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ABSTRACT
Introduction: Sharing narratives about recovery is a central activity in peer support work. Researchers have so far investigated 
many issues related to recovery narratives, but have paid no attention to how the building and sharing of one's story are modified 
during training courses. This study examines the beliefs of participants in the first national training to become Peer Support Worker 
(PSW), funded by the Italian Ministry of Health in 2022–23, regarding how to craft their recovery story to make it ‘professional’.
Methods: 16 PSWs were interviewed at the end of the course. Implicit theories and beliefs were the focus of the semi‐structured 
interviews. Answers were transcribed and analysed through thematic analysis.
Results: The training represents a decisive moment for socialising the ‘unwritten rules’ about how to build and tell personal 
experiences. Seven main themes emerged: the story‐sharing as the most important tool to understand what happened, as a 
‘passage’ of status that changes the feeling between the person and the story through the presence of others, the need for a 
method for structuring the story, the emotion control as prerequisite for maintaining the right distance between one's story and 
the user's story—not imposing oneself on the other's experience, the relevance of acting as strategic story director, accepting 
stories without happy ending and story‐sharing for cultural and social change. Results have been discussed with the contri
bution of PSW, highlighting the potentials and risks.
Conclusions: Training should develop competencies in expressing the story without standardising it, thereby avoiding the 
reification of the recovery journey into a single version. Story‐sharing should not be considered merely as the enactment of a 
favourable recovery journey; even stories that do not have a happy ending, or that do not adhere to the canons of the ‘recovery 
genre’, have dignity and social utility. In a nutshell, the PSW must be helped in becoming the filmmaker of the story rather than 
the performer of a static script.
Patient or Public Involvement: The PSWs involved played a fundamental role in participating actively by deciding to make 
available their narratives, reading the results and commenting on them.

1 | Introduction 

A Peer Support Worker (PSW) is a person who, having ex
perienced a situation of mental distress and acquired specific 
experiential knowledge as a service user, applies this experience 

and knowledge to help others [1, 2]. Stories of favourable 
recovery are an essential component of the helping role since 
their sharing may provide working tools to accompany other 
users in their recovery journeys, allowing them to nurture a 
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reasonable confidence and hope for improvement [3–8]. 
Numerous studies have discussed how and why listeners can 
benefit from hearing about the recovery experiences of others; 
stories have proven effective in providing users with validation, 
empowerment, hope and alternative conceptualisations of their 
suffering [4, 9].

Most PSW training courses include specific modules devoted to 
sharing the recovery story [10, 11], as well as enhancing 
introspection and the ability to describe one's experiences 
[2, 12–14]. Thus, how does one's story of suffering and recovery 
become a working tool?

1.1 | How to Build and Perform a Recovery 
Narrative 

Several authors have questioned how recovery narratives are 
built and mobilised. Woods [15] defined a recovery narrative as 
a ‘genre’—a particular type of story produced in specific sites. It 
is characterised by two aspects: ‘insight’ and ‘inspiration’. In 
this way, protagonists should have insight into their mental 
suffering; they should be encouraging and reassuring and 
inspire some kind of change. The credibility of the narrator, as a 
bearer of knowledge, comes from the successful transformation 
of his/her own story into a positive one (Llewellyn Beardsley 
et al. 2020). The recovery narrative operates as evidence, pro
viding access to wise and balanced beliefs and reducing 
irrational narratives, as well as an enactment, making one's 
recovery real, by materialising it into a story [16]. Acceptable 
and unacceptable stories are thus configured. According to 
Voronka and Grant [17, p. 3], acceptable recovery narratives 
meet two requirements: to include the forms of distress that 
have been experienced and to emphasise ‘the individual's 
progress from tragedy to triumph’. Some authors have critically 
commented on this type of template. First, since it has been 
forged by a neoliberal agenda, the template carries the risk of 
normalising and individualising stories of hardship 
[17]. Second, such normativity produces mechanisms of exclu
sion; that is, narratives that do not fit the criteria remain 
unheard [16]—in particular, stories of anger and experiences of 
abuse, political engagement and epistemic oppression [18, 19]. 
Other studies have highlighted symbolic and structural con
straints on personal recovery stories. Personal stories run the 
risk of being shaped and constrained by dominant cultural and 
institutional narratives and definitions given by services, which 
act by selecting what can or cannot be said ([3]; Sinclair et al. 
2023; [20, 21]). Processes of co‐option by services in the con
struction of recovery stories have been observed [22, 23], such as 
the instrumentalisation of stories for political and institutional 
purposes ([24–26]; Voronka 2021). Recovery stories often draw 
on a model of ‘risk‐free’ and ‘positive reflection’ for mental health 
services, restoring professional power and roles [22]. Costa [24] 
offered a powerful account of coercion and compulsion in the 
production of a recovery narrative, highlighting the potential for 
disempowerment in ‘sharing one's story’ to meet the demands of 
mental health professionals. Finally, a risk run by recovery nar
rative is of being accepted and becoming ‘finished and final’, 
instead of being dialogic and open to flow, available to changes 
and revisions, meaning a risk of reification (Franck 2010). Ex
cessive standardisation of training could limit the role that peers 
can offer and may result in a procedural approach [27].

Other authors have questioned the content and function of 
recovery narratives, as well as the directions they are supposed to 
follow; however, none have observed the process of making 
recovery narratives during a training course for becoming a PSW. 
Training represents a decisive moment in the socialisation of the 
profession's rules. It can be seen as a propitious space to follow 
the construction of the recovery stories. Through the analysis of 
the transcriptions of the interviews with 16 participants in a 
training course for PSW held in Italy, this study aims to inves
tigate the process through which the experience of suffering and 
recovery is transformed into a professional tool at the very 
beginning of the path, deepening the unwritten rules they have 
absorbed (consciously or not) for performing the story‐sharing; 
that is, how a recovery story should be told in their beliefs.

1.2 | Training Programme 

The training course started in November 2022 in Borgonuovo 
(Bologna) in the North‐Centre of Italy. It was funded by the 
Italian Ministry of Health and was the first training organised at a 
national level, with attendees coming from all over the country. It 
referred to the Ex‐IN model, developed by Utschakowski in 
Germany (Utschakowski et al. 2008) and German‐speaking 
countries, Austria and Swiss Cantons. The course is divided 
into a theoretical part, consisting of 12 modules (each of them 
composed of two and a half days of residential training) and a 
practical part (2 apprenticeships in mental health services, lasting 
120 h). The modules aimed at preparing for the sharing of per
sonal history are those related to personal growth and the ela
boration of one's life story. In particular, one of the modules is 
aimed at encouraging an in‐depth reflection on biography, ana
lysing the crisis experiences lived during the recovery process. 
A second one addresses the theme of Self‐Determination and 
Relational Skills, enhancing decision‐making autonomy and 
interpersonal skills. Finally, the module dedicated to the aware
ness of resources and limits goes in the same direction, favouring 
a balanced self‐evaluation. All participants are invited to present 
to the group, at the end of the course, the reading of their recovery 
story. The ‘ritual’ related to the moment of sharing involves the 
group listening in a circle, with extreme attention, to the text of 
the story that has been prepared before the meeting. Listeners do 
not comment or enter into the contents of the narration offered. 
They just thank and greet the protagonist with a few words.

1.3 | Research Aims 

By adopting a narrative approach [28–31], we investigated the 
beliefs and implicit theories related to story‐sharing as a tool 
used by people to organise and give meaning to their experi
ences. Story‐sharing means constant self‐reflection and a deeper 
understanding of one's experience, thanks to the possibility of 
giving order to previously confused aspects of one's life story 
[32, 33]. More in detail, the research aims to explore how par
ticipants think of turning their story of suffering and recovery 
into a working tool (in the peer relationship) by: 

1. Investigating implicit theories and beliefs in this regard.

2. Identifying which competencies PSWs think they need to 
develop regarding the management of their story of ‘dis
tress’ to play the role effectively in peer support.
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3. Understanding the meanings related to the construction of 
experiential knowledge, starting with personal story‐sharing, 
and all processes that could influence story‐sharing.

