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Abstract
The existing psychosocial Support activities in the Northern Territory, Australia, are 
mostly delivered through individualised outreach and client- centred Support pro-
grams and do not currently have a strong Peer focus. To address this gap, a Peer- Led 
Education Pilot was developed and implemented in Darwin, Australia. The pilot was 
comprised of three separate but overarching stages, and each stage was indepen-
dently evaluated. In this article, results from Stage 1 will be presented, with a specific 
focus on the role of Peer- to- Peer communication in improving participants' mental 
health and Recovery skills. This stage involved the delivery of the My Recovery pro-
gram to self- nominated participants, and the evaluation was aimed at reporting on 
the appropriateness and effectiveness of the program. The evaluation was qualitative 
in design involving individual pre-  and post- program interviews with program par-
ticipants (npre = 14, npost = 16) between August and October 2019. The program was 
well received by participants and helped build their capacity to understand and self- 
manage their mental health and/or alcohol and other drug issues in an inclusive, non- 
clinical, non- judgemental space. The results highlighted the importance of including 
a strong Peer focus in the existing psychosocial Support services available for people 
with mental health issues in Darwin. The findings also underscored the inclusion of 
those with lived experience of mental health challenges in the design and delivery of 
such programs.
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1  |  INTRODUC TION

1.1  |  Recovery journey and Peer Support

Recovery in the mental health context has no single definition 
(Australian Government Department of Health, 2010). There are, 
however, underpinning principles that guide service delivery. They 
speak to the holistic and individual nature of Support where ‘…all 
services … should be consumer- oriented and focused on promoting 
Recovery … [T]he goal of services must not be limited to symptom re-
duction but should strive for restoration of a meaningful and produc-
tive life’ (Department of Health and Human Services, 1999). Recovery, 
in this context, is not synonymous with cure. Rather Recovery is about 
providing a range of Supports, both community and clinical, to assist a 
person to realise their full potential despite their ongoing symptoms.

While Recovery is an individualistic journey; a person rarely 
takes this journey alone. Support is provided by a range of provid-
ers, mainstream clinical services, community programs, family and 
friends. Integral to this is the opportunity to access Support from a 
worker who shares a lived experience of mental health challenges 
(Druss et al., 2010). This designated role within a mental health con-
text is referred to as Peer Support. It is underpinned by an evergrow-
ing evidence- base, demonstrating the significant impact of formal 
and professional Support from a worker who has a shared experi-
ence of mental health issues (Centre of Excellence in Peer Support 
Mind Australia, 2011).

Peer Support is founded upon Peer- to- Peer connection, sepa-
rate and distinct from clinical intervention. This approach to mental 
health Support recognises Recovery as a deeply personal journey 
that is a human experience rather than a medical/disease process 
(Glover, 2012). This distinction is profoundly important and integral 
to the models of care that now exist within the non- clinical service 
sector in Australia.

1.2  |  The emergence of Recovery- oriented Peer 
education programs

Wellways was the first non- clinical mental health service in Australia 
to establish a Recovery- oriented model. The organisation views 
Peer work as essential in creating an environment for Recovery by 
intentionally applying the perspectives of people with lived experi-
ence of mental health difficulties to inspire hope, confidence and a 
sense of empowerment while working with people to build a mean-
ingful life (Wellways Australia Limited, 2019). Wellways model of 
care is underpinned by the CHIME model (Leamy et al., 2011), which 
suggests that there are five elements required to Support anyone, 
regardless of whether they have a diagnosis of a mental health dif-
ficulty or not. To have a good life, one must have (1) Connectedness, 
(2) Hope and Optimism, (3) Identity, (4) Meaning and purpose and (5) 
Empowerment.

In recognition of the lack of Peer delivered Recovery- oriented 
programs, Wellways developed the My Recovery program in 2006 

that equips participants with the necessary knowledge, skills and 
confidence to step away from managing symptoms and embark upon 
their own journey of ‘Recovery’ with a focus on moving towards 
living a personally meaningful life. The program is underpinned by 
the principles of the Intentional Peer Support (IPS) model and chal-
lenges the long- held notion of ‘expertise’ by bringing together tradi-
tionally exclusive bodies of knowledge (medical research and lived 
experience of mental health Recovery) to arrive at a best- practice 
Recovery- oriented Peer- led education program.

