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Appendix: Peer Worker and DFV

Introduction and Background to this Inquiry

We welcome the opportunity to provide this submission to the Inquiry, and which to thank the Standing
Committee Chair, Ms Louise Miller-Frost MP, and Standing Committee members for your commitment to
this Inquiry’s work.

The Standing Committee on Social Policy and Legal Affairs was appointed by the House of Representatives
on 23 July 2025 under Standing Order 215.

Terms of Reference
The Committee will inquire into and report on:

1.

6.

The relationship between domestic, family and sexual violence (DFSV) victimisation, and suicide,
and the extent to which DFSV victimisation contributes to suicide risk and incidence in Australia,
including prevalence, patterns, and any identifiable at-risk groups, in order to improve
understanding of the role of DFSV in suicides nationally;

Opportunities for improved reporting and investigation methodologies to accurately capture and
report on deaths as a result of DFSV, including the adequacy of existing data collection practices
related to DFSV and suicide, and the availability, quality, and consistency of data across
jurisdictions;

How legal and justice systems, DFSV specialist services, health, mental health and other services
recognise and respond to suicide in the context of DFSV;

The use of suicide and threats of suicide as a tactic of coercive control by perpetrators of DFSV;

Opportunities to enhance prevention and early intervention efforts to reduce deaths by suicide in
the context of DFSV victimisation and perpetration; and

Any other related matters.

We appreciate that:

The Committee is examining systemic issues and cannot investigate or assist with individual cases.
Parliamentary committees are unable to provide qualified, trauma-informed support to help
people tell their stories safely, without risking retraumatisation.

Contributions that provide personal details or include information relating to individual
circumstances will not be published.
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Our Response

The following brief comments represent my observations and reflections from working with
individuals and families within community services and mental health services for more than two
decades, 25 years of undertaking lived experience research which has included a focus on mental
health and suicide prevention services, veteran suicide, families, and peer workforce, 25 years of
lived experience advocacy, and my own experiences of past DFSV and suicidality, and consequent
PTSD and depression.

In making these comments, | defer to and wholeheartedly support the comments made by others
in the many other submissions to this Inquiry. The goal of the below comments is, therefore, not
to repeat but to add further information and points for your consideration:

Concerns about safety are central for people who experience DFSV. This includes during and after
a person’s experience of DFSV. It can be part of their lived experience for many years and the
trauma and hypervigilance felt can persist, and fluctuate, especially where there may be children
from the now broken relationship, access arrangements that must be repeatedly navigated as a
reminder of the abuser, family milestones as children age and become adults themselves (e.g.
significant birthdays, weddings, arrival of grandchildren, etc). This can leave the person exposed to
further abuse, increase feelings of isolation and hopelessness, stifle recovery and making a life free
from past trauma. It can also have intergenerational impacts on their relationships with their
children involving shared trauma, guilt, loss of hope and alienation.

DFSV continues to be largely treated as a private matter, a problem in family relationships. It
carries an inherent stigma, shame and also discrimination, largely borne by the victim. This means
that much attention is focused on the victim and their actions, supporting them to make decisions,
leave, seek support within service systems, seek redress through legal systems, and so forth.
Inadvertently, accountability and responsibility rests with them for actions and the burden of
proof, adding to their existing trauma and uncertainty that others can help them. DFSV is a crime,
but it is not treated as such. It is little wonder that DFSV is under-reported and that few victims
seek legal redress.

There are many assumptions and stereotypes within services and within the community about
DFSV; for example, that it is predominantly experienced by people with lower socio-economic
status. This is a fallacy that has served to perpetuate under-reporting, othering certain groups in
the community, and deflecting attention away from better policy, funding of services, and legal
responses. DFSV can be experienced by people across the social strata; and their experiences of
isolation, DFSV being hidden behind closed doors because perpetrators have levels of social
standing that hide DFSV, and patterns of reporting and help-seeking may vary because of this.
More needs to be understood about this variation so that system and service responses don’t
stereotype or deliver misaligned support responses.

DFSV is a pervasive experience for many people who live with mental health challenges; it is often
central to their past and ongoing trauma experiences. Many people with mental health challenges
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do not seek help, engage with, or have access to mental health service systems. They remain
hidden to systems and services. This means that DFSV is also likely to be significantly under-
represented in data.

