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T

oday, peer support is a formal and expected part of mental
health services. The Mental Health Commission of Canada
defines peer support as “support provided by peers, for peers;
or any organized support provided by and for people with mental health
problems and illnesses.”1 Its history, however, is only beginning to receive
scholarly attention from historians.2 This article focuses on the history
of peer support in British Columbia’s mental health service system and
aims to understand current conceptualizations of peer support in their
social context.3
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Peer support arose in the 1970s within Canada’s postwar welfare state
and underwent profound change in the late twentieth century. In this
era, attentiveness to patients’ rights became an essential factor in health
policy. Awareness of patients’ rights and citizenship underlay efforts to
construct a social context of inclusive citizen participation of people
challenged by mental health or illness difficulties.4 A rights-based
discourse not only advanced a more inclusive notion of social citizenship
but also transformed mental health policy.5 More important, patients
became essential players in creating supportive structures within a new
orientation towards a community-based mental health system.6 This
shift in policy and practice was in part due to deinstitutionalization;
that is, the downsizing of provincial mental hospital patient populations
that started in British Columbia during the 1960s.7Another formative
influence involved the civil rights and anti-psychiatric movements that
were emerging internationally.8 Despite the ideals of community-based
care, the existing service structure was ill-designed to attend to the needs
of patients discharged from Riverview, British Columbia’s large mental
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hospital, and there were considerable gaps in care.9 In this context,
peer support arose as a new form of patient advocacy and activism, its
purpose being to secure better help and service. Embracing the civil
rights discourse, patients began to identify as consumers and survivors
of mental health services and as advocates for its improvement. Patient
identities as peer supporters emerged against the interconnected backdrop
of a rising national and international consumer/survivor movement, an
effort to fill gaps in service created by deinstitutionalization, and new
rehabilitative practices in mental health care.10
British Columbia provides an important case study for examining peer
support within the shifting landscape of post-1970s mental health. The
province was home to Canada’s first peer-run support organization, the
Mental Patients Association of Vancouver (MPA), founded in 1971.11
The group was central to the emerging patient liberation movement in
Canada and served as a countercultural role model for the evolution of
peer-run services and peer support.12 Peer support was an essential part of
MPA’s influence in the Vancouver area, including the way it challenged
earlier institutional traditions of patient and volunteer work within British
Columbia’s main provincial mental facility, Riverview Hospital (RH).
During the 1980s, the new social role of peer supporter, as the position
was eventually called, became formalized within governmental health
policy, both federally and provincially, but it met with contradictory
social responses. Neoliberal concerns about health and welfare funding
introduced market values into the health care system, stressing individual
responsibility for productive citizenship and health. Budget cuts followed,
with a new emphasis on efficiency and outcome measurements. The
neoliberal focus on “productivity” was in sharp contrast to the earlier
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notion of social citizenship, and it interrupted the latter’s ideals with the
logic of cost containment – arguably framing self-help as cost-effective.13
Beginning in the 1980s, peer support became increasingly formalized
within the mainstream mental health system in British Columbia
as a form of work ranging from volunteer jobs to paid employment.
Still, whether peer support should be conceptualized as a source of
communal support or as individualized employment opportunities for
former patients – who, as experiential experts, were entitled to rightful
work – remained unsettled.14 Ironically, the interruption of the ideal of
participatory citizenship and communal peer support envisioned in the
patient liberation movement was facilitated by the prominence of selfreliance and self-responsibility – another set of values associated with the
patient liberation movement and civil rights discourse.15 As the BC case
illustrates, during the 1990s and early 2000s, peer support consolidated
as a recognized role, but it was also marked by contradictory demands.
On the one hand, peer support was enthusiastically promoted by peers
and professionals alike as an avenue towards autonomy and inclusion,
inspired by aspirations for social freedom, justice, community, and
mutuality. On the other hand, the neoliberal turn also consolidated
demands for the standardization and formalization of peer support as a
form of employment, thus enhancing processes of individualization and
emphasizing productivity and professionalization.16
By centring on broader federal and provincial policy developments
around peer support, we show how peer support in mental health was
not an isolated event but, rather, part of a broader stream of self- and
peer-help initiatives and networks emerging in the 1970s countercultural
movements in education, health care, and social work, all of which
were intimately connected to a civil rights discourse. During the 1980s,
however, such grassroots initiatives were bureaucratized and became
part of a governmentally supported service structure. Within British
Columbia’s mental health reforms of the 1990s, for example, peer support
13
14
15
16

Janine Brodie, “Reforming Social Justice in Neoliberal Times,” Studies in Social Justice 2,
1 (2007): 93–107.
Ibid.
Dyck and Deighton, Managing Madness, 200–28. See also next section about the MPA, and
note 34 for examples of other provincially based groups exemplifying the movement.
Cosmo Howard, ed., Contested Individualization: Debates about Contemporary Personhood (New
York: Palgrave Macmillan, 2007); Laws, “Crackpots and Basketcases”; William Anthony,
“Recovery from Mental Illness: The Guiding Vision of the Mental Health Service System in
the 1990s,” Psychosocial Rehabilitation Journal 16, 4 (1993), 11–23; Patricia E. Deegan, “Recovery:
The Lived Experience of Rehabilitation,” Psychosocial Rehabilitation Journal 11, 4 (1988): 11–19;
Patricia E. Deegan, “Recovering Our Sense of Value after Being Labeled Mentally Ill,”
Journal of Psychosocial Nursing 15 (1993): 3–19.

The Art of Peer Support

69

not only professionalized but also developed a stronger connection to
individual responsibility, personal success, and “career-minded” self-help,
justified by an orientation towards recovery in mental health policy and
programs.17
New training structures to support the professionalization of peer
support sprang up across the province. Within an era of social service
cutbacks, however, this effort could also be interpreted as a cost-saving
measure promoting a more narrowly conceived notion of productive
citizenship, one that emphasizes personal responsibility rather than
social inclusion. The ambivalence regarding justification illustrates how
peer support was not immune to the wider social conundrum of what
Bradbury and Myers framed as the “intermediate spaces” between formal
politics and family life. Such “in-between” social sites and relationships,
they argued, could be “places of potential freedom, self-expression, and
assertion of citizenship claims and concurrently sites of unequal power
relations and places of moral and social regulation.”18 Although formally
acknowledged as participants and policy actors in the 1980s and 1990s,
peer supporters at work in community-based services also faced new
vulnerabilities and social constraints.19
An important goal of this article is to highlight these contradictions
in the evolution of peer support and the role of peer supporter by using
developments in British Columbia as a case in point. We start with an
analysis of peer support within the MPA in the 1970s and then examine
the way peer support became formalized within BC mental health policy
in the 1980s and 1990s.20 Our main question is: How did peer support
emerge and transform against the backdrop of changing mental health
policy in British Columbia? And how was it linked to claims of social
citizenship?
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Peer Support and Community Mental Health
in the 1970s: The MPA