1.3  |  Empirical evidence of My Recovery

There is evidence of the effectiveness of the My Recovery program. A 
survey study showed significant improvements in participants' em-
powerment, illness management, stigma reduction and health sta-
tus (Porter, 2012). Another analysis also reported improvements in 
participants' empowerment, mental health symptoms, internalised 
stigma and social connectedness. In addition, participants' Recovery 
scores that measured personal Recovery improved following partici-
pation in the program (Thomas et al., 2020).

1.4  |  Towards a Peer- led Recovery journey in the 
Northern Territory

In the Northern Territory (NT), the mental health burden of dis-
ease is significantly higher than the national average (Northern 
Territory Primary Health Network, 2016), and the need for 

What is known about this topic?

• Individuals with a lived experience of mental health 
challenges play a significant role in supporting Peers in 
mental health Recovery.

• In the Northern Territory, most psychosocial Support 
activities lack a strong Peer focus.

• My Recovery delivered in other Australian jurisdictions 
has demonstrated improvements in mental health and 
social connectedness.

What the paper adds?

• A deeper understanding of strategies to Support per-
sonal Recovery and Peer Support in mental health 
Recovery.

• An identified need for sustainability of Peer Recovery 
programs across the Northern Territory among people 
with unmet psychosocial Support needs.

• The value of integrating the experiences of those with 
lived experience of mental health challenges into Peer 
Support models aimed at assisting Recovery journeys.
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psychosocial Support services is highest in the Darwin urban area 
(Northern Territory Primary Health Network, 2018). Psychosocial 
Support activities are undertaken mainly through individual-
ised outreach and centre- based program Support that histori-
cally has seldom been Peer focused. Yet, the current Northern 
Territory Mental Health Strategic Plan 2019– 2025 (Northern 
Territory Government, 2019) now identifies the implementation 
and promotion of the strength- based Recovery- oriented models 
of care as one of its priority areas. At the time of implementing 
the peer- led education pilot (PLEP)the NT is the only jurisdiction 
in Australia where there is no Vocational Education and Training 
(VET) Certificate in Peer Support being offered as part of regu-
lar on- campus deliveries.However, there is an appetite within 
the Alcohol and Other Drugs (AOD) and mental health sectors 
to build vocational pathways for people with lived experiences 
of mental health difficulties (Tari- Keresztes et al., 2020). Mental 
health services in the NT are embedded in a socially and economi-
cally disadvantaged environment (Smith et al., 2019) where the 
number of deaths from suicide (Northern Territory Department 
of Health, 2018) emergency department (ED) visits (Northern 
Territory Primary Health Network, 2016); Aboriginal and Torres 
Strait Islander (Aboriginal) population (Northern Territory Mental 
Health Coalition, 2019); homelessness; child removals; adult and 
youth incarceration; and domestic and family violence, all surpass 
the national average (Zhao et al., 2013).

PLEP was developed and implemented in Darwin as a pilot in 
May 2019 to address a gap in Peer- led psychosocial programs in the 
NT. A trial and the first of its kind in the NT with an independent 
evaluation was a crucial part of the project. PLEP involved a three- 
staged approach through collaboration, including the lead agency, 
subject matter experts and researchers. In this article, only the re-
sults from Stage 1 are presented. Stage 1 involved the delivery of the 
My Recovery program for self- nominated participants. Participant el-
igibility criteria included: (1) aged 18 years and above, (2) having a 
lived experience of mental health challenges or AOD- related issues, 
(3) on their own journey of Recovery, (4) residing in Darwin and/or 
Palmerston, (5) access to Support during the My Recovery program, 
(6) willing to commit to attending all six program sessions (7) and able 
to provide informed consent. The subsequent stages (Stages 2 and 3) 
of the pilot project involved the Train the Facilitator program and the 
delivery of the My Recovery by the upskilled local facilitators.

The My Recovery program was contextualised and adapted to the 
(1) local context, (2) local needs of participants and (3) characteristics 
of a Darwin pilot project including timeframes and budget. For in-
stance, the program was delivered over 2 weeks instead of 9 weeks. 
The My Recovery training logbook was also revised and amended 
after a Steering Group workshop that included local key stakehold-
ers and lived experience representatives. The amendments included 
applying more visual context, taking homework out and changing 
the order of some modules to make the content more accessible to 
the local community.