There is significant unmet need, particularly for people with severe mental health conditions.
Some receive clinical case management from public mental health services, though many struggle
to gain access to these services. The person and family carers are left to cope ultimately. A
proliferation of urgent care, short-term and crisis-focused services is the predominant offering and
policy approach currently. This approach perpetuates crisis and harm because it can involve
significant trauma as part of help-seeking, police, and coercive care. It reflects a bottom of the cliff
approach in which prevention approaches are ignored. Some people with severe mental health
conditions seek private mental health services, but many experience long waits and closed books
within the private system.

Across the board, more training and awareness raising is needed within the workforces that come
into contact with people with current and/or past experiences of DFSV. Within mental health and
suicide prevention services, lived experience peer workers are being promoted as essential to
build more person-centred responses. However, our research highlights that there are significant
system reforms that are required for this workforce to work to its full potential. Many peer
workers have also experienced DFSV; this means that they are ideally placed to understand and
listen to the person’s perspectives and build trust with the person. However, lack of psychological
safety in the workplace is a significant concern for peer workers, as is supervision, support and
training. DFSV is not an explicit topic in the Cert IV in Peer Work. Please see Appendix A for a
report on peer workers, support needs and DFV - Publication currently in Review with a journal.

There are many problems with how mental health services respond to people when DFSV is also
part of their lived or living experience. Unresolved trauma (e.g. from being victims of CSA, incest,
paedophilia, DFSV and physical abuse, torture) and high rates of suicide, suicidal ideation and self-
harm are common for people with severe mental health conditions. Whilst mental health services
providers may be aware of this trauma, the system is overly focused on medications as the
predominant treatment. Everything becomes seen through the lens of the mental health
diagnosis, and helping the person with the impacts of DFSV is often ignored, perceived as too hard
or too complex to ‘open that box’. Diagnostic overshadowing and assumptions about the person’s
capacity to make decisions about their life add to this complexity; DFSV can be missed because of
these issues which contribute to the service providers’ failure to see and ask about DFSV. Suicidal
ideation is responded to with diagnostic labels and the underlying trauma is left unaddressed and
so perpetuates; added to by the person now being ‘captured’ within systems where they are
further disempowered and sometimes coerced.
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About Lived Experience Australia

Lived Experience Australia Ltd (LEA) is a national representative organisation for Australian mental health
consumers and carers, families and kin, formed in 2002. Our “friends’ include more than 12,000 people with
lived experience of mental health concerns across Australia. This includes lived experiences with all parts of
the public and private mental health care system, NDIS, psychosocial disability support outside the NDIS, PHN
commissioned services, and service provision across urban, regional, rural and remote Australia. All LEA
Board and staff have mental health lived experience as a consumer, family/carer/kin/supporter, or both. Our
four pillars of activity are: Systemic Advocacy; Lived Experience and Codesign Research; Capacity Building
within services and communities; and Partnerships.

Lived Experience is core to our advocacy, recognising that the impacts of policy and practice are felt not only
by individuals, but also by families and whole communities. We advocate for effective policies and systemic
change to improve mental health care, suicide prevention, and psychosocial disability support services and
support across the lifespan, across the Australian health and social care system, including within State and
Territory jurisdictions.

Contact

We thank the Hon Louise Miller-Frost MP and the Standing Committee on Social Policy and Legal Affairs for
the opportunity to provide a submission to this profoundly important Inquiry. We wish you well with next
steps and would be pleased to contribute our Lived Experience perspectives to any future discussions about
this important topic. We look forward to the outcome of the Inquiry and sharing your report with our
national ‘friends’ network.

Your sincerely

Sharon Lawn

Professor Sharon Lawn
Executive Director, Lived Experience Australia Ltd
Slawn@livedexperienceaustralia.com.au / 0459 098 772
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Abstract

Background: Domestic and family violence (DFV) is a significant issue worldwide. Victim-survivors
often engage mental health workers to assist with their recovery, including lived experience peer
workers who are an important group increasingly being employed across many types of services,
providing support underpinned by mutuality, equality and reciprocity, drawing on their own lived
experiences. No studies have investigated peer worker perspectives and experiences regarding their
support needs when working with people who have experienced or are experiencing DFV and the

support psychologists might provide.