The downsizing of British Columbia’s residential psychiatric institutions
in the 1970s prompted a new focus on the organization of support outside
the established parameters of provincial mental health services.21 In
1971, the MPA started in Vancouver’s urban Kitsilano neighbourhood
as a radical grassroots self-help organization. It was run by peers who
had founded it as an antidote to profound inadequacies in existing
mental health services. The MPA’s founding story illustrates the point:
ex-patient and founder Lanny Beckman was at the Monday-to-Friday
day program in the nearby Burnaby mental health clinic around 1970
when two fellow patients both committed suicide on weekends, when no
staff were available to attend to their crises. His confidence in organized
mental health services shaken, Beckman identified how the group
decided to rely on each other for support.22 Starting with a contact phone
list, formed as a resource so that people could help each other outside of
regular office hours, other self-help initiatives soon emerged. Inspired
by ideas and tactics employed by gay rights, civil rights, feminist, and
North American student movements, Beckman and his fellow patients
broadened their initiative not only into an innovative type of peer support
group but also into an activist one.23 With a background in psychology,
acting, and media work, and a keen interest in the emerging counterculture movement and the advancement of democratic self-organization,
Beckman brought substantial talent to the group, as did many of the early
MPA members.24 With the help of sympathetic allies, they drew media
attention to their cause, formed an association, and soon were offered a
house at low-cost rent in Kitsilano to set up a drop-in centre. The MPA
drop-in was born and thrived in the midst of a lively scene of youth,
21
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left, and countercultural activity.25 Indeed, the MPA took shape against
the backdrop of Vancouver’s 1970s countercultural movements and was
closely linked to the civil rights movement and the campaign for patient
rights.26 The early founders inverted traditional mental health hierarchies
by putting former patients and sympathetic lay supporters in charge of
new and innovative peer-led community resources. Creative responses
included the MPA drop-in, four communal peer-run residential homes,
a hospital-visiting program and a weekly schedule of activities, work
opportunities and artistic initiatives, and the production of a monthly
newsletter. The latter soon grew into a full-fledged imaginative, peer-run,
and self-published newspaper called In a Nutshell.27
The MPA model of self-help was simultaneously an alternative to and
a critique of a provincial mental health service system that continued
to be primarily located in the hospital rather than in the community.
Part of the patient liberation movement that emerged in the wake of
deinstitutionalization, the MPA and similar groups in other parts of
Canada, the United States, and Europe challenged the individual focus
of the dominant medical model in mental health and asked for (more)
collective solidarity and democratic participation.28 Patients began to
refer to themselves as “ex-patients,” “survivors,” and “consumers” or
“users” of mental health services, terms used strategically and not necessarily interchangeably but always tapping into a discourse of rights and
responsibility and used as a way to assert entitlement to citizenship.29
Convinced their personal experience was political, MPA members
freely and critically asserted personal and political perspectives and
reported on their activities and actions in In a Nutshell, whose readership
spread nationally and internationally. In a Nutshell became a voice for the
Mental Patient Liberation Movement in Canada, astutely advocating
for respect, self-expression, and the citizen rights of people living or
labelled with mental illness. The MPA thus evolved as a self-help service
organization that was run by members and that generated support and
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paid jobs.30 This soon became a new framework for voluntary and paid
employment in peer support.
The hospital visiting program MPA members established is another
example of an inventive initiative in peer help and communal support.
On a weekly basis, members visited fellow patients who were to be
discharged from Riverview Hospital or newly established psychiatric
departments in general hospitals to support them in their transition to
community living. 31 In enacting this goal, the members of the MPA
not only asserted their influence but also negotiated new identities as
service creators, allies, participants, and workers in new mental health
work, embodying new forms of help and citizenship based on ideas of
friendship and understanding rather than on medical perspectives. They
clearly distanced themselves from professional service models, setting
new trends.32
The early 1970s federal employment programs provided the MPA with
the opportunity to create jobs. They successfully applied for funding from
the federal Company of Young Canadians, Local Initiatives Programs
(LIP grants), and the Local Employment Assistance Program (LEAP
grants). The funding provided members with ongoing employment (e.g.,
as residence coordinators).33 Members were voted into positions during
regularly held communal member meetings, which were conducted based
on principles of democracy and shared authority.34 Although this relative
new freedom was short-lived as the federal government considerably
reduced the public funding of provincial local initiatives in the late 1970s,
in the early years of that decade it did stimulate initiatives such as those
brought forward by the MPA.
One of the MPA’s first grants from the Department of Manpower and
Immigration, for example, funded a program for winter employment:
“The grant will allow us to hire up to twelve people for full-time positions
30
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from 15 Dec 1971 to 31 May 1972.”35 The newsletter called it “an enormous
venture,” and the excitement over the ability to hire members into fulltime work was tangible. The hiring of seven coordinators for a second
MPA house and a new farm project, a secretary, a cook, a supervisor
for the MPA arts and craft program, an activity program coordinator,
and an employment coordinator was all part of establishing the MPA as
an organization run communally by peers and supportive allies.36 Peers
brought both relevant past work experience and experience as former or
ex-patients, thus stimulating self-determination. Employment not only
boosted their self-esteem, they argued, but it also offered an avenue to
equitable citizenship.
Dave Beamish, who joined the MPA in 1972, was one member-organizer.
His experience demonstrates the meaning of membership, peer support,
work, and creative activity aligned with the broader ideals of social citizenship the MPA had to offer. Beamish recalled: “The informal way you
became a member of the place was to go through the front door twice
and go to a general meeting and you were a member.”37 Multiple bouts of
manic-depression (his terminology in the interview) had made Beamish
feel very low. His employment at the MPA not only raised his self-esteem
but also strengthened his capacity, politically and culturally: “I gained a lot
… when I was working there. I got more confident in myself and learned
what I could, things that I could do that I didn’t know I could do, you
know. Like that. Helped me a lot.”38 He also saw his job at the MPA as
an integral part of advocacy work and action. One of the first activities he
joined was the hospital visiting program mentioned above.39
Inspired by peers, Beamish started to write poetry, and In a Nutshell
became a medium not only to express himself through poetry but also
to regularly publish reports on his managerial work and initiatives: “For
me In a Nutshell was good because I found out that I could write, you
know? Not just poetry but stories, or not stories but information, you
know, like that. I could write … So I got to be pretty good at writing
35
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and I was grateful for that.”40 One of the gifts that the MPA gave him,
he recalled, was an opportunity to build a sense of self-esteem through
working and discovering his talents.41 The MPA proved a new avenue
to social citizenship that was creative and productive, modelled by
members like Beamish. Their work became a defining cultural influence,
interrupting and reversing the idea and practice of what patients or expatients could do. Engagement in work, creative activity, and self-control
were intertwined concepts in the MPA definition of support and social
citizenship.
Beamish’s role at the MPA was also remarkable for how he was able
to transport the MPA ideal to Riverview Hospital, establishing a permanent MPA presence at the hospital. A closer look at this initiative,
however, and Beamish’ subsequent participation in the establishment of
a hospital-sanctioned organization, the Riverview Hospital Volunteer
Association (RHVA), illustrates how the ideal of communal peer help
gradually morphed into a more bureaucratized and formalized structure
during the political climate of the 1980s. Peer help and patient participation began to be incorporated into formal provincial health policy and,
in a sense, became more controlled by it. As a result, peer-run control
over initial MPA initiatives and programs diminished as the funding
structures supporting it transformed during the late 1970s. Conversely,
the cultural acceptance of patients on advisory councils and in patient
support networks only seemed to strengthen.
The MPA at Riverview Hospital: The RHVA
and a Changing Political Climate in the 1980s