The PLEP project aimed to (1) deliver a Peer- led education pro-
gram to people with experience of mental health and AOD issues 
living in Darwin, (2) establish a supported and remunerated voca-
tional pathway for people with lived experience of mental health 
and/or AOD issues and (3) stimulate a vocational pathway into Peer 
Support. Correspondingly, the overarching evaluation aim of Stage 
1 of the pilot project was to describe the appropriateness and ef-
fectiveness of the My Recovery program delivered in Darwin. This 
included the identification of strengths and challenges associated 
with the pilot, program impact on participants' mental health and an 
inquiry of participants' pre- program mental health experience. The 
evaluation objectives in Stages 2 and 3 aimed to address the second 
and third aims of the PLEP project.

2  |  METHODS

2.1  |  Study design

The evaluation comprised in- depth, semi- structured, pre- and 
post- program, qualitative interviews with program participants. 
Participation was voluntary, and participants had the option to 
have someone with them while being interviewed (Support person). 
The sampling method was purposive, including identification and 
recruitment of people with psychosocial Support needs through 
mental health and AOD service providers. Eligible participants were 
recruited directly by the lead agency. Fifty people expressed their 
interest (EOI) in the program. A limited number of places were avail-
able, the EOIs were reviewed and 22 individuals were invited to par-
ticipate in the program. Of those invited, 19 started the program 
and 17 completed it. Two participants were not able to complete 
it because the learning environment that My Recovery offered was 
not suited to their needs, and/or they were not able to adhere to the 
group agreement. The lived experience Project Officer introduced 
the evaluation team to program participants prior to each inter-
view in the recruitment process. Participant Information Sheets and 
Consent Forms were provided at this time.

2.2  |  Data collection

Interviews were conducted face- to- face between August and 
October 2019 by two evaluation team members (NTK and BC). They 
were health professionals and had experience conducting research 
interviews with vulnerable populations. All participants provided in-
formed consent to participate in the study. Most interviews lasted 
between 30 and 60 min, and each participant was given a $20 gift 
voucher for their time. Interviews were conducted in Darwin in an 
environment nominated by the participant.

Pre- program participants (n = 14) completed a short socio- 
demographic checklist (see Appendix S1). During the interviews, 
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participants were given space to share as little or as much 
they wanted to about their mental health journey. My Recovery 
program- specific questions involved inquiry about the main rea-
sons for participation in the program, their expectations about 
the program, their goals with the program and also if they had a 
Support person (see Appendix S2 for the pre- program interview 
guide). These interviews helped to understand the background 
of this cohort, build trust with program participants and identify 
possible changes in their self- perception by participating in the 
program.

Post- program interviews (n = 16) explored participants' view-
points about the program impact on their mental health and 
Recovery skills. The interviews comprised questions about changes 
they experienced in their mental health by participating in the pro-
gram, useful program elements, areas for improvement, satisfac-
tion with the program and application of the skills they learnt (see 
Appendix S3 for the post- program interview guide).

Some of the pre- program interview participants (n = 2) were not 
able to participate in the My Recovery program as a result of personal 
difficulties, and some post- program participants (n = 4) could not 
participate in the pre- program interviews because of their late reg-
istration for the program.

Interviews were audio- recorded with participants' permission 
and transcribed verbatim by a professional transcription service. No 
identifying information was used for the analysis and presentation 
of the results to ensure anonymity. Participants are referred to as 
Program Participants (PPs) throughout the results presented below. 
Participants were contacted by the evaluation team after each inter-
view and given the opportunity to provide feedback on their inter-
view transcript. This was a form of member- checking.

2.3  |  Data analysis

Applying the Grounded Theory principles (Glaser & Strauss, 1967), 
an inductive thematic analysis method was used to analyse the 
interview data. This data- driven, ‘bottom- up’ approach allowed 
the generation of themes that were closely related to the stud-
ied phenomenon to emerge rather than linking the data back to 
a specific theory or pre- conceived idea (Boyatzis, 1998; Corbin 
& Strauss, 2014). Hence, this approach privileged participants' 
viewpoints as the primary point of reference and thus provided 
unique insights into the lived experiences of the target population 
in the current study. This approach also aligned with the intent 
to capture the unique Peer- to- Peer communication and privilege 
the lived experience of PPs. Authors NTK and BC coded the data 
separately, resolved the discrepancies in coding via discussions 
and agreed on the final themes. NVivo 12 software was used to 
manage and organise the data. Ethics approval was obtained from 
the Northern Territory Department of Health and Menzies School 
of Health Research Human Research Ethics Committee (Approval 
No. 2019– 3426).

