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Abstract

Purpose—To evaluate the effectiveness of peer-delivered interventions in improving clinical and
psychosocial outcomes among individuals with severe mental illness (SMI) or depression.

Methods—Systematic review and meta-analysis of randomised controlled trials comparing a
peer-delivered intervention to treatment as usual or treatment delivered by a health professional.
Random effect meta-analyses were performed separately for SMI and depression interventions.

Results—Fourteen studies (10 SMI studies, 4 depression studies), all from high income
countries, met the inclusion criteria. For SMI, evidence from three high quality superiority trials
showed small positive effects favouring peer-delivered interventions for quality of life (SMD 0.24,
95% CI1 0.08-0.40, P=0.003, 12=0%, n= 639) and hope (SMD 0.24, 95% CI 0.02-0.46, P=0.03,
12=65%, n= 967). Results of two SMI equivalence trials indicated that peers may be equivalent to
health professionals in improving clinical symptoms (SMD -0.14, 95% CI -0.57-0.29, P=0.51,
12=0%, n= 84) and quality of life (SMD —0.11, 95% CI —0.42-0.20, P=0.56, 12=0%, n=164). No
effect of peer-delivered interventions for depression was observed on any outcome.

Conclusions—The limited evidence base suggests that peers may have a small additional
impact on patient’s outcomes, in comparison to standard psychiatric care in high income settings.
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Future research should explore the use and applicability of peer delivered interventions in resource
poor settings where standard care is likely to be of lower quality and coverage. The positive
findings of equivalence trials demand further research in this area to consolidate the relative value
of peer delivered vs. professional delivered interventions.
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Introduction

Persons with a history of mental illness have been utilised as providers of conventional
mental health services in a variety of high-income countries.[1-3] In this capacity, they are
called peer health workers. Peers have been defined only vaguely in the literature and their
definition often overlaps with those of volunteers or paraprofessionals. However, what
distinguishes peers from other lay health providers is that their knowledge is not derived
from formal training but from personal experience.[4, 5] Peers may also share socio-
demographic characteristics with the service users they work with and may be matched with
the patient by family background, community, age, gender or ethnicity.[4, 6]

Due to their experiential knowledge of mental illness[5], persons with a history of mental
disorders are thought to relate particularly well with the service user and may be a useful
resource to facilitate patient recovery. Peers can act as role-models and may restore hope by
positive self-disclosure.[1] As a result, peers have been called upon to perform a variety of
tasks including provision of social support and befriending, case management, disease self-
management, counselling, outreach, coaching and advocacy.[2] Peers may provide different
types of support strategies including emotional support, support based on appraisal
(providing feedback on illness self- management or lifestyle) or providing general
information about the disease.[4, 7] Peer support is distinct from support received by self-
help groups. Davidson et al.[8] conceptualized peer support as an asymmetric, one-
directional relationship. This differs from the support received in self-help groups as this
format encourages reciprocal support in which all members of the group share problems and
experiences.[8]

To date three reviews on the evidence of peer support in mental health have been published,
one meta-analysis[2] and two qualitative syntheses including non-randomized studies[2, 9].
Pitt et al. 2013[2] included 11 RCTs in their systematic review and focused on outcomes for
service provision such as client satisfaction and use of services. Clinical and psychosocial
outcomes were also reported, however, only two trials were included which assessed the
effect of consumer-providers on clinical outcomes, and two trials on quality of life. Of these
four studies, two are included in our review, the other two studies were not compatible with
our inclusion criteria. Simpson et al[3] reviewed the evidence on the involvement of users in
mental health services. Authors included three RCTs on the use of current users of mental
health services as service providers (one of which is included in our review). Repper and
Cater[9] summarized the evidence of peer support in mental health services between 1995
and 2000. One RCT used by Repper and Cater met the inclusion criteria for our review. The
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remaining six RCTs were not considered as different outcome measures were reported in
these trials.

The aims of this systematic review and meta-analysis are threefold: (1) to synthesize the
global evidence of peer-delivered interventions on clinical and psychosocial outcomes
among individuals with severe mental illness (SMI) or depression, (2) to update earlier
reviews on that topic, and (3) to provide further guidance for future research on peer-
delivered interventions.

We developed this systematic review in line with the PRISMA statement for reporting
systematic reviews and report the methods and findings according to its checklist.[10] The
review was guided by a review protocol developed by all authors (available upon request).