2 | Materials and Methods 

The research involved 16 people, aged 30–61 years, attending 
the Ex‐IN programme, who had been in the course for a min
imum of 10 Modules over 12 (the total). The participants in the 
research correspond with the participants in the course. The 
selection was made through CV, a letter of motivation and an 
evaluation interview. Some of the prerequisites for selection 
were: stable mental health (a criterion that involves no longer 
being strongly influenced by their mental health problems in 
everyday life, being able to deal with the problems and ques
tions of others, and no longer being treated for acute episodes of 
mental distress), be able to reflect on one's own experiences and 
have at least one important and supportive person in life 
(Utschakowscki 2008). All possible histories of mental distress 
(psychosis, depression, anxiety and bipolar disorders) were ad
mitted, and a criterion of territorial heterogeneity was preferred, 
so as to welcome candidates from diversified regions of Italy, to 
offer fair opportunities in the comparison between north, centre 
and south.

3 out of 19 participants did not complete the training course and 
were not interviewed because they had not achieved the 
requirement of sharing their story with the group. There are 
several reasons for early discontinuation: one person decided that 
neither the training nor the professional programme was suitable 
for their aspirations. Two other participants made a number of 
absences higher than allowed (22 h). The course layout gave the 
question of attendance as binding, and unlike what happens in 
Germany (where it is possible to attend similar courses for the 
recovery of attendance), it was not possible to make up for the 
training programme not attended in any other way.

The proposal to participate in the research was made through a 
research presentation, in agreement with the promoter of the 
initiative and with the two trainers, during the last training 
weekends. All participants freely chose to contribute and signed 
an informed consent form that presented the objectives and 
methods. They also shared the importance of publishing and 
disseminating the results. At the time of the interview, all 
participants had also completed the internship period within 
mental health services, so they had had their first direct pro
fessional experience in the role of PSW. A few of them were 
already working permanently in the services. Their socio‐ 
demographic characteristics are shown in Table 1.

The trainers were also interviewed and their answers compared 
with those of trainers belonging to other training traditions. 
Since the material collected was consistent, it will flow into 
a second paper, soon to be published.

2.1 | The Trainers 

There were two ex‐in trainers: the first was an expert by ex
perience, and the second was a sociologist and expert in the 
history and practice of intervention in the mental health system. 
Their Ex‐IN training for trainers had been carried out in Ger
man, a few months before the start of the Italian training. The 

two trainers maintained a constant supervisory relationship 
with their training agency, the Ex‐In German Network, in order 
to share all the choices regarding the training and monitor the 
progress of the experience, since it was their first course in the 
role of trainers.

2.2 | The Interview 

The questions that made up the semi‐structured interview were 
conceived based on the Ex‐IN training objectives and on the main 
issues available in the literature on the evaluation of the effec
tiveness of the programme to become PSW. The themes investi
gated, along with related questions, are presented in Table 2.

In order to adapt the language to the way of speaking of PSW, 
the construction of the questions was also helped thanks to a 
focus group (or pre‐research) that was held during the last 
weekend of the training course (May 2023).

The Ethics Committee of the School of Psychology of the Uni
versity of Padua approved the research project (protocol no. 
4862 of date 30/06/2022). The consent form was shown to each 
participant beforehand, and any possible doubts or questions 
were discussed.

2.3 | Data Collection 

Following a qualitative research approach, the data were col
lected through individual interviews, which allowed deeper and 
more personal discussions with each participant.

These interviews were conducted in 3 months, from April to 
June 2023. The data collection and analysis are based on the 
guidelines of the qualitative research [34]. We preferred the 

TABLE 1 | Socio‐demographic characteristics of the participants.

Gender

Age at the 
end of the 

training 
(Years)

Participants' 
area of 

residence

Number of 
training 
modules 
attended

Female 61 Northern Italy 12
Female 43 Central Italy 12
Female 43 Southern Italy 12
Female 43 Southern Italy 10
Female 37 Northern Italy 12
Male 46 Central Italy 12
Female 41 Northern Italy 12
Female 59 Central Italy 12
Male 48 Northern Italy 12
Female 41 Northern Italy 12
Male 57 Central Italy 11
Female 25 Central Italy 12
Female 30 Northern Italy 12
Female 52 Central Italy 11
Male 53 Southern Italy 12
Male 33 Northern Italy 12
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semi‐structured narrative interviews because they allowed us to 
focus on the meanings and the topics we were interested in, for 
a better understanding of other significant elements that could 
emerge during a conversation, rather than a more schematic 
test. The interview, in fact, is considered not only a tool but also 
a method, because of the interaction process established 
between the interlocutors. We realised one‐to‐one interviews in 
the context where the course was held (Borgonuovo, Bologna).

The interviews were conducted by E.F., L.A. and M.R., who also 
participated in the analysis of the narratives that emerged. From 
a narrative perspective, the interview is not conceived as a mere 
data collection tool, but as a space of discursive co‐construction, 
in which meanings and understandings are shaped through the 
interaction between the narrator and the listener (Mishler 1986 
in Riessman 2008). In this context, it becomes essential to make 
explicit our positioning as researchers and to reflect on how our 
identities, experiences and roles influenced the process of data 
collection and interpretation. Researchers introduced them
selves to participants as psychologists/psychotherapists, as well 
as researchers, experts in qualitative research methodologies, 
and specifically trained in the analysis of autobiographical 
stories. They were aware that this dual identity would shape 
relational dynamics. Prior to data collection, they dedicated 
time to familiarising themselves with the group, building re
lationships that made the encounters more natural and less 
formal. During the interviews, participants were free to choose 
which of the three researchers they wished to speak with, a 
choice likely influenced by factors such as gender, age or 
common regional background, although these factors were not 
always explicitly stated. Interviewers were careful to acknowl
edge that asking participants to narrate their personal stories 
could evoke emotional vulnerability. Participants were also gi
ven the freedom to choose the most appropriate moment to 
conduct the interview. Interviews were held in private and calm 
spaces, with the aim of fostering a climate of safety and mutual 
respect. The interviewers' psychological training oriented 
attention towards subjective meanings, encouraging narratives 
that connected personal biography with the training experience, 
rather than with diagnostic or psychiatric information. Partici
pants were aware that researchers recognised and valued the 
PSW as playing a central role both within and outside mental 
health services: the fact that their contribution was considered 
competent helped reduce the typical asymmetry of the inter
view situation. As Riessman notes (2008), although power 
relations are never equal, disparities can be mitigated. In our 
view, this positioning likely facilitated the emergence of more 

open, reflective and symmetrical narratives, in which the ex
pertise of the PSW was actively valued.

2.4 | Data Analysis 

The collected interviews were audio‐recorded and transcribed, 
and then analysed, according to a constructionist point of view.

The responses provided during the interviews were transcribed 
verbatim and analysed by the three researchers (E.F., L.A. and 
M.R.). The thematic analysis process was conducted following 
the guidelines of Braun and Clarke, which consist of six distinct 
phases: familiarisation with the data, generating initial codes, 
searching for themes, reviewing themes, defining and naming 
themes, and producing the report. Immersion in the data began 
during the conduct and transcription of the interviews. As 
previously noted, the authors who conducted the interviews 
also participated in their analysis, establishing a direct link 
between the interpretations emerging during the encounters 
and the analytic phase. The process of reflexivity is fundamental 
in qualitative research. During data collection and analysis, all 
authors kept brief reflective notes and meeting minutes to 
record hypotheses, emotional reactions and analytical decisions. 
These materials informed discussions on coding and the 
refinement of themes. These notes were not analysed as data; 
rather, they were used to document an audit trail (from excerpts 
to codes to decisions) and to check against premature closure. 
Subsequent thorough rereadings of the transcripts facilitated 
the approach to coding, allowing the identification of the most 
significant segments in relation to the research objectives. 
Coding was performed manually, assigning concise labels to 
each excerpt that represented its content. After coding, the 
three researchers discussed their individual codes and worked 
collaboratively to construct the themes, ensuring agreement on 
the interpretation and grouping of codes. The resulting codes 
were then grouped according to shared meanings or common 
concepts, leading to a first overall version of the themes, which 
was subsequently reviewed. During this phase, the internal 
coherence of the codes with respect to the themes and the 
ability of each theme to reflect the meanings present in the data 
were verified, resulting in the merging, splitting or elimination 
of some initial themes and the production of a more coherent 
and refined version. Finally, after careful rereading of the ex
cerpts, a comprehensive report of the data was produced, 
selecting the most illustrative examples to represent the emer
ging themes, which are presented as the results in this article. 