Methods: This Australian study employed four qualitative focus groups with lived experience mental
health and suicide prevention peer workers. Participants shared perspectives about their support
needs when working with people who have experienced DFV, the potential role of psychologists and
other professionals in supporting peer workers’ wellbeing at work, and what they need to promote
psychologically safe workplaces that value their lived experience expertise. Lived experience
researchers, psychological scientists and psychologists worked collaboratively to analyse data using

descriptive thematic analysis methods.

Results: Participants included 20 peer workers (18 women / 2 men), working across diverse mental
health and suicide prevention service roles in psychosocial and clinical settings. One overarching
theme of ‘safety’ and three subthemes were identified. Safety was seen both as an issue for people
that peer workers support as well as psychological safety for themselves in the workplace.
Participants spoke about challenges in navigating differences in the expertise, knowledge and practice
of peer workers as compared to psychologists and other professionals as part of supporting peer
workers’ wellbeing at work. Participants identified needs as individuals and within organisational
culture, practice, and service systems, including greater acknowledgement of their role and expertise,
more attention to privacy and confidentiality, education and training for psychologists and other
professionals about lived experience peer work, and more explicit focus on DFV within peer workers

education and training, peer group reflection and supervision.



Conclusions: Findings underscore the need for more education and training for all workers supporting
people with DFV experiences, including peer workers and psychologists. Addressing these concerns is

essential to create psychologically safe workplaces for this important workforce.

Keywords: Domestic and Family Violence; Peer Workers; Lived Experience; Psychologists;
Psychological Safety; Mental Health Services; Mental Health Support; Safety; Workplaces;

Organisational Culture.

Trial registration: Not applicable



Introduction

A significant proportion of people who have experienced domestic and family violence (DFV)
experience mental health challenges. Supporting people with these experiences, therefore, is an
important focus for mental health workforces. |In Australia, similar to many countries, DFVis a
significant health and welfare issue (AIHW, 2025a). In 2021-2022, approximately 2.3 million Australian
women (1 in 4) were impacted by intimate partner violence (2025b) and there were 90 reported deaths
by homicide in 2023-2024 alone (AIHW, 2025c). A report from the Coroner’s Court of Victoria indicates
that 1 in 4 Victorians who died by suicide between 2009-2016 had experienced DFV (Fitzgibbon, 2024;
CCQCV, 2024). The economic impact of DFV goes beyond its victims. A report of data for 2015-2016
indicated that violence against women and children cost approximately $22 billion AUD due to pain,
suffering and premature mortality, healthcare system and productivity costs, and other direct and
indirect costs (AIHW, 2025a, 2025b; KPMG, 2016; DSS, 2016). These estimates do not include the
additional costs and burden of undisclosed abuse (Fitzgibbon, 2024). DFV has considerable, often
long-term, debilitating impacts on mental and physical health, education, and financial wellbeing
(AIHW, 2025a; AIHW, 2025d; GVRN, 2020; DSS, 2022), which can be intergenerational (AIHW, 2025a;
KPMG, 2016). Mental health conditions are considered to have the largest repercussion on the burden

caused by DFV (AIHW, 2025a; KPMG, 2016; ANROWS, 2016).

Victim-survivors often engage psychologists to assist with their recovery (Cortis et al, 2018; APS,
2024a). Psychologists are trusted professionals who provide evidence-based, trauma-informed care
(ICP, 2020; APS, 2025). According to Australian research with consumers and family carers, 90% of
survey respondents would recommend psychologists to family or friends (LEA, 2021). Similarly, in
Australian research, 83% of Australians believed that those who are impacted by DFV should have
access to more psychological services, and 70% considered psychologists to be very or extremely
important in supporting women who experience DFV; 91% of psychology professionals believed that
people impacted by DFV needed greater access to psychological services (APS, 2025). At various

points of their DFV experience and recovery, victim-survivors may seek psychological care. This has



led to the Australian Psychological Society (APS) advocating for victim-survivors of DFV to have direct
access to psychologists without the need for a mental health diagnosis or General Practitioner (GP)

referral (e.g., APS, 2023, 2025).