As a former patient from Riverview Hospital, Beamish was able to
strategically expand his connections there during his visits. The MPA
took a critical stance regarding how patients should be “prepared” to
live independently, and members advocated their idea of self-help at
RH.42 Astutely, in 1976 Beamish proposed the formation of a permanent
MPA presence on the RH grounds. He successfully obtained funding
through one of the federal programs to support what he called the MPA
40
41
42

Interview with Beamish, conducted by Davies, May 2011; Dave Beamish, King of the World:
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Riverview Extension Program, of which he also became the manager.43
Although reluctant at first, the RH administration soon accommodated
itself to the MPA presence, in all likelihood not indifferent to the help
and resources the MPA had to offer.44 Modelled after the MPA, the
Riverview Extension Program became a drop-in on the hospital grounds
once the MPA group obtained space within the existing RH volunteer
department.45 Although this location might suggest the MPA had been
incorporated into existing hospital structures, the group in fact sought
to interrupt the voluntary structures of rehabilitation that had sprung up
in the 1950s and 1960s. It wanted to move beyond existing, professionally
led rehabilitation programs and initiate programs patients would lead
themselves.46
When the MPA started its hospital visitor program, Riverview
Hospital already had a volunteer department. Established in the mid1950s, it emerged when the provincial mental health services branch began
reforms at RH following the Second World War. Whereas wards had
always been locked, RH began to develop some “open wards,” where
patients could freely walk in and out.47 It also discontinued hospital
clothing for patients and began to create opportunities for patients to
make trips outside the hospital. The national volunteer and advocacy organization, the Canadian Mental Health Association (CMHA), became
an important advocate for these reforms, seeking to reduce the stigma of
hospitalization and to create better alternatives to institutionalization. A
provincial division of the CMHA was established in British Columbia
in 1952.48 The CMHA recruited citizen volunteers for these activities,
in close connection with a volunteer department that the RH adminis43
44
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Jack Griffin, In Search of Sanity: A Chronicle of the Canadian Mental Health Association, 1918–1988
(London, ON: Third Eye Publications, 1989). The CMHA had started decades earlier as the

