for practice and further research are 

made. 

 

6.2.1 Recommendations for practice 
 

• Peer support groups targeted at specific population groups are a valuable means to reach 

people who may otherwise not engage with support services. They can reduce shame 
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and stigma, as well as helping address their specific needs in an environment that feels 

safe. Diversity within peer support groups does, however, align with the value of 

inclusivity that underpins peer support and diversity also enables greater opportunities 

for learning.  

 

• Providers of peer support groups can frame these groups not only as aftercare but as 

valuable during any stage of recovery and of equal worth to clinical support. 

 

• While the format of groups (drop-in, fixed term, etc.) may vary, peer support groups 

should be kept small in size as this facilitates greater communication and connections to 

be built, as well as being easier to manage. 

 

• Providers of peer support groups need to pay ongoing attention to keeping the content 

and relationships within the groups fresh in order to avoid problems recruiting and 

retaining peers. Long-term dependency on a group should also monitored and addressed. 

 

• While online provision of groups facilitates access to support, efforts should be made to 

provide some face-to-face contact in order to strengthen relationships and commitment. 

 

• Wrap-around support for groups should take the form of referrals to other services but 

also pre- and post-group support to encourage engagement with the service and to guard 

against relapse. 

 

• Peer support workers can come under considerable pressures that can impact upon their 

own wellbeing and recoveries. Not all people with lived experience are ready or able to 

provide peer support. 

 

• Training should avoid the depersonalisation of a peer support service but provide high-

quality education and support to enable peer support workers to know how to set their 

own boundaries, use their lived experience to best effect, and manage groups safely and 

effectively. 

 

• Ground rules for peer support groups should be established and adhered to in order to 

maintain the safety of both peers and peer support workers. 

 

• The provision of clinical support for peer support workers is best practice, enabling them 

to safeguard their own wellbeing and reflect upon their practice as a peer support 

worker. 

 

6.2.2 Recommendations for further research 
 

• This research did not examine the pros and cons to whether peer support workers should 

be volunteers or be paid. Payment of peer support workers could jeopardise the equal 

power relationships that underpin peer support, however, volunteering could be 

conceived as providing peer support “on the cheap” or as being exploitative of peer 

support workers. The pros and cons of paying peer support workers in the field of 

gambling harms is recommended as a subject for further research. 

 



 

 60 

• This research also did not examine how best to monitor and evaluate peer support 

services and their impact. The use of tools such as the PGSI was touched upon but these 

are more often associated with the provision of clinical support and as such present 

challenges within the peer support context. This topic is also recommended for further 

research, and Riley (forthcoming) provides a discussion paper on the subject. 
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