Another important consideration is the potential impacts on individuals who work in the health,
mental health, and suicide prevention sectors with people who have been affected by DFV (Pfitzner et
al, 2022; AIFS, 2023; Kim et al, 2021; Baffsky et al, 2022). Supporting victim-survivors to access safe
spaces to rebuild their lives can lead to compassion fatigue and take a significant toll on mental health

and wellbeing for workers (Kim et al, 2021).

Peer workers are people in paid or voluntary roles who have lived experience of recovery from mental
health challenges, are living well, and are working in dedicated consumer or family/carer peer worker
roles. They are an important group that is increasingly being employed across many types of mental
health, suicide prevention, and psychosocial support services and programs. Peer workers provide
support underpinned by mutuality, equality and reciprocity principles (Byrne et al, 2021) informed by
their lived experience. In their recovery-oriented and strengths-based practice, peer workers role
model provision of autonomy and informed choice, activating empowerment and hope (Davidson et
al, 2016). Evidence of their effectiveness in supporting recovery, improving quality of life and system
navigation, and reducing crisis has been established (Hancock et al, 2022; King & Simmons, 2018;

Lawn et al, 2008; Lawn et al, 2024).

A recent systematic review of international evidence for peer work models (Lawn et al, 2024),
undertaken for the Australian Government’s Department of Health to inform its National Unleashing
Workforce Strategy (DoHDS, 2025), confirms there are significant gaps in training, supervision and
support to the peer workforce. Supporting peer workers’ wellbeing is important to ensuring this
workforce thrives. Peer workers may have their own lived experiences of DFV that form an important
part of their recovery journey and, therefore, their work with individuals who are in contact with
services. However, it is unclear how peer workers are supported to use that lived experience in their

work. Further, recent studies identify organisational culture, role identity and a lack of understanding



of the role by non-lived experience mental health workforces as key barriers to integration of peer
supportin services (Ibrahim et al, 2021; Mutschler et al, 2022; Reeves et al, 2024). For example,
Reeves et al. (2024, p.1260) argue that “Crucial to peer work is the sharing of lived experience which
can be challenging in environments where workers feel unsafe or unvalued for the expertise they

bring.”

Given peer workers may have their own lived experience of DFV, it is imperative that their mental
health and wellbeing is supported, to build a healthy and sustainable workforce (Baffsky et al, 2022).
Many existing supports are general, not addressing specific impacts such as vicarious trauma (Kim et
al, 2021). Based on Australian research, the Australian Institute of Family Studies (2023) recommend
team check-ins to promote DFV service personnel wellbeing, particularly for those working remotely
(AIFS, 2023). Psychologists are well suited to provide check-ins, as they have training and expertise in
recognising the impacts of trauma, promoting wellbeing and recognising workers who are at risk of

vicarious trauma or burnout (APS, 2025; Burke, 2017).

To date, there have been no studies investigating the perspectives and experiences of peer workers
with lived experiences of DFV, explicitly seeking their views on what support they may need when
working with people who have or are experiencing DFV. Against this background, the current study
sought to explore experiences and views of an Australian sample of peer workers regarding what they
need to maintain their own wellbeing when working with people with experiences of DFV, and what
role psychologists, other health professionals, and others within services that employ peer workers

might play in supporting their wellbeing to fulfil their peer work roles.

Methods

Design

This qualitative research was underpinned by phenomenology with its focus on exploring how human
beings make sense of and transform experiences both individually and as shared meaning (Mohapatra

& Satpathy, 2022). It acknowledges that lived experience is an interpretive process, and the



importance of social and cultural contexts in which people live and work (Dowling, 2007; Heidegger,
1962). An interpretive phenomenological approach was used to explore the subjective meanings,
experiences, and perspectives of peer workers (Hesse-Biber & Leavy, 2011; Van Manen, 1990). It

involved four focus groups with peer workers, exploring their views on:

* The role of psychological services for people with current or past experiences of DFV;

¢ What is working well;

¢ What could be improved;

* How they as peer workers can be supported in their role when supporting people with current or past
experiences of DFV; and

e What role psychologists might play in supporting peer workers (see Supplementary File 1: Focus

Group Guide).