76

bc studies

tration had opened in support of this effort in 1955.49 Volunteers started
an apparel shop at RH, for example, where patients could “shop” for
non-institutional clothes, while simultaneously familiarizing the public
with mental hospital care and treatment.50 Ten years later, in 1965, the
CMHA worked jointly with RH administration to establish sheltered
work and activity programs in areas where the hospital had begun to
board out long-term hospitalized patients through a provincial boarding
home program.51 To facilitate preparation for sheltered work, vocational
training, and job placement, the provincial mental health services had
started the Hillside Rehabilitation Unit at RH to help patients regain
daily-living and home-making skills after a prolonged stay at RH as well
as to offer them pre-vocational assessment and job placement.52 These
efforts, however, were insufficient to accommodate the large number
of discharged patients, particularly when short-term general hospital
admission became more common.
Increased public criticism over the long-term institutionalization of
people with mental illness and inadequate community resources gained
momentum in the late 1960s, and a more radical, countercultural, and
anti-psychiatric movement arose in various parts of the country. In
Alberta, for example, a journalist, Tori Salter, had herself admitted
to Alberta Hospital Edmonton in 1968, faking schizophrenia.53 Her
resulting critical report in the newspapers sparked public debate over
outdated and overcrowded mental hospitals and was part of the rising
social critique of institutional care.54
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The MPA was equally critical of institutional power structures that still
tended towards professional control, leaving patients with little say. MPA
members rallied for more patient independence and agency as well as for
long-term hospitalized patients, seeking to instill them with the notion
that they could help themselves and have a life beyond the hospital. The
MPA drop-in centre was envisioned as a resource where former patients
could find company and engage in meaningful community activities.
The MPA sought to bridge connections and to support a smoother
transition to community living. It was able to draw public attention to
the cause.55 Although the MPA’s actions initially caused upheaval at RH,
soon the hospital administration saw the advantage of having an MPA
presence. Spearheaded by Beamish, the MPA obtained an office in the
RH Volunteer Department, where it was able to develop a program that
mirrored many of the functions of the original MPA drop-in: support,
independence, and meaningful activity. In their efforts to creatively
reorganize and reorient mental health care towards more independence
and patient control, Beamish and MPA ally Fran Phillips also took part
in the establishment of a new patient-led council at RH – a council that
was in line with the MPA goals of self-help and self-organization.56
In the early 1980s, the MPA at RH further expanded its influence
and participated in a newly established Riverview Hospital Volunteer
Association (RHVA), a collaborative effort that grew out of increased
collaboration between MPA members, RH nurses, and existing RH
volunteers. Set up as an independent society in 1980, the RHVA’s goals
were similar to those of the original MPA; that is, to support RH
patients upon discharge, to foster optimal functioning and community
involvement, and to establish community housing options.57 Beamish was
the RH ex-patient on the founding board, as stipulated in the RHVA’s
constitution. Opening in New Westminster in 1982, Pioneer House was
the association’s first residential facility, providing housing for twenty55
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two people discharged from RH. It later expanded to thirty beds.58 To
secure a permit under the Community Care Facilities Licensing Act,
Beamish again relied on MPA ally Fran Phillips, who had nursing
qualifications and agreed to manage the house. As Beamish recalled:
“we needed someone with a [professional] certificate.” Phillips then
hired Beamish as a worker and they co-led the home during the initial
years. Two former RH psychiatric nurses, Colleen Dewar and Carol
Ann Russell, were employed to help set up the home.59
They encouraged residents to make their own decisions, organize their
own regular meetings to manage the home, take initiative, participate in
daily household activities, or engage in work (whether in creative arts,
cherry picking, or in education), with staff standing on the sideline. In
other words, they pretty much followed MPA ideals of self-help and
peer support.60 Still, the broader understanding of social citizenship
and patient self-determination Phillips and Beamish aimed for was soon
challenged as provincial mental health services increased control over
the management of residential facilities in the mid-1980s, and the ideal
of patient self-control melted into the background. In the initial years
of Pioneer House, Phillips and Beamish had been able to decide who
came to live in the home, but this changed when the province forged
stronger connections between hospitals and community mental health
centres’ staff to coordinate patients’ placements in residential facilities
upon discharge. Mental health centre staff obtained a more prominent
role in the regulation of these facilities by means of contracted service.
In New Westminster, a placement coordinator appointed at the New
Westminster Mental Health Centre (MHC) began to coordinate
placement of the residents at Pioneer House and redirected some of
the beds to be used in a short-term admission program for youth. By
the time the managerial change came about, Beamish had left RHVA
following a manic episode. He later continued his advocacy work as the
consumer representative on the board of the Canadian Mental Health
Association.61 But Phillips resented the change and was ill-prepared to
accept MHC input and contracted service, which, to her, undermined
the idea of consumer control.62 Dewar and Russell, on the other hand,
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accepted the arrangement and took over the management. Phillips
resigned.63
The Pioneer House conundrum seemed to reflect wider changes in the
governing of self-help organizations nationally and provincially during
the 1980s. Over time, the ideal of patient control and independence did
not materialize in provincial policy as the early MPA had envisioned.
By the end of the 1970s, the political climate had shifted. The federal
government decreased its share of public health insurance expenditures,
which put more pressure on the provincial health services budget.64
Federal employment grants, which had benefitted organizations like
the MPA, were reduced or discontinued by the late 1970s.65 Meanwhile,
demand for community mental health services increased.66 In British
Columbia, these changes not only triggered policy debate over further
downsizing of RH but also influenced community mental health services.
Although peer and consumer influence on rehabilitative and residential
community care did not disappear, the policy framework that began to
guide support for self- and peer-help initiatives did.67 These changes
affected the way self- and peer-help was understood. For proponents
and participants of peer self-organization in mental health, government
support for peer help signalled an ideological shift in that the incorporation of peer help into formal policy to some degree diminished the
initial critical edge of patient control.68 As the RVHA Pioneer House
case suggests, informal peer help arrangements became increasingly
bureaucratized during the 1980s. On the one hand, the MPA presence
boosted patient empowerment at Riverview; on the other hand, the way
the RHVA evolved shows how the communal idea of peer help based on
63
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friendship and understanding gradually transformed during the 1980s,
when neoliberal ideas (and budget cuts) seeped in and undermined or
complicated early communal ideals of social citizenship and patient
rights. This neoliberal shift transformed the context of self-help, peer
support, and consumer initiatives not only within mental health but
also within the wider health care system, deeply affecting peer help and
mental health policy.
Peers Enacting Policy: New Ideologies
of Self-Help and Peer Support in the 1980s