Identification of studies and search strategy

Study inclusion and exclusion criteria are listed in online data supplement I. Included studies
were randomized controlled trials (RCTs) which compared the effectiveness of a peer-
delivered intervention on service users’ mental health outcomes to treatment as usual (TAU;
superiority trials) or to treatment delivered by a professional health worker (equivalence
trials). Superiority trials (trials in which the experimental arm was peer delivery in addition
to TAU compared to TAU only) as well as equivalence trials (trials which compared the
peer-delivered intervention to the same treatment delivered by a health professional) were
eligible for inclusion. Service users were adults diagnosed with a mental disorder classified
according to ICD-10 or DSM-IV criteria. Peers were defined as non-professional health
workers who possess knowledge of a disease or a specific stressor from personal experience
rather than formal training and who may share salient target population similarities such as
gender or age with the recipient.[6] Interventions were included which placed service users
in direct contact with at least one peer who provided a conventional service in an intentional,
one-directional relationship.[8] RCTs were eligible for inclusion if service users’ clinical
(e.g. change in symptoms) or psychosocial outcomes (e.g. quality of life, social functioning,
hope and loneliness) were assessed using a validated quantitative measure.

The search strategy was developed in collaboration with an information scientist (see online
data supplement I1). The search was not limited by language, mental disorder or study
design. The following databases were searched: Medline (1946 to December 2012), Embase
(1980 to December 2012), PsycINFO (1806 to December 2012), Global Health (1910 to
December 2012), CINAHL (1937 to December 2012), Social Science Citation Index (1970
to December 2012), Sociofile (1963 to December 2012) and Cochrane Libraries (CDSR,
DARE, CENTRAL). In addition, bibliographies of eligible papers were reviewed and
authors of included studies contacted to identify further relevant studies.

The literature search was conducted by DF who initially screened all titles and abstracts for
studies not related to mental disorders. The remaining papers were double screened by two
authors (DF, TS) who selected papers for full text screening. The same authors determined
the eligibility of full text papers according to the inclusion and exclusion criteria outlined
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above. In cases of disagreement, a third author (MDS) was consulted and a decision agreed.
Data from eligible papers were double extracted by three authors (DF, TS, NA) using a
standard data extraction form specifically developed for the review. Data regarding study
characteristics (e.g. study participants, peers and their training/supervision, intervention and
mode of intervention delivery) as well as details of the intervention and control group,
outcome measures, effect estimates and methodological quality of studies were extracted
(extended summary of findings table is included in online data supplement I11). The
methodological quality of studies was independently assessed by three authors (DF, TS,
NA) by using the Cochrane Risk of Bias tool.[11] Risk of bias was assessed both at the
study (e.g. allocation concealment) and outcome level (e.g. loss of follow up). Authors of
eligible papers were contacted for relevant unreported data and clarification where data were
reported in an ambiguous manner.

Statistical analysis

Review Manager 5[12] was used to perform statistical analyses. Post-treatment means and
standard deviations (SDs) of the experimental and control group were extracted separately
for SMI and depression for clinical (change in symptoms) and psychosocial outcomes which
were reported in studies (for SMI: quality of life, social functioning and hope/self-esteem;
for depression: loneliness). Hope and self-esteem were grouped together as self-esteem can
be thought as sub-construct of hope, helping patients believing that they can reach a desired
goal by using their own abilities and skills.[13] In addition to post-treatment means and SDs,
the sample size of the experimental and control group was extracted to calculate the
standardized mean difference (SMD) for each RCT. Random effects analyses were
performed separately for SMI and depression, and separately for clinical and psychosocial
outcomes. This was done to assess whether peer-delivered interventions would have
different effects on the two types of disorders and outcomes. To interpret SMDs we referred
to Cohen et al. who recommend 0.2 represents a small effect, 0.5 a moderate effect and 0.8 a
large effect.[14, 15] Heterogeneity was assessed using the 12 statistic.