3  |  FINDINGS

Socio- demographic characteristics of those participants who com-
pleted the checklist (n = 15) are presented in Table 1. The majority of 
them were between the ages of 30 and 59. The greater number of the 
participants were female. Only one participant indicated the primary 
language speaking at home was other than English. There were three 
participants from the Aboriginal and Torres Strait Islander populations. 
Vocational qualification was the most frequent. However, two partici-
pants had Bachelor's degrees. Most of them lived in a public rental and 
had unstable or unspecified housing situations. Only four were em-
ployed. Nine participants were single, and 10 had one or more children.

The following themes were derived from the interview data: 
(1) mental health challenges, (2) mental health opportunities, (3) 
strengths of Peer approach in Recovery, (4) training provision and 
course materials and (5) future considerations.

3.1  |  Mental health challenges: Participants' mental 
health journey

During the pre- program interviews, participants reflected on their 
own mental health journey. They were talking about themselves 
through their diagnoses, such as drug and alcohol issues, trauma, 
Post- Traumatic Stress Disorder (PTSD), depression, schizophrenia, 
anxiety, eating disorders and bipolar disorder:

…I've got a few diagnoses, nothing that I think accu-
rately portrays what I go through… My stuff hinges 
around trauma post- traumatic stress. 

(PP 10)

…I've always struggled a lot with binge eating and 
kind of eating disorder behaviours … I was at the 
point where … I couldn't do anything. Then, I started 
to have suicidal thoughts, which scared the shit out 
of me… 

(PP 12)

They were in different states of mental health when the program 
commenced. Some described the long- term presence of their mental 
health challenge:

…I still have my times, but I'm actually managing it 
pretty damn well. 

(PP 7)

I'm in a very difficult spot. A lot of the times, I'm able 
to cope … At the moment, I'm not. 

(PP15)
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I've dealt with depression and anxiety ever since I can 
remember being a teenager. Just something that's al-
ways been there for me. 

(PP 9)

Support from a partner, family and friends was frequently de-
scribed as protective factors against suicidal behaviour though social 
isolation implied an increased risk:

I've sought help when that [suicidal ideation] oc-
curred, so I haven't tried … an attempt although I have 

had a plan, but when I made the plan, I talked to my 
husband and … he helped me not follow through on 
my plan I suppose. 

(PP 14)

I've always been a loner … I've always not spoke 
[sic] to anybody about how I feel … Recently, 
things have got to a point now where suicide had 
been coming through … I nearly did it a few years 
ago. 

(PP 15)

Socio- demographic variable Answer categories Frequency (N)

Age 20– 29 1

30– 39 5

40– 49 3

50– 59 4

60– 69 2

Gender Male 5

Female 10

Country of birth Australia 12

Other 3

Main language spoken at home English 14

Other 1

Aboriginal and Torres Strait Islander No 12

Aboriginal 2

Aboriginal & Torres Strait Islander 1

Highest level of education Less than year 10 or equivalent 3

Year 10 or equivalent 2

Year 12 or equivalent 3

Vocational qualification 5

Bachelor's degree 2

Current employment status Employed 4

Domestic duties 1

Unemployed 4

Unable to work 1

Retired 2

Other 3

Housing situation Owner/Mortgagee 2

Public rental (affordable housing) 6

Private rental 2

Unstable housing situation 1

Other 4

Relationship (marital status) Single 9

Relationship 2

Married/De facto 4

Number of children 0 5

1 1

2 2

3 5

4 2

TA B L E  1  Socio- demographic 
characteristics of program participants
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3.2  |  Mental health opportunities: Self- reported 
program impact on participants' mental health

Participants revealed that My Recovery helped them to increase their 
confidence, optimism and positive thinking:

There's been improvements, but I guess the biggest 
thing is that it's changed my focus, and I guess it's 
given me a bit more focus again. 

(PP 10)

I don't feel so stuck anymore. That's how I was feeling 
before … I've taken steps since then to forward my 
progress because of [the program]. 

(PP8)

My thinking, it's all changed. I'm carrying a lot more 
positive now than negative. I now look forward to 
challenges, whereas before, I couldn't do that. 

(PP 15)

The program built participants' resilience and coping skills through 
practical tools and methods. It also helped them to deal with the com-
mon symptoms of their mental health challenges:

…my son still unwell; that still happening; I think my 
mental health was suffering a bit. And then I have 
other things going on, but at the same time, I didn't fall 
apart, and I do believe it was because of the [program]. 