During the 1980s, national and provincial governments began to adopt
policy frameworks encouraging, but also regulating, self- and peer
help.69 Emphasis was placed on self-responsibility and sustainability of
service. Both the 1974 Lalonde Report and the 1984 Canada Health Act
stressed preventive health care, using population health perspectives, but
they also promoted the idea that individual citizens should carry more
responsibility for their own well-being.70 Ironically, promotion of citizen
independence over their own health (rather than patronizing medical
control), rooted in a perception of the universality of human needs, went
hand-in-hand with a process of individualization of (self-)responsibility,
a tendency that seemed to overlook the fact that neither the potential nor
the resources for autonomy were equally distributed over the population.
Self- and peer help fit an emerging neoliberal agenda whose purpose was
to decrease governmental responsibility and to increase individual selfresponsibility in health care. A new bureaucracy was put in place in which
peer help held an integral place. Although peer help was acknowledged
as a citizenship right and as source of support, it indirectly served the
goals of cost containment and promotion of individual responsibility.
This new policy direction was not limited to mental health organizations. Government funding became available to strategically enhance
self- and peer help among a range of volunteer citizen groups, organizations, and initiatives. Peer support was also encouraged on university
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campuses, for example, in the form of peer support centres.71 In 1988, a
group of Ontario social workers and peer councillors under the authority
of the federal Ministry of Health and Welfare published a guide on how to
organize peer support for university women.72 The guide clearly summed
up the dual goals voluntary peer support was supposed to address. On
the one hand, it argued that peer support would help to address stress
among students and deal with problems of structural inequity. Women, a
growing presence on Canadian campuses since the 1960s, were a specific
target group, the guide noted, with a focus on “specific incidents like
rape, a high drop-out rate or any unwanted pregnancies.” On the other
hand, and somewhat contradictorily, the most important rationale for
setting up a peer support centre was presented as “the need [for students]
to accept responsibility for their health and social needs and those of their
peer group.” The guide laid out a voluntary governance model for peer
support based on democratic principles very similar to those found in
the model of participatory democracy and peer-run initiatives designed
within the MPA. The Ontario guide further pointed out that peer help
would be a voluntary complement to professional help and would require
careful training and preparation.73 Similar ideals guided the emergence
of peer and self-help liberation networks for women that sprang up across
Canada.
The Women’s Self Help Network, established in northern Vancouver
Island, is an example of such a network. It was established by and for
women as a demonstration project funded by Health and Welfare
Canada.74 Its goal was to encourage women to help themselves within
an informal network of support and resources, and it was designed to
“address the isolation and low self-esteem of women in the [Northern
Vancouver Island] area.”75 According to its report, the network’s collective operational structures “were quite different from those of a
traditional bureaucratic organization. In a collective, authority does
not reside in one individual or individuals but in the whole group.”76
Advocacy organizations in mental health, such as the CMHA, also
71
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expanded peer participation by involving former patients in policy work.
Former patients started to call themselves “consumers” or “survivors” to
distinguish themselves from traditional patient roles.77 In the mid-1980s,
the CMHA initiated policy work centring on consumer participation,
community reinvestment, and legislative reform to enhance access to
health services.78 It also started a national project to develop a framework
for peer support and consumer rights, which aimed to overturn the
inequity and stigmatization of patients seen as incapable of managing
their own lives.
The BC government also began to support self-help as a policy
directive.79 In 1987, after having organized a symposium on self-help
a year prior, a group of volunteer organizations in British Columbia
concerned with social support and justice obtained a grant from
the federal Ministry of Health and Welfare to set up the Self-Help
Collaboration Project. In 1990, this morphed into the Self-Help Resource
Group.80 The group focused on the needs “of the self-help constituency”
and developed a resource guide on how to organize a self-help group.
By 1993 it became a registered non-profit society, the Self-Help Resource
Association (SHRA). With a start-up grant from the BC Office of
Health Promotion, a joint initiative of the BC Ministries of Health and
the Ministry responsible for Seniors, the SHRA set up a permanent
office.81 “Addiction, health problems and life crises or changes” could
be addressed by enhancing and strengthening people’s individual coping
skills, a goal argued to be in line with federal and provincial policies for
health. “Self-help and mutual aid,” the SHRA stated, “is about people
helping people, and in so doing, helping themselves.”82 The emphasis,
however, was increasingly on psychological and communications skills
needed to find resources and to navigate the system rather than on
creative arts or employment – giving help itself became an increasingly
marketable skill. “More and more health professionals and physicians
viewed self-help as a necessary part of the overall health care team,” the
SHRA further noted, framing voluntary work as a “vital adjunct” to
the health care system. Governmental support for self- and peer help
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stretched to all areas of health, including mental health, and it produced
a large network of peer support organizations and self-help resource
centres across Canada.83 Financial aid for self-help initiatives from health
industries – for example, from pharmaceutical companies – further
transformed both the ideological framing and practical embedding of
peer support, exposing its vulnerability to being co-opted into a marketdriven scheme and economically provided labour.84 As peer help became
formalized into policy, its structure grew more bureaucratic and its role
more professional, with stronger emphasis on peer counselling. This was
a noted shift from how peer support had evolved within the MPA, where
a communal structure involving a home (drop-in) or group of friends
was intertwined with shared activities and work (e.g., arts, music, and
community living). As the role of peer support bureaucratized into more
organized forms of self-help, its nature also changed, moving towards
the profession-building roles of peer counselling, in which help was
more aligned with talk or psychosocial groupwork than with material or
artisan-type work. The obtaining of the type of skill that had structured
older notions of rehabilitation seemed to have less priority and status
within the policy discourse.
Within a cost-cutting climate, however, self-help became entangled
with governmental strategies to promote individual responsibility in
order to reduce costs. Arguably, effective self-help would reduce the
cost of publicly funded social services, hence government support for
self-help was of a dual nature. The early 1970s ideal of a communally
driven collective managed by peers gradually disappeared and more
individualized exemplars of peer help arose. Drawing on models of peer
counselling, for example, training in peer support competencies came
to be seen as a necessary component of effective peer help. It typically
became a preparatory requirement in case peer supporters took on semior para-professional roles.85 Still, peers appreciated the new “market” of
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peer counselling as offering new opportunities for meaningful work, if
not upward mobility, and felt entitled to it. They began to advocate for
a more explicit uptake of peers support in health service.86 Reflective of
wider trends, peer support became a new (job) market within the health
care industry, as the history of peer support in the 1990s and early 2000s
illustrates. Careful negotiation of the tension between empowerment and
co-option became an important imperative in the development of peer
support at the turn of the twenty-first century, and British Columbia
was no exception.
Recovery and Peer Support Central to BC
Mental Health Reform in the 1990s and 2000s