TABLE 2 | Aims and questions composing the semi‐structured interview.

Investigated area: Personal experience with 
the course Questions composing the semi‐structured interview

1 Difficulties and perception of the context/ 
climate for sharing personal story

2 Perceived risks and benefits in telling about 
oneself in such depth

3 More or less appropriate formulas for telling 
one's story

4 Consequences and implications

1.1 Did you have any difficulties in sharing your personal story 
during the course? 1.2. What helped you do it?

2.1 Do you think that telling your personal story involves risks or/and 
benefits? 2.2. Which ones and how to prevent them?

3.1 How did you construct and tell your story? 3.2. Did you change 
your belief about how to construct your story during the training?

4.1 What did it mean for you to tell your story during the training? 
What effects did this have?
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For clarity and to guide the reader, Table 3 presents the codes 
associated with each theme.

We shared the results with the participants in two final ses
sions, during which we not only introduced the results but also 
asked for feedback and thoughts about what their most 
important result was, and we are reporting on this in this 
article. These steps increased transparency without treating the 
reflexive artefacts as part of the empirical corpus.

3 | Results 

3.1 | First Theme 

3.1.1 | Telling Others for a Better Understanding of One's 
Recovery Journey—Story‐Sharing as a ‘Passage’ of Status 

The training course provides a space for participants to share 
stories of suffering within the group. This activity was con
sidered very demanding from an emotional point of view; it was 
difficult to prepare and face the moment of reckoning or 
reading the written story, but the welcoming and participatory 
atmosphere was fundamental for everyone. Telling one's 
recovery story to the group was described by many as cathartic, 
an immersion in memories and awareness. The self‐revelation 
becomes part of the recovery process itself.

The passage was when they told us “by such day you have 
to write your recovery story and you have to talk to the 
group for 10 min about it” […] Then I wrote it and many 
things came out that I didn't expect to feel, that is, I 
managed to free myself completely and maybe it was 
what unlocked me in all respects, because of the first 
recovery (editor's note: the first story of the recovery) you 
tell all the bad things that I didn't even dare to remember. 

That was just a moment when I had to unravel the whole 
truth, and somehow I assimilated it. 

P12

In my opinion, sharing lightens, sharing is part of the 
cure, of therapy. […] 

P2

The term ‘therapy’ refers to the co‐participation of others by 
talking about themselves. It is a process of emancipation from 
suffering in solitude that is realised through disclosure. Telling 
others means changing the relationship between oneself and one's 
story, not being confined within a private dimension anymore.

[…] one tells one's story more than anything else for 
therapeutic reasons; there may be points in one's story 
that perhaps one has not solved, by sharing it perhaps 
you can dissolve those points that you have not solved … 
many times, yes, it has therapeutic functions. 

P5

The ability to change point of view, to change perspective, is 
closely linked to the group experience. The comments offered 
by others, precisely because they are considered competent 
concerning the experiences of suffering, allow stories to be re‐ 
signified.

I also began to lighten up a bit and emphasise the dra
matic aspects of my story less. That is, I felt I had man
aged to repair; there was a repair of … a light that I gave 
… a choice to come out into the open, to come out. 

P15

An active participation of the audience, the possibility of 
receiving feedback and comments, not only facilitates expository 

TABLE 3 | List of the seven themes and their respective codes.

Theme Codes

Telling others for a better understanding of one's recovery 
journey—storytelling as a ‘passage’ of status

– Telling the story to the group as a process of 
emancipation from suffering

– Resignification of one's story through sharing
Experience of telling is not enough; you need a method to  
tell your story

– Training as a narrative structure for the personal story

– Knowing how to share one's story demonstrates one's 
recovery

Controlling emotions related to one's suffering – Constructing the story to safeguard emotions

– Selecting what to share in the group
Keeping distance between one's own story and the user's story— 
not imposing oneself on the other's experience

– ‘Professional distance’ to protect oneself

– ‘Professional distance’ to protect the other
To act as the strategic director of your story – Reformulating the story according to the audience

– Using the positive story for the benefit of the other
Stories without happy endings – Patience in not fully understanding the other's story

– The positive story does not always support the other
Storytelling for cultural and social change – Telling one's story as a collective act

– Narration as a tool for destigmatisation
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practice but also assigns new functions to it, such as that of 
instilling a sense of cohesion, unity and identity to the group, 
which, in turn, encourages further sharing of experience.

Well, certainly others are more objective, see things that 
you can't see. There were comments that a person wouldn't 
think about, and so, others gave you the possibility to have 
another point of view. If I saw certain things as negative, 
other people made me realise that they weren't so negative. 

P11

The group entered powerfully into another person's story, 
providing unforeseen suggestions not contemplated by the 
perspective or situated gaze of the narrator. Story‐sharing is 
connected to a process of reflexivity that allows one to process 
one's past and respect that of others.

I respect my story. I don't need to throw it up to you to 
hide a request for help.… I gained the ability to express 
myself consciously. 

P15

Reflexivity allows one to distance oneself from one's lived ex
perience, recognise one's limits and value the transformative 
meaning of the story. It helps not only to tell but also to ‘be’ in 
the stories of others without overlapping or blurring.

Well, in the meantime, the group's journey and group 
work have led us to reflect on many things, also to con
front each other in a very deep way on many issues. So on 
the meaning of the diagnosis, for example, it was a theme 
that struck me a lot, because for me it was not a problem, 
for others, they experienced it with suffering. So to 
understand, in short, and also to give value to things that 
I had never considered so important, and instead thanks 
to the group I thought: I can also share it. 

P13

Telling one's stories and listening to those of others allows one 
to relocate many issues, to resize the seriousness of the events 
and to confront the meaning of the diagnosis, with the theme of 
passivity or activity concerning the construct of mental illness.

3.2 | Second Theme 

3.2.1 | Experience of Sharing Is Not Enough, You Need a 
METHOD to Tell Your Story 

The first requirement to be credible as a PSW is to be able to 
demonstrate an adequate recovery path. The course offers tools 
that the HPSW must be able to put into practice.

I think it's very important to have a good recovery and a 
good training. […] If you tell me that you have awareness, 
they have given you the tools but when you are sick you 
cannot use them, you do not have a good recovery, 
because if someone gives you tools, you must know how to 
use them. 

P13

Unlike people who have only experience but no training,… 
I know I have a basis on which I can act to help a person. 

P10

The training provides the structure and the basis of the working 
competence. Once one's experience is placed within a narrative 
system, the story itself becomes an element capable of certifying 
the successful elaboration of one's recovery story. In other 
words, one's competence in story‐sharing becomes proof of 
one's recovery:

Until you can tell your story, you haven't elaborated on it. 
Why do some people struggle to tell it? Because they don't 
yet have such a clear idea. 

P14

Story‐sharing is proof of healing; it not only tells it, but realises 
it. The ability to narrate becomes the litmus test for one's 
recovery. Self‐understanding is conceived as a preliminary step, 
necessary but insufficient, in transforming one's experiences 
into a working tool. Guidelines and a method are needed.

When you work, you need a method to share the recovery 
story in the right way because someone might also feel 
very touched, and so it takes … an ability to learn how to 
share one's experience, and the course gave me that. 