Clinical scales were multiplied by -1 to ensure that clinical and psychosocial scales point in
the same direction (i.e. all clinical scales which were used in the trials increased in symptom
severity whereas all psychosocial scales decreased in symptom severity). This was done to
harmonize differences and interpretation of scales among outcomes across the trials. Data
from cluster RCTs[16] were combined with data of individual RCTs if cluster RCTs
adjusted for clustering at the analytical level.[17]

For our main analyses we considered the effect of peer-delivered interventions for high
quality trials only. Trials that had a risk of bias for allocation concealment, a risk of bias for
sequence generation/and or masking of outcome assessment were excluded. In addition, a
series of sensitivity analyses were conducted. Firstly, all superiority trials were separately
investigated from equivalence trials. Secondly, we investigated the effect of peer-delivered
interventions on clinical and psychosocial outcomes irrespective of study quality. Thirdly,
the effect of individual peer-delivered interventions (i.e. one-to-one interventions) and group
interventions (i.e. peer delivering the intervention to more than one person) on clinical and
psychosocial outcomes for SMI and depression were assessed. Fourthly, we investigated the
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effect of short- and long-term follow-up to explore if the effect of peer-delivered
interventions changes over time. Short-term follow-up was defined as follow up of less than
six months, and long-term follow-up as follow up of more than six months. This breakdown
was chosen as one group of trials had a follow-up time of three to six months, while another
group of trials had a follow up time of 6-9 months and beyond (12 months maximum).

Funnel plots were generated for the main analyses to assess publication bias. This was done
separately for SMI and depression outcomes. We performed a visual inspection of funnel
plots instead of performing a statistical test of asymmetry as numbers of trials were limited
and heterogeneity between trials was large.[15, 18]

Effect of peer-delivered interventions on severe mental illness

The electronic database search identified 10,799 potentially relevant studies. Fourteen
studies met the eligibility criteria and were included in the review. Selection of studies is
presented in Figure 1. Ten studies included service users with a diagnosis of SMI.[16, 19—
27] The remaining four studies evaluated the effect of peer-delivered interventions on
service users with a diagnosis of depression.[7, 28—-30] SMI trials included service users
with psychosis or comorbid psychosis. Thirteen trials were individual RCTs while one was a
cluster RCT. The majority of trials were superiority trials, and there were two SMI
equivalence trials. All included studies were conducted in high-income settings. Nine trials
were from the US, four from Canada, and one from the Netherlands. All studies were
published in English language journals. Summary of findings are presented in table 1 with a
more comprehensive summary of findings table being included in online data supplement
.

Superiority trials—Of the eight superiority SMI trials, three were group interventions in
which group size ranged from four to 13 service users. All group interventions were manual-
based recovery and disease self-management interventions in which peers provided psycho-
education, social support, information about the disease and taught strategies to overcome
disease-specific problems in weekly sessions. There were five individual interventions in
which the peer provided intensive case management to one service user over a period of
several months. Individual interventions were primarily based on provision of support and
befriending. None of the peer-delivered SMI interventions had an active psychotherapeutic
ingredient such as cognitive behaviour therapy.

Five superiority SMI trials reported long-term outcomes (e.g. =6 month follow-up), and
three trials reported a short-term follow up time of 6 months and less. Clinical outcomes
such as change in psychiatric symptoms as well as psychosocial outcomes such as quality of
life, social functioning and hope were reported across all SMI trials. Five out of the eight
trials had an overall high risk of bias.

All superiority trials took place in the community. Peers were persons with a history of
mental illness or persons in recovery who received training and regular supervision from
clinical coordinators or project staff during intervention delivery. TAU provided in the
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control group consisted of comprehensive outpatient community mental health care which
was delivered by a range of community-based agents such as general practitioners and
community health nurses.

Figure 2 shows the primary analyses for high quality SMI superiority trials only. Excluding
low quality of life trials led to a small positive effect favouring peer-delivered interventions
(SMD 0.24, 95% CI 0.08-0.40, P=0.003, 12=0%, n= 639). Excluding hope trials with an
overall high risk of bias led to a small positive effect for peer-delivered interventions as well
(SMD 0.24, 95% CI 0.02-0.46, P=0.03, 12=65%, n= 967). No effect on clinical outcomes
could be observed.

In addition, we assessed the effect of peer-delivered interventions on clinical outcomes,
quality of life, social functioning and hope irrespective of study quality. There was no effect
on any of these outcomes in this kind of analysis (Figure 1.1, online data supplement V).
Sensitivity analyses for clinical outcomes and social functioning conducted separately for
delivery type and length of follow-up did not impact this result. Further sensitivity analyses
for quality of life indicated a small appreciable benefit favouring individual peer-delivered
interventions (SMD 0.24, 95% CI 0.08-0.40, P=0.003, 12=0%, n=639) of short-term follow-
up (Figure 1.4 and 1.5, online data supplement 1V). Similarly, for hope, sensitivity analyses
showed a positive effect favouring individual peer-delivered interventions which had a
short-term follow-up time as well (SMD 0.24, 95% CI 0.02-0.46, P=0.03, 12=65%, n=967;
Figure 1.6, online data supplement V).