One of the first governmental initiatives in British Columbia to include
consumers as paid peer support workers in community mental health
services originated within a planning committee of the Fraser Valley/
North Shore Region Mental Health Service in 1991 and 1992.87 The
Regional Service administration was planning for a new after-hours
emergency mental health service in the Fraser Valley and had involved
a range of stakeholders in the planning committee, including mental
health consumers. The consumers on the planning committee envisioned
and advocated for a peer support role. Open to this suggestion, the
planning group incorporated provisions to allocate part of the funding
the provincial minister of health had made available for new services
to support the development of a training program for consumer peer
support workers, who would, upon completion of their training, take up
positions in the region’s services. A contract to develop the peer support
training program was given to the Deltassit Community Services Society,
which already had extensive experience with training lay counsellors,
and the project was launched in 1995. Angela Neuhausler became the
coordinator of the society’s Peer Support Training Pilot Project, and,
communication skills training guide for peer support (copy from Vancouver Public Library,
stamped as a governmental document on 24 May 1988).
86
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in addition to her coordinating role, she also wrote the curriculum and
training manual together with co-editor Judith Lange.88 One of the pilot
project’s first acts was to take in twenty-three consumers in training and
place them creatively, “either paid or volunteer, in a variety of settings.”89
In the Okanagan, a similar project started in 1992 to engage consumers
in peer help. The BC Interior Health Authority funded the Consumer
Development Project (CDP) administered by the CMHA branch in
Kelowna. It aimed to “encourage and support consumer involvement in
mental health planning and decision-making throughout the Thompson,
Okanagan and Kootenay areas.”90 The Okanagan initiative also included
training programs for consumers.
Enhancement of peer involvement in mental health services became
part of the BC government’s larger mental health reform initiative during
the 1990s. In 1994, results of a public inquiry into conditions at Riverview
Hospital were published in a report entitled Listening.91 Concerns over
the slow move towards sufficient community services had stirred public
debate and drawn media attention to inadequate community support for
patients leaving RH. Significantly, among other community stakeholders
and families, peers participated in the inquiry process in their role as
former patients. In response, that same year the RH administration
established a charter of patients’ rights accompanied by a review of legal
guidelines first published in 1997.92
In addition, the government adopted a policy framework for community agencies focused on psychosocial rehabilitation (PSR), sometimes
also referred to as psychiatric rehabilitation, to which a new focus on
recovery was added. Suggesting a critical stance, the ombudsman leading
the inquiry described PSR as “a multidisciplinary approach which
acknowledges that treatment extends beyond chemical therapy and
places emphasis on developing patients’ social and vocational skills.”93
However, rather than merely emphasizing productivity and protected
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employment opportunities, drawing on more traditional frameworks of
rehabilitation the added focus on recovery created space for consumer
and peer support initiatives that went beyond mere skill development,
involving, for example, participation in decision-making regarding
services and engagement as (peer) service providers. To strengthen the
latter view, a policy focused on consumer initiatives was also adopted.94
Both policies reflected increased acknowledgment of the role of peers
in mental health services.
Including recovery in a guiding framework for community mental
health policy was not unique to British Columbia but, rather, reflected an
international trend in the 1990s. Scholars in psychiatric rehabilitation as
well as consumers with academic degrees were a formative influence on
this vision, which was strongly rooted in the patient rights movement.95
William Anthony, often cited as one of the architects of the recovery
framework, notes: “Recovery from mental illness is a deeply personal,
unique process, of changing one’s attitudes, values, feelings, goals, skills,
and roles. It is a way of living a satisfying, hopeful, and contributing
life even with limitations caused by the illness.”96 It seemed a strategy to
bridge original, communal ideals of peer involvement and participatory
citizenship with a newer, individualized understanding of peer support
as part of a personal recovery process. Although the recovery framework
created new opportunities for peer initiatives, it did not entirely answer
the deeper philosophical question of how to resolve the inherent tension
between individual autonomy perceived as a universal need or right and
the entitlement to patient rights within a context of unequal distribution
of resources (reflected in the quest for paid employment and career
opportunities in peer support work and in the inherent dependency and
vulnerability brought about by the disabling nature of mental illness).97
It could be argued that a striving towards recovery and optimal mental
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well-being as defined by the individual concealed larger political
economic influences such as those presented by the persistent challenges
of poverty or inequitable material conditions.98 How social citizenship
was understood within the claim of recovery reflected a similar tension.
Whereas some foregrounded improvement of service and recovery for and
as patients, others saw the new (paid) roles of consumers as a way to avoid
the stigmatizing label of being patients and to participate in decisionmaking, and still others wondered whether its individual orientation
would not open the door to further neoliberal steps towards cutting costs
by encouraging peer help.99 Consumers on British Columbia’s mental
health services’ advisory boards typically saw themselves as advocates of
the former two positions, advocating for a better way to incorporate peer
support into service provision so as to help each other while enacting a
rightful role as social citizens.
Peer supporter Charly Sinclair, for example, who engaged with peer
support work in the late 1990s within the Kelowna division of the
Canadian Mental Health Association, grasped the tension succinctly.
She pointed out how recovery “[was] grounded in the idea that people
can recover from mental illness when they play an active and empowered
role in their journey.” She also noted that active engagement and participation in the community was believed to strengthen communities
and to enhance citizens’ understanding of the complex issues faced by
people with mental illness.100 Peer support was an integral part of such
a journey.101 However, Sinclair also explained how its representation as a
personal journey, empowering consumers to live well with mental illness,
also strengthened (by social means) an individualistic focus on personal
success and self-sustainability.102 Sinclair’s interest in peer support had
started in 1997 when she was a member of the advisory committee for
Kelowna’s peer support program Pep Talk. In 2001, she became involved
with the Consumer Development Program in Kelowna.
Kevin Borkes’s appointment as a so-called SIL (semi-independent
living) support worker with the CMHA’s supported housing program
in New Westminster provides another example of how engagement in
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advisory work as a consumer turned into paid employment as a service
provider. Having lived with schizophrenia since 1992, Borkes started
to regularly attend a community mental health drop-in in 2000, where
he “became more involved in consumer activities and the consumer
movement.”103 There he met with other consumers doing paid peer
support work: “It kind of showed me how differently people can recover
and basically you are learning some skills when you are sitting in these
committees and working with people.” Here we can see how the selflearning Beamish had acquired to take up his peer support role within
the MPA had gradually given way to the more professionally structured
way in which Borkes was achieving that role. While creativity was at
the heart of both, in the latter this creativity had become tied to a more
formally controlled set of competencies and expectations. In the early
2000s, Borkes was able to take a certificate course in psychosocial rehabilitation at the local college and subsequently obtained a paid position
in peer support work at one of the local mental health agencies. While
Borkes’s work would continue to focus on helping other consumers, he
could now do so in a professional capacity as an employed peer support
worker with the necessary credentials. He successfully renegotiated and
transformed his identity as consumer into that of a paid and professionalized peer supporter.104
Peer support roles and programs were increasingly structured as a
formal component of mental health service. In 2001, the BC Ministry of
Health Services provided one-time funding under the consumer initiative
program, and under the direction of the provincial Adult Mental Health
Policy Division, to develop provincial guidelines for peer support. These
were designed to ensure some consistency in peer support across the
province and to give direction to mental health agencies interested in
developing peer support programs. Sinclair was among nine committee
members representing various fledgling peer support initiatives in the
province who developed the resulting BC Peer Support Resource Manual
Interview with Kevin Borkes conducted by Geertje Boschma and Margaret Gorrie, 15 April
2009; Kevin Borkes, “My Recovery: A Long and Winding Road,” Peace of Mind – Bi-Annual
Newsletter of the Canadian Mental Health Association (Simon Fraser Branch), 7 (2008): 11; Geertje
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Perspectives on Rehabilitation and Recovery in Mental Health Care,” Bulletin of the UK Association for the History of Nursing 1, 1 (2012): 8–19, http://ukahn.org/wp/the-ukahn-bulletin/.
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in 2001.105 She represented the Consumer Development Program in
Kelowna.106 A focus on profession-building was noticeable in the new
manual, although consumer participation as consultants and advisory
board members in policy development for peer support also extended the
voice and control consumers had gained as rightful participants in service.
Once this project was completed, Sinclair co-facilitated the development
of a regional peer support training manual for the Okanagan region,
eventually published in 2005. It provided a compilation of training materials, directions, and suggestions drawn from over a decade of consumer
“on-the-job training in mentoring and community development for staff
with first-hand experience with mental illness” at various projects in the
region.107 Emerging peer support programs were diverse, ranging from
informal consumer volunteer work, which may or may not involve crafts
or artistic expression (such as helping out in a thrift store or a volunteer
caregiving job), to various levels of employment in mental health work,
typically in roles created in negotiation between agency staff and peer
support workers. These roles could include direct service provision,
group work, or case management, facilitating client and family support
sessions, each with varying mentor or training requirements and methods
of payment or volunteer arrangements.108
The 2001 BC Peer Support Resource Manual outlined four classes of
peer support to be considered on a continuum of involvement and
compensation. Informal positions were identified as voluntary, whereas
Class 3 and Class 4 concerned formally structured positions that would
involve financial compensation, either for program costs involved (such
as training) or, in case of Class 4, a personal remuneration for the peer
support worker consisting of an hourly rate based on a maximum number
of hours per week. Work could include partaking in the delivery of educational sessions on mental illness, support, and coping to community
groups, or one-on-one peer support or group work to help people cope
with the isolating effects of mental illness. In the latter case, the peer