P11

[The course] helped us be more structured in talking 
about our experiences, our stories, our lived experiences in 
facing various situations, also towards others. 

P2

Terms such as ‘method’, ‘learning’ and ‘structured’ highlight 
how the process of professionalisation requires the narrative of 
one's experience to be adapted within specific boundaries. A 
normative dimension of the story emerges, capable of making it 
legitimate.

Training is needed to have a method, to learn … strategies 
to know how to relate, to know how to manage one's 
emotions. If you don't know how to do these things here, 
to be an Esp … you can also do damage eh… 

P15

The ‘method’ concerns first of all the ability to manage emo
tional aspects, as we will see better in the next theme.

3.3 | Third Theme 

3.3.1 | Controlling Emotions Related to One's Suffering 

During the Ex‐IN training, stories of suffering and recovery 
were progressively smoothed out and rehashed. As can be seen 
from the excerpts below, not everything one had experienced 
was shared with the group.

Certainly, with the course, the way I tell my story has 
changed. There are parts that I removed because they 
were too intimate, stories too strong to be shared with the 
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group. Even if others dared to share certain situations, I 
didn't have the courage. In any case, mine is a linear 
narrative; there are no major heavy events, and mine has 
been a soft recovery. 

P10

Having been the first of the whole group to tell the story, I 
didn't really tell when I was sick. Let's say that I focused 
more on the solution than on the problem. So I didn't go 
looking for evil so much; I told a little bit about how I got 
out of hell in my own way. 

P14

When sharing the story with the group, some parts are dee
pened, while others are cut out. Episodes that are considered 
too intimate and deep or too strong to tell are kept private. The 
central issue is not the blurring of certain parts, but rather the 
reasons behind this choice. For instance, the idea of ‘not having 
the courage’ may highlight the risk of the establishment of guilt 
processes towards a story that is perceived as ‘incomplete’, 
intentionally partial, not authentic, or not true [35].

Well, the risk is that if one hasn't worked well on 
sharing the story—it's very tough, in my opinion—you 
will only tell bits and pieces … or you will start to re‐ 
move things inside, and there—I think that, 
emotionally—I felt a bit shaken at times, but I had my 
support points. Other people may risk re‐opening the 
wound, even marginally. 

P6

Working on one's own story, sharing it with others and mea
suring oneself against the effects that the story produces in 
oneself becomes the elective strategy for managing those emo
tions and not being overwhelmed by them. It is therefore nec
essary to work on emotional control.

Look, the risk is that confronting the other person's dis
comfort can generate mistrust, and mistrust leads a bit to 
sadness, to depressing yourself. The risk can be a loss of 
trust—in short, to be overwhelmed by situations that 
sometimes we don't want to talk about but are extremely 
problematic in terms of suffering and, therefore, some
times to be overwhelmed by life. 

P9

I try not to get too involved, in the sense that I put up 
stakes.… But this is also what the course taught me: that 
you need stakes and that I have to defend myself; that is, 
if I go into crisis, which is possible,… I will hurt myself, so 
I have to protect myself. 

P13

The course taught how to control overwhelming feelings and 
how to handle comparisons or identifications between partici
pants, avoiding the onset of a crisis. Thus, understanding the 
limits of what can be told or said becomes a necessary step in 
the process of professionalisation in the role of a PSW.

The real recovery is when you manage to talk about your 
story without “Oh my God!”. If I go back and think about 
it for a moment, I'll feel the same emotions that made me 
enter the crisis. 

P14

Interestingly, the story creates emotions that could resemble 
those felt in its time, or creates the complicity of those who 
know what happened, but do not let themselves be over
whelmed, as if they were talking about someone else and not 
about themselves.

3.4 | Fourth Theme 

3.4.1 | Keeping Distance Between One's Own Story and the 
User's Story—Not Imposing Oneself on the Other's Experience 

Although the first‐person experience represents a shared ele
ment that allows participants to recognise themselves as PSWs, 
the need to protect the uniqueness of one's and others' stories 
strongly emerges. Preserving this uniqueness while enhancing 
the differences is not only an act of mutual respect, but it also 
takes on an ethical value of safeguarding the intrinsic and 
unrepeatable value of each story.

One's experiential knowledge has limits, and it should not 
be confused with the person's experience. It is complicated 
to use experiential knowledge because it is easy to fall into 
a trap. That is, is it my experience that is told, or is it the 
experience of the person I am accompanying that is told? 
It takes a lot of work. 

P8

When you talk about your experience, you talk only about 
your experience. This is my experience; it is not neces
sarily yours. I have drawn this from my own experience. I 
can give you a cue, but then it's up to you to recognise the 
cue and throw it out or not. The experience is unique. 
Even if there are logics and regularities, the experience 
remains individual. 

P9

The construction and protection of one's professionalism is 
achieved by drawing on structured and recognisable elements. 
For example, the exercise of ‘professional distance’ as a theme of 
conduct that regulates interaction protectively and recognisably.

One can enter into too‐close intimacy, so, indeed, a PSW, 
with empathy, with listening and with a series of skills and 
human qualities can get very close to the other person, but 
there is always that minimum of “professional distance”— 
let's call it like that—that must be maintained, and en
tering into resonance could mean perhaps putting one
self at risk and putting the work of the service at risk. 

P1

I had to learn to keep my distance a bit. The educators 
pointed out to me that I was too involved. You have to 
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find the right distance. How can you not get emotionally 
involved with a person who is suffering, especially if he is 
your age? 

P12

3.5 | Fifth Theme 

3.5.1 | To Act as the Strategic Director of Your Story 

One learns to tell stories, that is, one learns to renew them, each 
time, on the basis of reading the context, which allows one to 
select what is most useful to say or not to say.

I have mainly given testimony in schools; there, you must 
be very careful in what you say because, especially if you 
talk about self‐harm or suicide or if you talk too badly 
about the mental health service, you can negatively 
influence people listening to you, and so many people are 
sick! So, you have to pay attention not to scare people, 
and young people. I always try to give a positive testi
mony. I also choose what to say about whom I have in 
front of me. 

P12

Awareness of context and the ability to adapt one's narrative are 
hallmarks of a transformative storyteller. Story‐sharing becomes 
a bridge between one's personal experience and the collective 
need for awareness raising by avoiding falling into stereotypical 
or overly dramatic narratives.

The testimonies are not all the same […] Every time you 
say what you feel like saying. We introduce ourselves as 
facilitators, we explain that we have made a recovery 
path like this … I more or less always say this. But then 
after … each testimony told something different, what 
seems most suitable to me. 

P12

The ability to act as directors of one's story, without considering it 
a mere script to be recited, but managing to choose which parts to 
work out and which to leave behind, appears to be an indis
pensable component. There is an awareness that there is no single 
truth of a story, given once and for all. The story is co‐built every 
time with those in front of you, selecting, choosing, with empathy 
and attention to the needs of those to whom the story is told.

It is interesting to note the appearance of the ‘we’ to testify to 
the passage from the ‘I’ as a person to ‘we’ as HPSW. Pro
fessionalisation is evidenced by the use of pronouns.

3.6 | Sixth Theme 

3.6.1 | Stories Without Happy Endings 

Telling about oneself also means understanding one's needs 
better and earlier. The story should not please the expectations 
of the other, nor must it entertain him.

[…] In the past, I had the problem of pleasing, of not 
being able to say no, I was entangled […] Now, if I want 

to say my thoughts, my experiences, I don't need to be 
crazy or to crack. I have acquired the possibility of being 
able to express myself […] I should not enchant you, I 
should not entertain the other. Finally, I see myself and 
finally I see the other […] In the past I had this com
munication difficulty, my inner […] Now I respect my 
story, I don't need to vomit it to hide a request for help'. 

P15

The conclusion is masterful that not everything can be under
stood. Human affairs escape any control. Their mystery is ex
pressed here, which not even stories can exhaust. Human 
complexity must therefore be ‘contemplated’ in its richness. It 
requires patience and respect; it does not always have solutions.