(PP 11)

I think it's helped with my Recovery journey. I mean, 
you know, I'm bipolar. I get manic. I get depressed. 
That is not going to stop. But I think the course has 
helped me deal with those ups and downs. 

(PP 7)

Further, understanding the signs and symptoms of their men-
tal health challenges was also found to be crucial to their successful 
Recovery:

…being able to identify in myself, and be okay with 
that, is what is different. The fact that I now know the 
signs and symptoms of when it is going to happen and 
what I have to do to stop it or manage it. And I can do 
that a lot easier now … Anxiety is not a great friend to 
have, but she is a friend of mine, and I can manage her 
a lot easier knowing about her now. 

(PP 5)

So, at the beginning, I didn't think I struggled with 
a mental health issue. I now understand that I did. 
Anxiety and depression. 

(PP 5)

Participants emphasised how the program changed their per-
spectives and made them more motivated throughout their Recovery 
journey:

I definitely feel a lot better after the course … be-
cause of the motivation to go to it and then your sense 
of achievement of having done something and then 
meeting with a lot of Peers … I feel a lot better for 
that in that way. 

(PP9)

The introduction of the concept of forgiveness and acceptance im-
proved participants' understanding of personal Recovery:

[I experienced an improvement] in my concept of 
Recovery and in what a practice of Recovery for me 
might look like. I think I gave myself -  because of 
the program … a lot more compassion. Forgiveness, 
acceptance. 

(PP12)

Participants also acknowledged the strengths that the program 
gave them by making them optimistic, motivated and feel their life is 
meaningful and valued.

I can see now that, where I couldn't see a mean-
ing … I can also see why life is so important too.  
So, the course did make a hell of a difference for  
me. 

(PP 15)

I came out of the program feeling very energised and 
quite hopeful… 

(PP 12)

The opportunity for sharing their experiences with Peers helped 
the participants to overcome social isolation that was described as a 
risk factor contributing to suicide ideation among some participants. It 
also supported building trust:

So, I guess, coming from the program, that sense 
of isolation just went away. For me, I got to have a 
voice; I got to share my experiences and my chal-
lenges, but also the things that have been working 
for me. 

(PP 12)
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I'm still a loner, but my trust- building is better … I'm a 
lot more open in mind now, a very lot more open there. 

(PP 15)

3.3  |  Strengths of Peer approach in Recovery: 
Peer- to- Peer communication

The Peer approach of the My Recovery program was valued by pro-
gram participants providing the opportunity to reflect and discuss 
their unique mental health journey. It was found to be the corner-
stone of the program.

I think it's brilliant. I think Peer programs are the way 
to go. I got more out of that Peer program than I've 
got from any bloody program ever that's been done 
by professionals. 

(PP 7)

Listening to others' stories and sharing their lived experience with 
other participants built meaningful bonds, supportive relationships 
and social connections among them. This, in turn, helped them to grow, 
heal and recover:

My Recovery was the fact that we were a group. We 
were all bonded together. We all had similar problems, 
but I found that I wasn't alone. We supported each 
other. That's what I found with it. I also found that 
you've got all the encouragement, and it became like 
a family in the end… 

(PP 15)

The Peer- led delivery of the program supported the development 
of their confidence in a safe space that allowed participants to discuss 
their experiences comfortably and confidently:

Opening up about [mental health] to people that were 
suffering with the same kind of things made me feel 
warmer and comfortable about it. I now don't feel so 
alone about my situation, and I am happy to talk to 
people about it as well. 

(PP 5)

…I was listening to the stories in there of people; they 
talk about what they went through, and I think that was 
the thing about having that lived experience, you need 
that in the room; you have to have that in the room. 

(PP 11)

Peer- to- Peer communication was also instrumental in creating an 
open, non- judgemental space to give voice to everyone and widen 
each other's thinking:

…it gave everybody a chance— everyone in the room 
knew that they all had been dealing with some form 
of mental illness or in some form of Recovery, and 
hearing other people expressing that, it really lets you 
open up a bit more … You knew you weren't being 
judged by anyone because everyone felt the same. 