The project was a partnership between lived experience researchers and psychologists and
psychological scientists at [blinded]. Principles that promoted the partnership were: lived experience
leadership and inclusion from the beginning, power sharing within the partnership, equity in time and
resource sharing, inclusive research processes to ensure it was ‘with’ people and not ‘on’ or ‘about’
them as objects of research, and mutual respect and valuing the perspectives of the worlds in which

each researcher was positioned (Walters et al, 2025).

Sample and Recruitment

The invitation to participate in focus groups was distributed by Lived Experience Australia (LEA) to its
national representative panel of 120+ consumers and/or family-carers-supporters involved in
advocacy consultations and research opportunities. Approximately half (n=70) of this panel have
experience as peer workers and bring diverse intersectional lived experience perspectives including
psychosocial disability, physical disability, DFV, alcohol and other drug use, gender and cultural
diversity, First Nations people, rural and remote, youth, adult, and older persons experiences. They

submitted expressions of interest to LEA in which they confirmed that they had current or past peer



work experience, lived experience of DFV, and nominated preferred availability to attend a focus group

from four options.

Data Collection

Focus groups were held online via MS Teams, using the recording and transcription function to capture
group discussions, with permission from each group. They were facilitated with sensitivity to how the
discussions proceeded, and reassuring participants upfront that they could opt to contribute as little
or as much as they wished, to any aspects of the discussion, and/or exit the focus group at any time.
Participants were provided with LEA’s ‘Safe Advocacy Spaces’ (LEA, 2025) following consent and prior
to commencement of the focus groups to help establish expectations and support participation.
Follow-up also occurred with each participant as soon as practicable after each focus group to thank
them, respond to any questions related to their involvement, and to offer general debrief, if needed.
Participants were assured that any comments that may identify participants would be removed prior
to sharing the deidentified transcripts with other members of the research team for data analysis. A

small honorarium was provided to each participant to acknowledge their time and expertise.

Data Analysis

Focus group data were analysed using descriptive thematic analysis methods, informed by the steps
outlined by Braun and Clarke (2019, 2021) that include a structured approach to coding, with each
researcher working independently to manually code the transcribed qualitative data. Researchers
then met to exchange reflective notes and discuss and debate the coding process over several
meetings to improve overall coding rigor, and to interpret and make meaning together in the discussion
of the data. Through this process, we determined tentative themes, privileging lived experience

perspectives in the finalisation of the analysis.

Reflexivity Statement

This research was undertaken collaboratively by a team comprising lived experience researchers (SL

and VS-R), psychologists (KC and JA), and a psychological scientist (AM). This positional diversity,



founded on respect and shared commitment to advancing understanding and responses to DFV,
enabled us to resolve any potential tensions (e.g. between lived experience and medicalised
perspectives), and to have open and robust discussions that helped address concerns about equity of
voice, power sharing and decision-making with regard to the research process. Focus groups were
facilitated by a lived experience researcher (SL) with lived experience of mental health, DFV and peer
work, fostering a safe and trusted environment for group discussions by modelled values of mutuality,
equality and reciprocity. Several members of the research team identified with a lived experience of
DFV. Allidentified as female. Whilst the research team had varying levels of qualitative research

experience, they came together with equity and respect for each other’s expertise and contributions.

Results

Twenty peer workers participated across four focus groups (4-5 in each group), delivered in early 2025.
This included 18 who identified as women, and two men, with participants ranging in age from 20s to
60s. Detailed demographic information was not collected because we were concerned that this might
make individuals identifiable, given the relatively small number of the peer workforce employed in
these roles in Australia. Participants were working in clinical community or inpatient mental health
services, non-clinical community managed organisations delivering mental health and psychosocial
supports, or State Health Departments in Lived Experience leadership roles. Most participants were in
paid peer work roles or had been in these roles within the past two years; a small number of
participants were not currently employed in any paid roles. Peer workers were employed in consumer

peer roles or family peer roles.