With the knowledge of other stories, you understand that 
there are dynamics that will never be controlled and for 
which you have to have respect and also bring a sort of 
“not impatience” […] therefore sometimes we must also be 
contemplators of what is happening. […] the course 
helped me to understand the other perspectives and to 
have patience in that sense […] 

P2

3.7 | Seventh Theme 

3.7.1 | Story‐Sharing for Cultural and Social Change 

Story‐sharing is conceived by the participants not only as a 
transformative tool of individual history, but also as a driver of 
social and cultural change. It becomes a collective act capable of 
changing perceptions, breaking down stereotypes, deconstructing 
stigma, both internal and external, and redefining identities.

The training made me make this change; it made me 
accept everything that had happened.… Before, I was 
ashamed. I felt like a thief because, yes, it's true that you 
don't choose your illness. It's just that when someone has 
a bad illness, for example, he/she is someone who has a 
bad illness—but in the case of mental illness, you “are” 
the mental illness; that is, I carried this stigma.… I 
became my diagnosis. By sharing my story, I realised, by 
writing it down and then sharing it, that it wasn't my 
fault, that I didn't have to be ashamed, and that I could 
be of help to someone else who was ashamed like me. 

P12

Conscious story‐sharing is not only an act of expression, but 
also a practice of identity re‐appropriation, in which the story
teller is no longer defined by his or her experience of suffering, 
but he/she becomes the bearer of a message of possibility.

4 | Discussion 

This study aimed to investigate the process through which one's 
experience of suffering and recovery is transformed into a 
professional tool. The results align with research indicating that 
during training, the process of professionalisation into the PSW 
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role proceeds hand in hand with a movement of structuring and 
systematising one's history of suffering and recovery [2, 7]. As 
acknowledged by Hegedus et al. [13], the training provides, 
albeit tacitly, guidelines to inform participants about the kind of 
story that can be told. The ability to place one's memories 
within a narrative structure allows participants to observe 
themselves as professionals. In other words, by giving their 
stories a degree of control, participants begin to shape their 
identity as PSWs. But what are the steps through which this 
redefinition of one's history and, subsequently, the role change 
take place? The interviews reveal that the transition occurs in 
two steps: first, perceiving oneself as skilled in self‐sharing, 
and second, perceiving oneself as capable of controlling over
whelming emotional responses. Both are considered elements 
that attest to the achievement of recovery. Consequently, one's 
experience is transformed into a ‘recovery story’, making it 
conceivable as a working tool [36].

Our research, unique in the literature concerning this objective, 
identified a series of elements that participants associate with 
the production of good recovery stories and the good storyteller. 
A sort of ‘implicit theory’ on the ‘story‐sharing method’ 
emerged. The sharing of the story is understood as a passage of 
status for entry into the PSW's role; it helps to understand one's 
suffering, to show it and to ensure that others may benefit from, 
‘fully implementing’ the recovery path.

The story must have a structure, a method; it must be able to 
maintain the distance; it must respect otherness; the narrator 
must know how to control the emotions related to one's and 
others' suffering; it must be composed according to a positive 
ending, be a source of inspiration and validation of their ex
perience by the other members of the group, and must adapt to 
contexts and interlocutors; and should not destabilise them if 
they are in a phase of fragility. It is experienced as an opportunity 
for reflection, increases self‐awareness and self‐monitoring, and 
takes on a therapeutic function. It can train the PSW to become 
aware that not everything can be understood or rationalised.

It seems to us that these results offer favourable solutions to the 
three main issues that animate the debate of the literature on 
the subject, which we summarise below: (1) How to guide in 
shaping and expressing one's recovery story without standar
dising it [37, 38] and turning it into a ‘procedural’ approach to 
the role [27]. In sharing these stories, there is a risk that indi
vidual narratives may be reduced to static representations of a 
generalisable and knowable collective body (Aquili 2024; 
[27, 39]). In line with [36] reflections, this leads to questions 
about how the narrative structure proposed by a training can 
foster solid identity construction while avoiding imposing 
standards that limit personal expression.

Our 16 interviews allowed us to grasp how important it is for 
the PSW to have a ‘structure’, a ‘method’ that makes them feel 
more competent than a simple user. Results have shown that 
the solidity of the ‘method’ is strongly associated with the 
solidity of professional competence. It guarantees legitimacy 
and protection, particularly at the beginning of the path. Per
haps the critical point is therefore not to have a ‘structure’ to 
compose one's story, but to what extent this should be inter
preted rigidly or flexibly. It seems to us that the proposed 
training did not dictate too stringently the canons for the con
struction of the story, but offered strategies to control emotions, 

manage distances and not identify with the story of the other: 
valuable and necessary skills.

A second thorny issue in the literature concerns the emphasis 
placed on ‘THE story of one's recovery’, as if it were singular, 
one and only one, and the one shared during the course. Could 
the training crush one's past by channelling it exclusively into a 
story, perhaps the one related to the path of mental illness? 
Based on the findings, the reification of the recovery journey 
into only one version of the story, always making it the same in 
a static form and defined according to a narrative canon, is 
avoidable. Recovery can be considered as a fluid and ever‐ 
changing journey [40], and the risks of crystallising it into a 
finite narrative, which becomes the main criterion for validating 
a PSW's professional identity, may be avoided (Franck 2010).

A third dilemma concerns the relationship between story‐ 
sharing and recovery. The ability to tell one's story effectively is 
often interpreted as an indicator of the achievement of recovery 
itself. This implies that the course not only trains PSWs but also 
seems to suggest a kind of normativity about good and bad 
recovery narratives, in which story‐sharing skills become a 
metric of recovery. The thematic analysis also highlighted this 
link between good recovery and the acquisition of the strategies 
proposed during the course, between favourable recovery and 
the ability to tell it.

The narrative is charged with symbolic meaning: if you can't tell 
your recovery story, you feel guilty because you haven't 
recovered—so the inability to tell becomes another experience 
concerning which you have failed [35] cited in [19]. Thinking 
specifically about our participants, we also have three missed 
stories, those of people who have not completed the course. One 
wonders if they are lost forever? ‘Where do the stories of those 
who have not completed the path to become PSW, of those who 
have not been successful, the cyclical experiences of relapse, 
which have no happy ending, of psychiatric abandonment, 
end?’ (Wood 2021). This third point deserves a lot of attention; 
our participants seem to be aware of the fact that even stories 
without happy endings must find dignity and space. Their 
account can be even more useful than the canonical stories, 
because they testify that not everything is comprehensible. 
Stories of abandonment or relapse can be more authentic and 
effective, and perhaps future research should investigate the 
power of these kinds of stories rather than keep them away.

These three dilemmas can be made to evolve and can become 
generative of new ideas where the course trainers set them
selves the goal not only of having the PSWs tell their stories, but 
also of favouring the development of their agency, in the role of 
narrator. The results of our research seem to confirm that 
courses can be oriented towards training in more or less passive 
ways, as storytellers or as directors of their history. The story
teller tells the story on command as a theatrical performance, 
activates the script of the story, and in doing so, ‘performs’ his 
script. The director of a story cuts pieces of it according to the 
moment, the needs expressed by the scene, and according to the 
director's objectives, which can change from moment to 
moment. The PSW should not be a victim of his role and suffer 
the obligation to tell. To enhance himself and his story, without 
having to ‘spill the beans’, he/she can enter the game of stories 
and become a strategist who chooses what, how and when to 
tell, but also when not to tell at all. Not everything must be told 
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at all costs. Just as it is not true that not sharing parts of oneself 
that disturb does not mean pretending or denying or not having 
accepted them. The relationship with stories can be creative and 
plural, in the name of possibilities. We believe that training on 
this, on the story as a plausible creation, and not as the only 
proof of the truth of events, can be fundamental in the delicate 
moment of transition to the role [39, 41].