(PP 9)

A participant expressed that this Peer- led program could embrace 
a wide spectrum of people and was suitable for people at different 
stages of their mental health journey:

It's a very nice course— like it's very gentle language 
and so I think it can cover a very broad scope of par-
ticipant. Like I think it's gentle enough for people that 
are very, very unwell, and I think it's strong enough for 
people that are feeling quite strong in their Recovery, 
and I think, again, the dynamics that such differences 
bring in, I think, are a benefit. It's suitable for anyone. 

(PP 10)

Sharing stories of lived experience is an essential component of the 
Peer approach. Participants are not forced into sharing; instead, they 
are allowed to share at their own will. This voluntary approach encour-
ages them to feel valued:

…[For example] there was one particular lady, I think 
she only shared twice, and nothing deeply personal, 
about just general things. And I really respected how 
[the Facilitator] didn't at any time pressure her into 
doing it. I think for her, it was a big thing just com-
ing … And when she didn't speak, I always gave her 
that eye contact, like we had this unspoken thing that 
we understood each other… 

(PP 14)

3.4  |  Training provision and course materials: 
Useful program elements

Participants described the importance of the group rules set up at 
the program start and the logbook used as a reference point for con-
tinuous self- reflection.

The group rules were very good … we basically stuck 
to that during the course. It really helped me with my 
anxiety acceptance of all our little quirks and things 
like that that we have. 

(PP 7)

I can keep this book forever, and I can refer back to it, 
and I can remember if I'm having a bad day. 

(PP 9)
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The individual- centred approach was appreciated and consid-
ered highly effective. Furthermore, the choice of either individual 
or group completion of tasks, dependent upon individual needs, 
was comforting and reinforced a sense of empowerment and 
self- control:

There was lots of group discussions. You could either 
do it by yourself or do it as a group if you wanted to. 
Everything was to make you feel comfortable. 

(PP 8)

Key learning mentioned by most participants was the CHIME 
model discussed in the course (Connectedness, Hope and optimism, 
Identity, Meaning and Empowerment). This central model helped par-
ticipants improve their focus and better grasp how to monitor their 
own mental health journey.

I think [CHIME is] really important to have bench-
marks and a record of where you feel that you're at, so 
as you can monitor your journey. I like to call it a climb. 

(PP 10)

3.5  |  Future considerations: 
Expanding the program

Participants referred to a growing demand to deliver courses like the 
My Recovery program across the NT. Also, some suggested extend-
ing it in other settings such as in- patients in hospital settings, prison 
inmates and other marginalised groups living with mental health 
challenges.

It can be a very hard and rough country up here. 
We miss out on a lot of things up here … such as My 
Recovery … I believe there is a big appetite. 

(PP 15)

They've got very limited resources out there, so get-
ting out to the prison … I do believe like this program 
could benefit a lot of people out there … Most peo-
ple … don't actually realise that it is an underlying 
issue in their behaviour. 

(PP5)

Anyone institutionalised so, you know, bring it into 
[mental health in- patient unit]. 

(PP 7)

Some participants reflected on the relationships they made and 
explained the importance of maintaining Support and a sense of con-
nection after the program delivery had finished.

I think that there's a bond there. You share six days 
with people … I felt people who could have may be 
connected in another way afterwards; I felt that we 
should maybe have something for people afterwards. 

(PP 11)

4  |  DISCUSSION

While the My Recovery program has been delivered in other states in 
Australia, this was the first trial in the NT. Contextual factors, such as 
social, geographical and cultural factors, deserved specific attention 
in the NT. The contextualisation involved amendments in the de-
livery schedule and logbook. However, further contextualisation is 
required to make the program culturally appropriate for the diverse 
population in the NT.

Furthermore, the qualitative evaluation component was also 
unique. This was the first time the program had been evaluated in 
this way. Nevertheless, it provided similar findings of the program's 
impact on participants' mental health to previous quantitative stud-
ies (Porter, 2012; Thomas et al., 2020); this approach captured 
participants' experiences with the Peer- to- Peer approach more 
authentically. This was vital in choosing the appropriate evaluation 
method since most people in the NT had no previous experiences 
with Peer Support and Peer Recovery models.

The program participants were in different states of mental 
health when the program commenced. This represented a broad 
continuum of mental health journies and reflected the most com-
mon forms of mental health issues (National Collaborating Centre 
for Mental Health, 2011).