Equivalence trials—Of the two SMI equivalence trials, one was a group-based disease
self-management programme delivered by a peer in six weekly sessions. There were eight
service users in one group who met over a duration of six months. The other equivalence
trial consisted of individual case management and was based on an assertive community
treatment model provided by a peer over 12 months. Both trials took place in the community
and measured quality of life as well as clinical outcomes. Both trials were of good
methodological quality. Participants in the experimental arm received the peer-delivered
intervention only. The control group received either the same intervention or standard
psychiatric care provided by a psychiatrist.

The forest plot for the two equivalence trials is presented in Figure 3. Results for clinical
symptoms or quality of life were not significant between the groups, indicating the
equivalence of peer-delivered and professional-delivered interventions.

Effect of peer-delivered interventions on depression

Four superiority trials assessed the effect of peer-delivered interventions on depression. Two
outcomes were measured across the depression trials: change in psychiatric symptoms and
loneliness. The trials consisted of one group intervention and three individual interventions.
The group intervention consisted of a structured disease self-management programme.
Individual interventions were based on provision of informational, emotional, affirmational
and practical support by a peer. One trial had a follow-up time of 12 months, the other two
trials of less than six months. Out of the four depression trials, one had an overall high risk
of bias.
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All depression trials took place in the community. Peers attended a training workshop before
intervention delivery and received ongoing supervision through the entire period of the
trials. TAU consisted of standard community care provided by public health nurses,
physicians and other providers.

There was no effect of peer-delivered interventions on clinical outcomes (SMD -0.12, 95%
Cl -0.56-0.32, P=0.60, 12=68%, n=695) or loneliness (SMD 0.27, 95% CI -0.19-0.72,
P=0.25, 12=57%, n=641) (Figure 2.1, online data supplement 1V.). Excluding one study with
low quality or investigating the effect of individual vs. group interventions and short-term
vs. long-term follow-up did not change the effect size or precision of estimate (see Figures
2, online data supplement V).

Publication bias

Funnel plots were largely symmetrical, although the funnel plot for the main SMI meta-
analyses had three outliers. Asymmetry may have been caused the large heterogeneity
between studies and/or by the poor methodological quality of studies.[15, 17] Funnel plots
are available online in data supplement V.

Discussion

Main findings
Peers have the potential to deliver care to persons with SMI and seem to positively influence
patient’s clinical and psychosocial outcomes. Analysing high quality superiority trials for
SMI led to a small effect of peer-delivered interventions on quality of life and hope. There
are some signs that interventions which are delivered in an individual format seem to work
better than group interventions. This effect seems to level over the long term and does not
seem to be sustainable beyond six months. Our results indicate that there is equivalence in
clinical and psychosocial outcomes regardless of whether the intervention is delivered by a
peer or professional. However, these results may not be generalisable due to the small
number of studies included in the analysis.

For depression, no effect of peer-delivered interventions on improvements in clinical and
psychosocial outcomes was found. Investigation of individual vs. group interventions, short-
vs. long-term follow-up and the exclusion of low quality studies did not change this result.
For both depression and SMI, there is no evidence that peers negatively affect clinical or
psychosocial outcomes of patients.

Our findings are in line with those of previous reviews. Pitt et al. [2] found no difference in
clinical outcomes and quality of life between service users participating in peer-delivered
interventions and patients in the control group in equivalence trials. For superiority trials, no
data was presented for clinical outcomes or quality of life. In their qualitative synthesis,
Simpson and House[3] concluded that employing service users in the mental health system
has no negative effect on client’s symptoms, and can lead to improvement in service user
quality of life.[3] Similarly, Repper and Cater[9] reported that peer-delivered interventions
can lead to an increase in service users’ hope and prospects for the future. All findings of
these reviews were based on a low number of studies.
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Strengths and methodological limitations of the review

There are a few methodological limitations hampering the strength of evidence for this
systematic review. Although peer-support is widely used in high-income countries [1-3, 8,
9, 31], there are still few good quality trials evaluating the effectiveness of peer-delivered
interventions. The evidence base is therefore limited as five out of the eight superiority SMI
trials and one of the four depression trials had an overall high risk of bias. Similarly, our
positive finding on equivalence trials is based on two studies which poses serious
implications for generalizability.