5 | Conclusions 

It should not be underestimated how much the course setting 
may ‘forge’ the stories of recovery. Indeed, narrative training 
runs the risk of compressing an individual's past within a pre
defined schema, transforming a personal experience into a gen
eralisable and recognisable element [8, 21]. It is important that 
there is an awareness of this on the part of both trainers and 
PSWs, and some of the results of our research could become an 
integral part of the training modules aimed at talking about the 
topic. Training courses should increase the management of 
complexity and offer the PSW the role not so much of those who 
recite a script that is always the same, but of an active director of 
their story, orienting them towards reflective, strategic and con
textual story‐sharing, able to choose what to say and what not to 
say based on competence concerning their emotional condition 
and in full awareness of that of the user or listeners. The PSW 
will thus choose to tune in with the other based on precise ob
jectives, shaping and reshaping it creatively [42].

5.1 | Clinical Implications 

The power of stories lies in their generativity and transform
ability [43, 44]. The change in identity can, in fact, be identified 
by how people transform the story of themselves. Building new 
plots is, however, a journey that never reaches its destination. 
For the PSW not to saturate the story by exhausting it all in the 
narrative of recovery, not to empty his/her identity through 
professional experience, remaining devoid of private stories to 
manage in the intimate world of personal affections, they must 
be helped to respect the sacredness and plurality of stories. A 
risk of the recovery narrative is that it is accepted and becomes 
‘finished and definitive’ instead of being dialogical, open to 
flow, change and revision ([45]; Franck 2010).

In work based on lived experience, not everything needs to be 
shared. That which remains unspoken, private or not yet artic
ulable constitutes a professional resource rather than a limita
tion. Preserving such areas of opacity helps maintain the 
multiplicity of the self and protects the continuity of personal 
identity, preventing professional experience from overwhelming 
or consuming the intimate dimension. Training programmes and 
supervision sessions should therefore promote not only the right 
to speak but also the right to remain silent: a reflective space to 
consider what is appropriate to withhold and how to safeguard 
the boundaries between personal life and professional role.

Once shared, stories tend to circulate within work contexts, being 
cited, referenced or repurposed. Without careful attention, they 
risk becoming institutionalised narratives, losing their generative 
potential. Introducing moments of ‘collective maintenance’, in 
which work groups reflect not on the content itself but on how 
narratives are used—who tells them, who reuses them, in which 

contexts and with what effects—helps preserve the dialogic and 
plural nature of experiences, preventing them from becoming 
mere rhetorical tools or fixed professional identities [46–48].

A final clinical consideration concerns the relationship between 
this type of group experience and psychotherapy [49]. Some 
references to psychotherapy emerged: during role‐playing 
activities and the sharing of recovery stories, some partici
pants felt that more personalised psychotherapeutic support 
was lacking. The presence of such a figure would have been 
useful in managing the intense emotional reactions aroused by 
reliving past experiences and would have allowed participants 
to take a more reflective stance towards themselves. This would 
have created a space for self‐assessment of their ability to 
emotionally cope with the most critical experiences [50]. Fur
thermore, it is conceivable that during the story‐sharing activ
ities, relational processes similar to those that occur in mutual 
self‐help experiences were triggered: the sense of closeness and 
empathetic solidarity among participants seems to have con
tributed greatly to the action of support, reinterpretation of 
one's own story and displacement/rescaling of experiences, 
somewhat reminiscent of the experience of ‘clinical work on 
experiences’ typical of group therapy.

To some extent, the group may have taken on meanings related 
to the therapeutic experience. However, the comparison with 
psychotherapy is difficult to investigate and describe. It can be 
imagined that in group therapy, the intervention is more struc
tured and professionally guided, capable of addressing even more 
complex psychological problems, but the analysis of connections, 
overlaps and differences remains to be explored in greater depth.

5.2 | Limitations 

The study focused on a limited number of participants within a 
single training course, which may affect the generalisability of 
the findings. It was also the first course managed at the national 
level and financed by the Ministry of Health; therefore, this type 
of training remained free from the logic of local services and 
allowed the involvement of PSWs from all over the country, in a 
very heterogeneous way. This may have favoured the inde
pendence of the course and the trainers, making their contri
bution very aseptic concerning the logic of local power. We 
believe that this can represent an added value, but at the same 
time, it may have made the results unrepresentative of other 
courses. Future research could compare this type of training 
with that offered in other traditions.

Author Contributions 

Elena Faccio: conceptualisation, data curation, formal analysis, fund
ing acquisition, methodology, project administration, writing – original 
draft, writing – review and editing. Ludovica Aquili: data curation, 
formal analysis, investigation, methodology, writing ‐ original draft, 
validation, writing – review and editing. Michele Roceli: data curation, 
formal analysis, investigation, methodology, writing – original draft, 
validation, writing – review and editing. Giuseppe Salamina: funding 
acquisition, project administration, supervision.

Acknowledgements 

The authors would like to express their gratitude to all the Peer Support 
Workers who contributed to the research, participating actively in every 

10 of 12 Health Expectations, 2026



stage. They gave their time to reflect and share their experiences sin
cerely, showing a genuine and generous interest in this work. Open 
access publishing facilitated by Universita degli Studi di Padova, as part 
of the Wiley ‐ CRUI‐CARE agreement.

Ethics Statement 

Approval for the study was obtained from the Ethical Committee of the 
School of Padova, at the University of Padova (approval 4862). All patients 
provided written informed consent prior to enrolment in the study.

Consent 

The participants were informed of their right to withdraw at any time. 
They signed a written informed consent form regarding their partici
pation in the research and its publication.

Conflicts of Interest 

The authors declare no conflicts of interest.

Academic Proofreading 

The paper has been linguistically proofread by the Scribendi online 
service.

Data Availability Statement 

The data that support the findings of this study are available on request 
from the corresponding author. The data are not publicly available due 
to privacy or ethical restrictions.

References 

1. H. McLaughlin, Service‐User Research in Health and Social Care 
(Palgrave Macmillan, 2009).

2. T. Toikko, “Becoming an Expert by Experience: An Analysis of Ser
vice Users' Learning Process,” Social Work in Mental Health 14, no. 3 
(2015): 292–312, https://doi.org/10.1080/15332985.2015.1038411.

3. W. C. Adams, “Conducting Semi‐Structured Interviews,” Handbook 
of Practical Program Evaluation 3 (2015): 492–505, https://doi.org/10. 
1002/9781119171386.ch19.

4. L. Davidson, C. Bellamy, K. Guy, and R. Miller, “Peer Support Among 
Persons With Severe Mental Illnesses: A Review of Evidence and Ex
perience,” World Psychiatry: Official Journal of the World Psychiatric 
Association (WPA) 11, no. 2 (2012): 123–128, https://doi.org/10.1016/j. 
wpsyc.2012.05.009.

5. Y. Kotera, C. Newby, A. Charles, et al., “Typology of Mental Health 
Peer Support Work Components: Systematised Review and Expert 
Consultation,” International Journal of Mental Health and Addiction 23, 
no. 1 (2025): 543–559, https://doi.org/10.1007/s11469-023-01126-7.

6. M. A. Mancini, “Strategic Storytelling: An Exploration of the Professional 
Practices of Mental Health Peer Providers,” Qualitative Health Research 29, 
no. 9 (2019): 1266–1276, https://doi.org/10.1177/1049732318821689.

7. M. Piat, J. Spagnolo, S. Thibodeau‐Gervais, C. Deschamps, and 
Y. Gosselin, “Mental Health Recovery Narratives: Their Impact on Service 
Users and Other Stakeholder Groups,” Mental Health and Social Inclusion 
23, no. 4 (2019): 173–184, https://doi.org/10.1108/MHSI-08-2019-0021.

8. E. Watson, “The Mechanisms Underpinning Peer Support: A Liter
ature Review,” Journal of Mental Health 28 (2019): 677–688, https://doi. 
org/10.1080/09638237.2017.1417559.