British Columbia Ministry of Health, Adult Mental Health Policy Division, BC Peer Support
Resource Manual (Victoria: Ministry of Health, 2001). The manual was oriented towards BC
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support workers were to be considered adjunct members of a clinical
team of service providers.109
Enabling consumers to speak on their own behalf, to create the
parameters of their new professional sphere, all while instilling respectful
practice, exchanging information, and providing training and projects
designed to help consumers build skills, were all essential goals of peer
support within a new para-professional sphere. A flexible amount of
either volunteer or paid work often meant a lifeline to participation in
social life. It also functioned as a protection from isolation or ongoing
challenges of self-esteem, but I brought with it the demands of productive
citizenship. These included meeting certain hours, difficulty keeping
medical appointments while employed, or the inability to achieve employment after completion of training, the latter of which seemed even
more challenging in non-service jobs.110
Interest in consumer involvement in policy and community mental
health services became the target of federal governmental policy as
well. The Canadian Alliance on Mental Illness and Mental Health
(CAMIMH), formed in the late 1990s out of a collaboration of various
provincial interest groups advocating for improvement of community
services across provinces, urged the federal government to develop a
national mental health policy, including improvement of consumer
participation.111 In response, a Senate review of mental health service
took place, led by Michael Kirby, the results of which were published in
2006.112 Many gaps in service were identified. The federal government
responded by establishing the Mental Health Commission of Canada
(MHCC), which was set up as a non-profit society in 2007, separate from
the state. Mandated to develop a national mental health policy and to
assert leadership in improving mental health service, the MHCC consolidated the trend towards a recovery-oriented service system focused on
British Columbia Ministry of Health, Adult Mental Health Policy Division, Peer Support
Resource Manual, 12–14, 100–8. Hourly rates typically were at minimum wage and the number
of hours were kept at a maximum per week so as not to infringe upon employment or disability
benefits. See ibid., 49–52.
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(individual) well-being for people living with mental illness. Peer support
was envisioned as an essential element in recovery-oriented service.113
The MHCC confirmed the essential role of peer support in mental
health care, but it also contributed to further bureaucratization and the
levelling of training requirements around peer support certification.
In 2010, the MHCC commissioned a workforce advisory committee
on peer support in formal mental health services to provide guidance
on how to strengthen peer support programs across Canada. This was
not unlike the work completed by the consumer committee in British
Columbia a decade earlier. The resulting analysis drove further development of peer support in Canada and included a similar levelling of
peer support roles that characterized the BC policy.114 Although the
analysis identified certain tensions about the prioritization of interests
and benefits from the evolving role of peer support, it also recommended
the development of peer support as an integral part of mental health
service. A formal peer support certification process was also developed.115
National developments mirrored those in British Columbia but took
the bureaucratization a step further. The higher levels of peer support
work were mostly aligned with counselling roles, attached to which
was a newly designed national competency framework within a formal
peer support accreditation and certification program. The MHCC
Workforce Advisory Committee created Peer Support (Accreditation
and Certification) Canada (PSAC), an organization set up to enhance
peer support and designed with the view that it could become a selfsustaining endeavour. In 2012, the organization produced Guidelines
for the Practice and Training of Peer Support in collaboration with peer
support organizations and knowledge users across the country. These
guidelines were grounded in what became known as the National Peer
Support Standards of Practice.116 Peer Support Canada began to endorse
the standards of practice by verifying an individual’s knowledge, competencies, experience, and code of conduct, and by offering peer supporter,
family peer supporter, and peer support mentor certification. Although
the certification process was designed to ensure a certain quality of peer
Cyr et al., Making the Case for Peer Support. For similar trends in the United States, see
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support, the professionalization of peer support also suggested further
progress towards individualization and an internal stratification within
peer support. For instance, the certification process entailed a relatively
expensive training course, an expense that might be hard to achieve for
consumers with minimal wages or government benefits.
Autonomy, more so than creativity, seemed to characterize the
emphasis on skill building, career development, and self-sufficiency,
reiterating an ideal of individual responsibility; for example, in the ability
to advance in a (consumer) career, whether as a professional or a voluntary
peer supporter. Whether intentionally or not, the program entrenched
an individualistic focus on peer support in ways that older models of
communal and creative peer support had not. It could be argued that the
disappearance of large, long-stay institutions influenced this change as
it resulted in more experience with individual and independent living,
whereas the earlier generation of ex-patients in the 1970s had identified
more readily with the idea of communal living circumstances, whether
as an outgrowth of mental institutions or inspired by the 1960s and 1970s
counterculture. Within the upsurge of neoliberalist politics affecting the
organization and funding of mental health care, however, the recovery
orientation generated a new individualistic focus, which generated its
own vulnerabilities even though it also created new opportunities for
social engagement in peer support.117 Despite these continued tensions,
peer support had found its cultural niche within Canadian mental health
services. Negotiation of its many cultural forms, however, requires not
only continued creative imagination regarding new roles but also critical
(and public) commitment to care, whether as a source of communal
support, an acknowledged (paid) social role of healing work, or a personal
entitlement to social participation.
Conclusion