In addition, the number of trial participants was low in some cases resulting in wide
confidence intervals which affected certainty of the effect estimate. On the other hand, a
thorough literature review was conducted resulting in a number of studies which were not
included in earlier reviews on this topic. Meta-analyses were performed separately for SMI
and depression, and separately for clinical and psychosocial outcomes. Sensitivity analyses
were conducted to control for mode of intervention delivery, length of follow-up and study
quality.

Limitations in the strength of evidence and interpretation of findings

Evidence from three high quality superiority trials showed small positive effects favouring
peer-delivered interventions for quality of life and hope. However, for the majority of SMI
and depression studies no effect of peer-delivered interventions could be found. This might
be due to the low methodological quality of studies or due to the type of care which was
delivered in the control group. In all superiority SMI and depression trials comprehensive
outpatient community mental health care was provided in the control arm. As a result, in
some cases, participants in the control group might have even received more social support
than what was currently available in the community[30]. Thus, we may observe the lack of
effect of peer interventions to add more benefit to an already comprehensive, person-centred
care model.

There are some other interesting aspects shedding light on the current evidence of
superiority peer trials. One was provided by Letourneau et al. 2011[30] which is linked to
the argument provided above. Letourneau et al. reported that the perception of support in
their depression trial’s control group was considerable.[30] Authors speculated that it was
the overall perception of support which had a stronger influence on patient outcomes than
the support which was actually provided.[7, 30] This assumption stems from earlier work of
Wethington and Kessler[32] who showed that the hypothetical resource availability
provided by a group of people had a greater impact on adjustments to stressful life events
than the actual measured support which was received. Also, peer interventions might not
always be successful as a functional dyad between a peer and a patient may depend on
personal characteristics of the two parties and therapeutic relationships may not have always
been properly developed in some trials.[7, 23, 30] In one study for example, dropping peer
sessions became a common habit among patients possibly due to internalized stigma.[23]
However, this finding was reported in one trial only, and there is no further evidence that
patients did not adhere to the intervention.

Soc Psychiatry Psychiatr Epidemiol. Author manuscript; available in PMC 2015 November 01.



1duosnue Joyiny vd-HIN 1duosnue Joyiny vd-HIN

1duosnuely Joyny vd-HIN

Fuhr et al. Page 9

Implications for future research

There are several implications for future research. Firstly, it would greatly enhance the
evidence on peer-delivered interventions if more equivalence trials were conducted in high-
income countries (i.e. trials which compare for example a counselling intervention delivered
by a peer with counselling delivered by a health professional without enhancing it by TAU)
as we are still uncertain about the relative value of peer interventions vs. professional
interventions. Such trials should include a strong economic evaluation to assess the
possibility of equivalence at a lower cost. Clearly, such comparisons must pay close
attention to the risks of harm.

Secondly, peer-delivered interventions identified for this review were all primarily support-
based, and none used peers in the role of co-therapists for the delivery of any kind of
evidence-based psychotherapeutic treatment. Future research should explore the use of peers
as co-therapists and report on the effectiveness of peers as providers of evidence-based
psychological treatments.

Thirdly, generalizability is limited. The majority of studies were conducted in the USA and
results are therefore only applicable to high-income countries. There is a need to test the
effectiveness of peer-delivered interventions with a superiority trial in low resource settings
where specialist human resources are limited and mental health care systems fragmented.
These kinds of trials can then also inform the evidence base of superiority peer trials
conducted in high-income settings. Moreover, utilising peers could provide an essential
driver in low-income settings relieving the scarcity of human capital through task-sharing.
This is supported by evidence from low- and middle-income countries in which peers have
shown to be effective providers of health care, facilitating mother and child programmes or
care for non-communicable diseases and HIV/AIDS. In Nepal and India, for example, a
community-based participatory intervention led by a peer significantly reduced neonatal
mortality rates [33, 34] and improved depressive symptoms of mothers by 57% over the
duration of the trial.[33] Similarly, in Bangladesh and Uganda, a community-based peer
counsellor significantly improved initiation and duration of exclusive breastfeeding practices
among mothers [35], and helped mothers to identify and overcome common breastfeeding
problems.[36] In Shanghai, a peer-led diabetes self-management program which was
implemented in rural communities effectively increased the duration of aerobic exercise
among patients in the intervention group, and led to significant improvements of patient’s
self-efficacy as well as their systolic blood pressure.[37] Peer education interventions for
HIV prevention in low- and middle-income countries significantly reduced equipment
sharing among injecting drug users and increased condom use.[38] These examples show
that peer interventions in low- and middle-income countries in which health systems are
under-resourced show promise and there is a need to examine their impact in the context of
global mental health.