9. S. Rennick‐Egglestone, A. Ramsay, R. McGranahan, et al., “The Impact 
of Mental Health Recovery Narratives on Recipients Experiencing Mental 
Health Problems: Qualitative Analysis and Change Model,” PLoS One 14, 
no. 12 (2019): e0226201, https://doi.org/10.1371/journal.pone.0226201.

10. C. C. D. Franke, B. C. Paton, and L. A. J. Gassner, “Implementing 
Mental Health Peer Support: A South Australian Experience,” 
Australian Journal of Primary Health 16 (2010): 179–186, https://doi. 
org/10.1071/PY09067.

11. A. Simpson, J. Quigley, S. J. Henry, and C. Hall, “Evaluating the 
Selection, Training, and Support of Peer Support Workers in the United 
Kingdom,” Journal of Psychosocial Nursing and Mental Health Services 
52, no. 1 (2014): 31–40, https://doi.org/10.3928/02793695-20131126-03.

12. A. Hegedüs, C. Burr, V. Pfluger, D. Sieg, A. Nienaber, and M. Schulz, 
“Peer Support Worker Training: Results of the Evaluation of the Ex
perienced Involvement Training Programme in Switzerland and 
Germany,” International Journal of Mental Health Nursing 30, no. 2 
(2021): 451–460, https://doi.org/10.1111/inm.12805.

13. A. Hegedüs, E. Seidel, and R. Steinauer, “Participants' Employment 
Status and Experiences in the Year After the Experienced Involvement 
Training,” International Journal of Social Psychiatry 62, no. 3 (2016): 
214–220, https://doi.org/10.1007/s11469-023-01126-7.

14. J. Utschakowski, Training Programme for People With Experience 
in Mental Health Crisis to Work as Trainer and Peer Supporter: Ex‐In 
Curriculum (2008).

15. A. Woods, “The Limits of Narrative: Provocations for the Medical 
Humanities,” Medical Humanities 37, no. 2 (2011): 73–78, https://doi. 
org/10.1136/medhum-2011-010045.

16. A. Woods, A. Hart, and H. Spandler, “The Recovery Narrative: 
Politics and Possibilities of a Genre,” Culture, Medicine and Psychiatry 
46, no. 2 (2022): 221–247, https://doi.org/10.1007/s11013-019-09623-y.

17. J. Voronka and J. Grant, “Service User Storytelling in Social Work 
Education: Goals, Constraints, Strategies, and Risks,” Social Work 
Education 41, no. 5 (2022): 977–992, https://doi.org/10.1080/02615479. 
2021.1908251.

18. J. Llewellyn‐Beardsley, S. Rennick‐Egglestone, K. Pollock, et al., 
“‘Maybe I Shouldn't Talk’: The Role of Power in the Telling of Mental 
Health Recovery Stories,” Qualitative Health Research 32, no. 12 (2022): 
1828–1842, https://doi.org/10.1177/10497323221118239.

19. D. Rose, “The Mainstreaming of Recovery,” Journal of Mental Health 
23, no. 5 (2014): 217–218, https://doi.org/10.3109/09638237.2014.928406.

20. A. Hui, A. S. Rennick‐Egglestone, D. Franklin, et al., “Institutional 
Injustice: Implications for System Transformation Emerging From the 
Mental Health Recovery Narratives of People Experiencing Margin
alisation,” PLoS One 16, no. 4 (2021): e0250367, https://doi.org/10.1371/ 
journal.pone.0250367.

21. B. N. Kaiser, S. Varma, E. Carpenter‐Song, R. Sareff, S. Rai, and 
B. A. Kohrt, “Eliciting Recovery Narratives in Global Mental Health: 
Benefits and Potential Harms in Service User Participation,” Psychiatric 
Rehabilitation Journal 43, no. 2 (2020): 111–120, https://doi.org/10. 
1037/prj0000384.

22. P. Fisher and J. Lees, “Narrative Approaches in Mental Health: 
Preserving the Emancipatory Tradition,” Health: An Interdisciplinary 
Journal for the Social Study of Health, Illness and Medicine 20, no. 6 
(2016): 599–615, https://doi.org/10.1177/1363459315600774.

23. J. Repper and R. Perkins, “Recovery and Social Inclusion,” In 
Mental Health Nursing Skills, edited by P. Callaghan, J. Playle, and L. 
Cooper (Oxford University Press, 2009), 85–95.

24. L. Costa, J. Voronka, D. Landry, et al., “‘Recovering Our Stories’: A 
Small Act of Resistance,” Studies in Social Justice 6, no. 1 (2012): 85–101, 
https://doi.org/10.26522/ssj.v6i1.1070.

25. L. Friedli and R. Stearn, “Positive Affect as Coercive Strategy: Con
ditionality, Activation and the Role of Psychology in UK Government 
Workfare Programmes,” Medical Humanities 41, no. 1 (2015): 40–47, 
https://doi.org/10.1136/medhum-2014-010622.

26. J. Voronka, “Disciplines, Difference, and Representational Authority: 
Making Moves Through Inclusionary Practices,” Philosophy, Psychiatry, 

11 of 12 Health Expectations, 2026

https://doi.org/10.1080/15332985.2015.1038411
https://doi.org/10.1002/9781119171386.ch19
https://doi.org/10.1002/9781119171386.ch19
https://doi.org/10.1016/j.wpsyc.2012.05.009
https://doi.org/10.1016/j.wpsyc.2012.05.009
https://doi.org/10.1007/s11469-023-01126-7
https://doi.org/10.1177/1049732318821689
https://doi.org/10.1108/MHSI-08-2019-0021
https://doi.org/10.1080/09638237.2017.1417559
https://doi.org/10.1080/09638237.2017.1417559
https://doi.org/10.1371/journal.pone.0226201
https://doi.org/10.1071/PY09067
https://doi.org/10.1071/PY09067
https://doi.org/10.3928/02793695-20131126-03
https://doi.org/10.1111/inm.12805
https://doi.org/10.1007/s11469-023-01126-7
https://doi.org/10.1136/medhum-2011-010045
https://doi.org/10.1136/medhum-2011-010045
https://doi.org/10.1007/s11013-019-09623-y
https://doi.org/10.1080/02615479.2021.1908251
https://doi.org/10.1080/02615479.2021.1908251
https://doi.org/10.1177/10497323221118239
https://doi.org/10.3109/09638237.2014.928406
https://doi.org/10.1371/journal.pone.0250367
https://doi.org/10.1371/journal.pone.0250367
https://doi.org/10.1037/prj0000384
https://doi.org/10.1037/prj0000384
https://doi.org/10.1177/1363459315600774
https://doi.org/10.26522/ssj.v6i1.1070
https://doi.org/10.1136/medhum-2014-010622


& Psychology 23, no. 3 (2016): 211–214, https://doi.org/10.1353/ppp. 
2016.0020.

27. J. Holley, S. Gillard, and S. Gibson, “Peer Worker Roles and Risk in 
Mental Health Services: A Qualitative Comparative Case Study,” 
Community Mental Health Journal 51 (2015): 477–490, https://doi.org/ 
10.1007/s10597-015-9843-y.

28. J. Bruner, “Life as Narrative,” Social Research 54 (1987): 11–32.

29. J. S. Bruner, Acts of Meaning (Harvard University Press, 1990).

30. C. K. Riessman, Doing Narrative Analysis (Sage Publications, 1993).

31. A. Smorti, Narrazioni: Cultura, Memorie e Formazione del Sé 
(Giunti, 2007).

32. B. Czarniawska, Narratives in Social Science Research: An Intro
ductory Guide for Social Scientists (Sage, 2004).

33. A. Smorti, Raccontare per Capire: Perché Narrare Aiuta a Pen
sare (2018).

34. H. M. Levitt, M. Bamberg, J. W. Creswell, D. M. Frost, R. Josselson, 
and C. Suárez‐Orozco, “Journal Article Reporting Standards for Quali
tative Primary, Qualitative Meta‐Analytic, and Mixed Methods Research 
in Psychology: The APA Publications and Communications Board Task 
Force Report,” American Psychologist 73, no. 1 (2018): 26–46, https://doi. 
org/10.1037/amp0000151.