From the 1970s onwards, patients asserted themselves more actively
and, as activists, in a new, creatively imagined and enacted discourse
of community care. Taking on roles in volunteer and paid peer support
work as ex-patients, community-members, consumers, advocates, and
117
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community mental health workers, they transformed the meaning
of work as a healing practice within mental health care. Their labour
provided a social context to express new forms of social citizenship. Peer
support gained cultural power as a form of psychosocial or psychiatric
rehabilitation that diverged from the (hegemonic) medical discourse
of mental illness, diagnosis, and treatment, foregrounding well-being,
community living, and basic human rights.118
In the 1980s, self- and peer help obtained a more formalized form in
mental health policy, and former patients who identified as consumers
asserted political influence on advisory councils. The role of peer counsellor provided a model for the inclusion of former patients in service
provision. During the 1990s, the formalization of peer support in mental
health policy also raised a number of structural tensions about what
overtly appeared to be the inclusion of consumers in the wider work
force. Ensuring basic social support and a certain level of income was
complex and imbued with contradictions. The way peer support began
to be taken up as an individual, personal journey towards empowerment
and recovery reflected a process of individualization that, to some extent,
obscured the more structural inequities still affecting the new roles of
peer supporters.119 Some such inequities were more immediate, related to
the context of workforce issues well outlined in the 2001 BC Peer Support
Resource Manual and in emerging research evidence from studies of peer
support and recovery-based care.
The 2001 BC policy guideline on peer support offered explicit discussion of the potential conflict peer supporters on income assistance or
disability benefits might experience if they took on employment commitments that would cross the imaginary line between “rehabilitation
and recovery” and “employment.” If individuals living with mental illness
who received government benefits exceeded their financial boundary
with income from their paid peer support work, they could lose their
benefits. The detailed description of this “risk” suggested a new measure
of control that seemed to be at odds with the promise of freedom,
creativity, and recovery implied in the original idea of peer support.120
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Constraints on employment, opportunity, and ability to work affected
consumers’ community living.121 Tension could arise if a peer supporter
worked at an agency where they had received care as a patient, and such
employment raised complexities about access to records, confidentiality
in smaller communities, and/or future access to the agency as a patient.122
Despite peer support being a resource in recovery, the requirement to have
lived experience with a mental illness as a prerequisite in peer support
employment could also deepen a person’s vulnerability in terms of work
conditions or employment opportunities.123
As peer supporters obtained positions on professional teams, power
inequities around enactment of team membership, their acceptance as
a team member, and work conditions also arose. When peer supporters
joined a workers’ union, another layer of complexity was added: trying
to delineate between staff and peer support roles. Critical voices have
pointed out the challenges careers in peer support might entail, such as
unequal pay, a justification for lowering health care costs (e.g., staffing),
and cultural inequities playing themselves out in competition for jobs, in
internal hierarchies pertaining to talent and background within consumer
groups, and in the move towards professionalization.124 Although destigmatizing on the one hand, the emphasis on personal well-being in the
new recovery model tended to conceal these more structural challenges
and seemed to narrow issues of citizenship to issues of employment
conditions and training, as if all other matters were equal.125
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International studies on the adoption of peer support in acute care
show that some of these challenges seem to intensify within the more
formalized and hierarchical structures of an acute care institution.126
For example, in acute care settings, bureaucratic barriers and outspoken
hierarchal structures that privilege the agency of the biomedical model
made it challenging for peer supporters to feel accepted on inpatient
wards.127 For some, the incorporation of peer support in acute care
settings was empty rhetoric, demonstrating peer tokenism and causing
the peer to feel isolated.128 As “adjunct clinical team members” or “paraprofessionals,” it appeared peer supporters were not considered equal to
other interdisciplinary team members.129 When peer supporters joined
acute care teams conflicts over role demarcation also seemed to intensify.
Delineating peer support from (professional) clinical interventions
as a way to draw boundaries between peer and professional ways of
therapeutic work generated a sense of rivalry. Although peer support
roles within in-patient settings typically centred on supporting clients,
considered to be distinct from clinical interventions offered by health
professionals, comparisons between the peer supporters and mental
health nurses in community settings, for example, showed that distinctions were not always clear.130 Others reported that work of formally
trained peer supporters blurred the boundaries between professional
responsibilities, and this was seen by some as interrupting team work,
whereas still others argued that such work complemented the work of
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nursing teams.131 In British Columbia, peer support has been extended
to acute care settings. This has allowed new and creative applications of
peer support, such as offering one-to-one support, facilitating wellness
groups (e.g., yoga groups), or providing pet therapy for a certain number of
hours per week. From anecdotal information from some initial examples
of peer support in acute care in the Lower Mainland, it appears to be a
valuable experience for patients; however, at the same time, it raises the
very same questions as those discussed above.132
Other challenges in the reworked notion of peer support over the last
few decades relate to the professionalized and research-driven model
of peer support that was consolidated at a national level in the policy
recommendations of the MHCC. This seemed to reinforce a managerial
focus very different from the communal self-help initiatives of earlier
consumer groups. Some argue that peer supporters should not be
adjunct para-professionals to clinical teams or require a certificate from
an accredited training program because this would take away from the
egalitarian relationship necessary for effective peer support.133 Concerns
and focus on the standardization of peer support practice, congruency of
programs, disability benefits, formalized training, and wage regulations
implicitly appear to demonstrate a priority for productive citizenship
enhanced by processes of individualization. According to some, standardization and formalization of peer support might affect the creative
practice of peer support and might erode the reciprocal relationships in
peer support initiatives. To some degree, standard workforce training
steered peer support into co-option – taking on the language and culture
of mainstream mental health services.134
On the other hand, peer support also continues to be recognized as
empowering and destigmatizing: peer support roles divert from a preoccupation with diagnosis and illness and construct experiential expertise
as a resource, albeit careful negotiation of the (work) conditions of peer
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support remains vital.135 It would seem at odds with an entitlement to
patient rights to constrain opportunities to make a living by means of
peer support, and the acknowledgment of peer support as real work
can hardly be denied. A basic income not only remains a culturally
dominant way to achieve social recognition but is also fundamental to
(independent) living and a recognized health determinant. Peer support,
like the support provided by art (and technology), has evolved around
both productive structures and social structures. Professionalization of
peer support has created new avenues for caring work and engagement
of consumers, but it has also raised new issues of inclusion. In fact, peer
support expansion through prescribed standards exposed the risk of a
too narrow conceptualization that would undermine the broader goals
of social inclusion. Nevertheless, the creativity by which peer support
has been reinvented in the context of the consumer initiatives policy
implemented in British Columbia in recent decades, building upon the
early, groundbreaking initiatives of the MPA in the 1970s and 1980s,
clearly underscores that fact that peer support and participation have
become enduring characteristics of mental health services.
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