Fourth, as many trials had an overall high risk of bias and were poorly reported, there is a
need for trials of peer-delivered interventions to systematically follow the CONSORT
statement[39] statement for social and psychological interventions to improve quality of
reporting for RCTs [40] so that the quality of the evidence can be improved. Inadequate
reporting of peer trials might lead to biased conclusions and biased treatment effects.[39]
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This systematic review and meta-analysis synthesised the current evidence on the
effectiveness of peer-delivered interventions on clinical and psychosocial outcomes for
persons with SMI and depression. There is weak evidence that peers can have a positive
impact on clinical and psychosocial outcomes in patients with SMI. However, we need more
high quality evidence from high-income countries, in particular equivalence trials and trials
of peer-delivered evidence-based psychological treatments. Peers are still an untapped
resource in global mental health and there is a need to explore the acceptability and
effectiveness of peer-delivered mental health interventions in low- and middle-income
countries as well. This may potentially introduce another type of human resource to address
the great shortage of mental health care providers in the global context.

Supplementary Material

Refer to Web version on PubMed Central for supplementary material.
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Selection of studies
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Std. Mean Difference
IV, Random, 95% ClI

19.1.1 SMI. Clinical outcomes: Change in psychiatric symptoms

Cooketal 2012a -0.42 061 220 -0.47 067 228 1000%
Subtotal (95% CI) 220 228 100.0%

Heterogeneity: Mot applicable
Test for overall effect: Z=0.82 (P = 0.41)

19.1.2 SMI. Psychosocial outcomes: Quality of life

Cooketal 2012a 141 283 212 134 297 219 67.5%
Gesteletal 2012 463 097 111 439 1.05 97  325%
Subtotal (95% CI) 323 316 100.0%

Heterogeneity: Tau®= 0.00; Chi*= 0.00, df=1 {P=0.98), F=0%
Test for overall effect: Z= 3.02 (P = 0.003)

19.1.3 SMI. Psychosocial outcomes: Hope

Cooketal 2012a 2276 468 22 2216 421 222 37.3%
Cooketal 2012b 23.24 392 155 2266 471 161 339%
Gestel etal 2012 297 046 120 273 048 97  28.8%
Subtotal (95% Cl) 487 480 100.0%
Heterogeneity: Tau®=0.02; Chi*=5.74, df= 2 (P = 0.06); F= 65%

Test for overall effect: Z= 216 (P=0.03)

Figure 2.
Forest plots: High quality studies for SMI
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Std. Mean Difference
IV, Random, 95% CI

14.1.1 SML. Clinical outcomes: Change in psychiatric symptoms

Solomonetal 18996  -29.02 6.62 42 -2815 536 42 100.0%
Subtotal (95% CI) 42 42 100.0%

Heterogeneity: Not applicable
Test for overall effect. Z=0.65 (P =0.51)

14.1.2 SMI. Psychosocial outcomes: Quality of life

Druss etal 2010 3|8 10 41 37 1.8 39 489%
Solomon et al 1996 504 07 42 518 069 42 51.1%
Subtotal (95% CI) 83 81 100.0%

Heterogeneity: Tau®= 0.00; Chi*=0.34, df=1 (P = 0.56); F=0%
Test for overall effect: Z=0.71 (P=0.48)

Figure 3.
SMI equivalence trials
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Author, Year,
Country

Study design &
setting

Peer intervention

Intervention and control
group

Summary of findings

Disorder: Serious Mental Illness (SM1)

Group interventions

Cook (2012), USA RCT (individual); Community

Cook (2012), USA RCT (individual); Community

Druss (2010), USA RCT (individual); Community

van Gestel-Timmermans
(2012), Netherlands

RCT (individual); Community

IlIness self-
management
intervention
(WRAP) delivered
in 8 weekly session
of 2.5 hours. 5-12
participants per
group.

Recovery education
intervention
(BRIDGES)
delivered in 8
weekly sessions of
2.5 hours. 4-13
participants per
group.

Health and
Recovery Peer
Program (HARP):
Disease
selfmanagement
program.
Participants met in
6 weekly sessions,
8 participants per
group.