35. A. Dhar, “Is Service‐User Research Possible in Mental Health? An 
Interview With Diana Rose,” Mad in America (2022).

36. J. Llewellyn‐Beardsley, S. Rennick‐Egglestone, F. Callard, et al., 
“Characteristics of Mental Health Recovery Narratives: Systematic 
Review and Narrative Synthesis,” PLoS One 14, no. 3 (2019): e0214678, 
https://doi.org/10.1371/journal.pone.0214678.

37. J. Vandewalle, B. Debyser, D. Beeckman, T. Vandecasteele, 
A. Van Hecke, and S. Verhaeghe, “Peer Workers' Perceptions and Experi
ences of Barriers to Implementation of Peer Worker Roles in Mental Health 
Services: A Literature Review,” International Journal of Nursing Studies 60 
(2016): 234–250, https://doi.org/10.1016/j.ijnurstu.2016.04.018.

38. J. Vandewalle, B. Debyser, D. Beeckman, et al., “Constructing a Positive 
Identity: A Qualitative Study of the Driving Forces of Peer Workers in 
Mental Health‐Care Systems,” International Journal of Mental Health 
Nursing 27, no. 1 (2018): 378–389, https://doi.org/10.1111/inm.12332.

39. E. Faccio, C. Centomo, and G. Mininni, “Measuring Up to Measure 
Dysmorphophobia as a Language Game,” Integrative Psychological and 
Behavioral Science 45, no. 3 (2011): 304–324.

40. R. Price‐Robertson, A. Obradovic, and B. Morgan, “Relational 
Recovery: Beyond Individualism in the Recovery Approach,” Advances 
in Mental Health 15, no. 2 (2017): 108–120, https://doi.org/10.1080/ 
18387357.2016.1243014.

41. L. Aquili, M. Rocelli, S. Brunelli, et al., “Peer Support Workers in 
Mental Health Care: Plural Positionings Beyond Transformation and 
Assimilation Dichotomy,” Health Expectations (2025): In Production, 
https://doi.org/10.1111/hex.70515.

42. E. Faccio, R. Pocobello, R. Vitelli, and G. Stanghellini, “Grounding 
Co‐Writing: An Analysis of the Theoretical Basis of a New Approach in 
Mental Health Care,” Journal of Psychiatric and Mental Health Nursing 
30, no. 1 (2023): 123–131, https://doi.org/10.1111/jpm.12835.

43. E. Faccio, E. Belloni, and G. Castelnuovo, “The Power Semantics in 
Self and Other Repertory Grid Representations: A Comparison Between 
Obese and Normal‐Weight Adult Women,” Frontiers in Psychology 3, 
no. DEC, Article 517 (2012): 1–7.

44. E. Faccio, E. Belloni, S. Cipolletta, A. Iudici, M. Castiglioni, and 
S. Mannarini, “The Power of Weight and the Weight of Power in Ado
lescence: A Comparison Between Young and Adult Women,” Journal of 
Family Studies 25, no. 1 (2019): 46–60, https://doi.org/10.1080/13229400. 
2016.1187660.

45. E. Faccio, M. Rocelli, L. Bitetti, et al., “One or Many Recoveries? 
Recoveries in the Plural for a Better Understanding of One's Healing 
Journey,” Health Expectations: An International Journal of Public 
Participation in Health Care and Health Policy 28, no. 2 (2025): e70209, 
https://doi.org/10.1111/hex.70209.

46. M. Rocelli, L. Aquili, A. Palmieri, D. Romaioli, L. Ferrari, and 
E. Faccio, “‘But Would I be Able to Toast With Friends?’ When Service 
Users Ask for New Care Pathways,” Health Expectations 27, no. 5 (2024a): 
e14148, https://doi.org/10.1111/hex.14148.

47. M. Rocelli, L. Aquili, P. Giovanazzi, A. Puecher, M. M. Goglio, and 
E. Faccio, “‘All About My Ideal Mental Health Service’: Users, Family 
Members and Experts by Experience Discussing a Co‐Designed Service,” 
Health Expectations 27, no. 2 (2024b): e13999, https://doi.org/10.1111/ 
hex.13999.

48. M. Rocelli, F. Sdrubolini, V. Romania, and E. Faccio, “‘Doctor, I'm 
Not Here to Quit Drugs!’ Hidden Goals That Undermine Shared 
Decision‐Making During Access to Services by Young People Who Use 
Substances,” Addiction Research & Theory 32, no. 1 (2024): 10–19, 
https://doi.org/10.1080/16066359.2023.2210840.

49. E. Faccio, “What Works With Individuals in a Clinical Setting?,” 
Frontiers in Psychology 2, no. JAN (2011): 1–4, https://doi.org/10.3389/ 
fpsyg.2011.00002.

50. P. E. Deegan, “Recovery: The Lived Experience of Rehabilitation,” 
Psychosocial Rehabilitation Journal 11, no. 4 (1988): 11–19, https://doi. 
org/10.1037/h0099565.

12 of 12 Health Expectations, 2026

https://doi.org/10.1353/ppp.2016.0020
https://doi.org/10.1353/ppp.2016.0020
https://doi.org/10.1007/s10597-015-9843-y
https://doi.org/10.1007/s10597-015-9843-y
https://doi.org/10.1037/amp0000151
https://doi.org/10.1037/amp0000151
https://doi.org/10.1371/journal.pone.0214678
https://doi.org/10.1016/j.ijnurstu.2016.04.018
https://doi.org/10.1111/inm.12332
https://doi.org/10.1080/18387357.2016.1243014
https://doi.org/10.1080/18387357.2016.1243014
https://doi.org/10.1111/hex.70515
https://doi.org/10.1111/jpm.12835
https://doi.org/10.1080/13229400.2016.1187660
https://doi.org/10.1080/13229400.2016.1187660
https://doi.org/10.1111/hex.70209
https://doi.org/10.1111/hex.14148
https://doi.org/10.1111/hex.13999
https://doi.org/10.1111/hex.13999
https://doi.org/10.1080/16066359.2023.2210840
https://doi.org/10.3389/fpsyg.2011.00002
https://doi.org/10.3389/fpsyg.2011.00002
https://doi.org/10.1037/h0099565
https://doi.org/10.1037/h0099565

	How to Tell a Recovery Story 'Professionally'? Issues Related to the Transformation of Personal Stories During a Training for Becoming a Peer Support Worker
	1 Introduction
	1.1 How to Build and Perform a Recovery Narrative
	1.2 Training Programme
	1.3 Research Aims

	2 Materials and Methods
	2.1 The Trainers
	2.2 The Interview
	2.3 Data Collection
	2.4 Data Analysis

	3 Results
	3.1 First Theme
	3.1.1 Telling Others for a Better Understanding of One's Recovery Journey—Story-Sharing as a 'Passage' of Status

	3.2 Second Theme
	3.2.1 Experience of Sharing Is Not Enough, You Need a METHOD to Tell Your Story

	3.3 Third Theme
	3.3.1 Controlling Emotions Related to One's Suffering

	3.4 Fourth Theme
	3.4.1 Keeping Distance Between One's Own Story and the User's Story—Not Imposing Oneself on the Other's Experience

	3.5 Fifth Theme
	3.5.1 To Act as the Strategic Director of Your Story

	3.6 Sixth Theme
	3.6.1 Stories Without Happy Endings

	3.7 Seventh Theme
	3.7.1 Story-Sharing for Cultural and Social Change


	4 Discussion
	5 Conclusions
	5.1 Clinical Implications
	5.2 Limitations

	Author Contributions
	Acknowledgements
	Ethics Statement
	Consent
	Conflicts of Interest
	Academic Proofreading
	Data Availability Statement
	References