The non- clinical, non- judgemental, safe space offered by My 
Recovery facilitated trusted discussions and open reflections about 
psychosocial Support, mental health, drug and alcohol issues. 
Subsequently, such discussions helped participants increase their 
self- confidence and enhanced bonding, hope and social connected-
ness. These findings attest to the lived experience of mental health 
rehabilitation literature that confirms the strengths of this approach 
in supporting people to regain a sense of self beyond their diagno-
sis and providing a sense of hope, choice and self- efficacy to those 
with mental health challenges (Deegan, 1996). Further, corrobo-
rating international evidence on mental health Recovery (Brown & 
Kandirikirira, 2007), the voluntary approach in participation of My 
Recovery made participants feel valued, cared for, supported and re-
spected, helping them step on their own Recovery journey.

Peer Support founded on Peer- to- Peer communication (Boydell 
et al., 2002; Glover, 2012) can facilitate participants' mental health 
Recovery. Similarly, My Recovery supported an eclectic mix of partic-
ipants who were on their own journey but supported by Peers. The 
Peer Support offered participants a pathway to share experiences 
in a safe space where their voices were heard, understood and hon-
oured, without judgement.

Similar to how the My Recovery program has been delivered in 
other Australian jurisdictions (Porter, 2012; Thomas et al., 2020), 
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participants in the current evaluation experienced improved their 
self- reported mental health by the end of the program. However, the 
qualitative approach captured participant voices more authentically 
and provided a better understanding of their firsthand experiences 
with the Peer- to- Peer approach. Participants reported improved 
coping skills, increased resilience, trust, confidence, motivation and 
self- awareness. They further reported that the program also helped 
them overcome social isolation and better understand their mental 
health challenges. Overall, the program gave strength to participants 
to cope better with their mental health challenges, and it was highly 
regarded as an alternative to diagnosis- driven medicalised treatment 
options.

While the program was well received and deemed successful, 
some limitations and challenges were also identified. The greatest 
challenge was the lack of participants' knowledge of and experience 
with the Peer Recovery approach due to the absence of a strong 
Peer- focus in the locally available psychosocial Support services. 
This was an identified challenge for the subsequent stages of the 
pilot, presenting inaccessible program content for a proportion of 
individuals pursuing career aspirations with the Train the Facilitator 
program delivered in Stage 2 or even for future program participants 
in Stage 3 where the upskilled local facilitators offered the program. 
In addition, the facilitators were from interstate, and the vast geo-
graphical distance limited the contact with participants before the 
training commenced, which presented some challenges. Limited re-
sources, project timeframe and budget were also identified as other 
project constraints.

5  |  CONCLUSION

The external evaluation of this pilot project allowed the formulation 
of key recommendations relating to the adoption of Peer approaches. 
This included the following: (1) PLEP participants expressed a desire 
to focus on personal development, build self- confidence, and con-
nect with local Support networks. There is potential to raise greater 
awareness among mental health consumers about personal treat-
ment options and Peer Recovery planning strategies; (2) The PLEP 
project was reported to be highly effective for people with unmet 
mental health needs in Darwin. There is a need for sustainability, ex-
pansion and scalability of the program across the NT to complement 
other therapeutic and psycho- educational Support options; (3) Peer- 
led psychosocial education and Support programs need to be appro-
priately tailored to the characteristic of specific population groups 
as well as the local contexts. Considerations of geography, cultural 
background, gender and age are particularly important and should 
be considered as part of the curriculum design and delivery format. 
This requires further contextualisation of the program for rural and 
remote contexts in the NT and potentially develops innovative pro-
gram delivery options by local upskilled facilitators for people living 
in isolated geographical locations in the NT.

The findings demonstrated overwhelming positive experi-
ences and outcomes for people with psychosocial Support needs. 

However, many people living in Darwin are still unfamiliar with the 
Peer Recovery models. Thus, innovative strategies to promote pro-
grams are essential. This needs to include hearing firsthand testimo-
nials from former participants.

This project demonstrated the value of integrating the experi-
ences of those with lived experience of mental health difficulties 
and/or alcohol and other drug use into Peer Support models to assist 
mental health and AOD Recovery journeys for people in Darwin. It 
achieved this by providing a range of psycho- educational Support to 
assist a person to realise their full potential, alongside their ongoing 
symptoms . It also highlighted the urgent need for developing Peer 
Support networks and the potential for the Peer workforce capacity 
building to expand into other regions of the NT. Therefore, further 
investment in non- clinical Peer workforce models of care and paral-
lel education and training opportunities are urgently required.
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