"Recovery is up to
you" program
(structured program
consisting of
psycho-education,
illness
management,
learning from
other's experiences,
social support,
homework
assignments)
provided in a group
setting over 12
weekly two hour
sessions.

Intervention: WRAP +
TAU (outpatient
community mental health
care) (n=276). Control:
WRAP waitlist + TAU
(n=279)

Intervention: BRIDGES +
TAU (outpatient
community mental health
care) (n=212) Control:
BRIDGES waitlist + TAU
(n=216)

Intervention: HARP only
(n=41). Control:
Professional health care:
outpatient community
mental health care
provided by health
professionals (n=39).
(equivalence trial)

Intervention: "Recovery is
up to you" + TAU
(continuation of usual
treatment regimes, no
further specification)
(n=168). Control:
"Recovery is up to you"
waitlist + TAU (n=165).

Over time, greater
symptom reduction
(BSI: -0.05, p=0.023),
significant
improvements in quality
of life related to the
environment (WHO-
QOL: 0.39, p=0.001)
and hopefulness (HS:
0.40, p=0.018)
compared to the control

group.

Individuals participating
in BRIDGES showed
significantly greater
improvement than
controls in selfperceived
recovery (RAS total:
1.55, p=0.013) and in
some aspects of
hopefulness (SHS
agency: 0.33, p=0.006)
but not in the total hope
score (SHS total: 0.20,
p=0.347).

Patients in HARP
scored higher than the
control group on
physical (42.9 +/-14.2
vs. 40.0 +/-13.7) as well
as mental HRQoL (36.8
+/-10.0 vs. 36.8 +/
-11.1) at 6 months
follow up but
group*time interaction
is not significant.

The intervention had a
significant and positive
effect on empowerment
(x2=10.42, p=0.015),
hope (x2=15.57,
p=0.001) and self-
efficacy (x2=11.46,
p=0.009) but not on
quality of life (x2=2.66,
p=0.45) and loneliness
(x%=4.81, p=0.19).

Individual interventions

Davidson (2004), USA RCT (individual); Community

Soc Psychiatry Psychiatr Epidemiol. Author manuscript; available in PMC 2015 November 01.

The Partnership
Project: Patients
spent individual
time with peer (2-4

Intervention: 1) Partnership

Project with a volunteer
who had a personal history
of psychiatric disability +

Differences between
groups on clinical and
psychosocial outcomes
were only found when
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Author, Year,
Country

Peer intervention

Intervention and control
group

Summary of findings

Forchuk (2005), Canada

Greenfield (2008), USA

Rivera (2007), USA

Sells (2008), USA

Solomon (1995, 1995),
USA

Soc Psychiatry Psychiatr Epidemiol. Author manuscript; available in PMC 2015 November 01.

RCT (cluster), Community

RCT (individual); Community

RCT (individual); Community

RCT (individual); Community

RCT (individual); Community

hours per week for
a period of 9
months) and
participated with
the peer in social or
recreational
activities in the
community
promoting
recovery.

Transitional
discharge model
(TDM): Peers
assisted individuals
hospitalized with
chronic mental
illness in successful
community living,
taught community
living skills,
provided
understanding and
promoted
friendship (duration
of programme: 1
year).

Crisis residential
program (CRP)
managed by peers
in which consumers
acted as case
managers for
patients
(emphasizing client
decisions and
recovery).
Minimum length of
stay in CRP were 8
days (max 30 days).

Peer-assisted case
management over
12 months. Peers
engaged clients in
social activities,
developed
supportive social
networks among
clients, and
contributed to
treatment planning.

Individual case
management
provided by peers
over 12 months.

Individual case
management

TAU (outpatient care
received at state-run
community mental health
centres) (n=95); 2)
Partnership Project with a
volunteer partner who had
no history of psychiatric
disability +TAU (n=95).
Control: Not matched with
a volunteer partner
(participated in social
activities alone) +TAU
(n=70).

Intervention: Peer support
+ TDM + TAU (traditional
community mental health
care) (n=201). Control:
TAU (n=189)

Intervention: Peer managed
CRP + TAU (treatment by
a psychiatrist for
medication) (N=196).
Control: TAU (treatment
by a psychiatrist in locked
inpatient psychiatric
facility) (n=197)

Intervention: Peerassisted
case management (n=70).
Control: TAU
(strengthbased intensive
case management without
the peer enhancement)
(n=66)

Intervention: Peer case
management + TAU
(continued other treatment
received before; no further
specification). Control:
Case management with
traditional providers +
TAU (n=69)

Intervention: Consumer
case management by peers

participant's frequency
of contact was
considered: Participants
in the volunteer group
improved in terms of
social functioning and
self-esteem when
meeting regularly with
their partners
(F(2,44)=2.95, p=0.06),
those assigned to the
peer group only
improved when they did
not meet regularly
(F(2,214) =3.73,
p<0.05).

Quality of life of the
intervention group was
not significantly
improved compared
with the control group,
F(1,22)=0.38, p=0.27).

Significantly greater
improvement in
psychiatric symptoms in
the CRP compared to
control group (BPRS:
-0.11, p = 0.002). Gains
were also seen in both
groups in GAF and
QoL but group by time
interactions were not
significant (p>0.05).
Self-esteem
improvements were only
seen in the peer-based
intervention (RSES:
0.64, p<0.05).

No significant
differences between the
peer-assisted group and
the control arm in
clinical or psychosocial
outcome measures at 6
or 12 months (results
from analyses of
covariances and pvalue
not reported).

There is no statistically
difference in quality of
life between the
intervention and the
control group at 12
months (ttests and p-
values not reported).

No significant
differences between the
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Author, Year, Study design &
Country setting

Peer intervention

Intervention and control
group

Summary of findings

according to the
assertive
community
treatment model
provided over 12
months. Goals were
determined with the
client and included
psychiatric
treatment, social
and family
relations, living
situation and
income.

(n=48).Control: Case
management by health
professional) (n=48;
equivalence trial).

conditions in symptom
observations, social
functioning or quality of
life (42=0.84, F(12,
78)=1.19 (p>0.05).

Disorder: Depression

Group interventions

Ludman (2007), USA RCT (Individual), Telephone
contacts and group-based

meetings (community)

Group-based
chronic disease
selfmanagement
program led by a
peer in addition to
telephone care
management
provided by a
counsellor.
Intervention of 6
weeks with ongoing
bi-monthly
meetings focusing
on problem solving
activities.

Intervention: Peer-led
chronic disease
selfmanagement group in
addition to telephone care
management + TAU
(continued behavioural
health care) (n=26).
Control: TAU (n=26)

No significant
differences were found
among the different
groups in mean SCID
scores over months 6, 9
and 12. (p-values not
reported)

Individual interventions

Dennis (2009), Canada RCT (Individual), Telephone-

based/ community

Dennis (2003), Canada RCT (Individual), Telephone-

based/ community

Letourneau (2011), Canada  RCT (Individual), Home-
visits and telephone contacts/

community

Soc Psychiatry Psychiatr Epidemiol. Author manuscript; available in PMC 2015 November 01.

Individually-based
social support
incorporating
informational,
appraisal
(feedback) and
emotional
assistance until 24
weeks postpartum.
Minimum of four
contacts, further
contact deemed as
necessary.

Individually-based
social support over
8 weeks
incorporating
informational,
appraisal
(feedback) and
emotional
assistance. Contact
frequency not
standardized.

Individually-based
peer support over
12 weeks:

Intervention:
Telephonebased peer
support + TAU (standard
community postpartum
care from public health
nurses, physicians and
other providers) (n=349)
Control: TAU (n=352)

Intervention:
Telephonebased peer
support + TAU (standard
community postpartum

care) (n=20). Control: TAU

(n=22)

Intervention: Peer support
(home visits and telephone
contacts) + TAU (standard

At 12 weeks 14% of
women in the
intervention group had
an EPDS score >12
compared with 25% in
the control group
(x3=12.5, p < 0.001).
There were also
significant differences in
anxiety between the
groups at 12 weeks
(p=0.055). No
significant group
differences were found
in loneliness or in
depression and anxiety
scores at 24 weeks.

Significantly more
mothers in the
intervention group
showed decreased
depressive
symptomatology at the 4
week (x2=5.18, p=0.02)
and 8 week assessment
(x3=6.37, p=0.01). Data
from SES and LS not
reported.

EPDS scores improved
in both groups over time
(F =104, p>0.001) but
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Author, Year, Study design & Peer intervention Intervention and control Summary of findings
Country setting group

Provision of postpartum care provided favouring the control
informational, by family physician) condition (F=5.51,p =
emotional, (n=27). Control: TAU + 0.02).

affirmational and
practical support,
weekly visits.

waiting list for intervention
(n=33)
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