One overarching theme regarding ‘Safety’ and three subthemes were identified: 1. Peer Workers and
DFV lived experience: unrecognised and unspoken expertise; 2. Peer workers and psychologists: two

worlds; and 3. Potential ways forward.



Overarching theme: Safety — Importance placed on safety for peer workers and people who have

experienced DFV

The overarching theme of safety was evident throughout the four focus groups. Safety was raised both
as an issue for the people that peer workers support as well as for themselves. This involved
psychological safety in the workplace for peer workers, their own lived experiences of DFV and the
importance of safety as part of their recovery, and more broadly safety for people who have

experienced DFV to whom they now provided peer support.

Issues around safety for people who have experienced DFV:

DFV relates to attachment (Grobbelaar, Strauss & Guggisberg, 2020; Knox, Karantzas & Ferguson,
2024) and, as such, there are issues associated with trust and safety in therapeutic spaces — not the
intervention itself but the relationship with health professionals (including psychologists). Feedback

about the safety of people who have experienced DFV included the following:

e There being a level of safety that people who have experienced DFV never have again
“There’s a level of safety that we never have again. You’re like, there’s living with this feeling of
being unsafe or the other word - safety and shame for me” (FG1)

e To trust a health professional, a person needs to feel safe and listened to
“l think one of the first things that we need to ask is, do you feel safe? | think if you come to a
psychologist and that's somehow disclosed is not how you feel because you might feel like I've
got to look after somebody. | love them. They're my partner. | think one of the first questions we
need to ask is do you feel safe, and do you want to explore that, do you need support with that,
or do you want me to refer you to someone with that?” (FG2)

e The number one priority is a person’s safety, not therapy and do they want/need support

with that

Drawing on their own lived experience, some focus group participants emphasised the importance

of prioritising safety first over therapy. By this they meant holding space for listening, believing,

10



nurturing autonomy, and choice about what happens with disclosure of DFV, and asking about
safety as the first step, rather than jumping to ‘fixing people’ with clinical responses. Whilst
psychologists and other health professionals are trained in prioritising safety and, in some cases,
they might be the first contact who has picked up on safety concerns, peer worker participants

expressed strong views of centring the person’s need to feel safe when in contact with services.

“..the number one, you know if you’re you find out you know someone’s going through this
number one priority is their safety. And you know what and how you can support and link that
person to be safe, you know that really helps. And how not to make it worse...l don’t think the

first step would be, you know, going and seeing a psychologist.” (FG3)

Issues around safety for peer workers:

Participants spoke about safety for peer workers in the workplace, particularly using their lived
experience in their role, given the challenges of supporting people who experience trauma associated

with DFV. Their concerns included:

e The importance of psychological safety within the workplace

A key finding was about peer workers not having sufficient supervision, training, and everyday
reflective practice support around them, built into their roles. They emphasised that psychological
support, such as being sent off to Employee Assistance Programs (EAPs), once they may have been
already struggling, and that may or may not have any sense of the peer role or ability to support peer
workers, was insufficient and did not meet their needs. They spoke about human resource (HR)
departments within their workplaces that do not have the structures for understanding the peer
workforce role as unique in its use of lived experience as foundational to their work — so if things start
to unravel with their lived experience ‘tools of trade’ there is limited support. In addition, they spoke

about most HR departments being very traditional in separating the boundary between service

11



providers (us) and service users (them) and not having the legal and HR structures to navigate peer

support which is uniquely founded on mutuality and reciprocity.

Given these recognised gaps in current understanding, in which participants felt that their
psychological safety in the workplace could not always be guaranteed, they noted that peer workers
may or may not want to share their lived experience of DFV, because it was unclear how the service

would then respond, particularly from a trauma-informed perspective.

[When working with other staff in the multi-discipline team] “I’ll often, | won’t share what
happened to me, but I’'ll often use very validating type phrases...l don’t go into what that
experience was...for fear of retribution...but also from a trauma-informed perspective of

looking after...I’m sort of thinking about what are the boundaries that | want to putin.” (FG1)

One participant described this concern in the context of their experience as a peer worker in an
inpatient mental health unit. They were concerned that debriefing or supervision support should not
be provided by a “graduate psychology person that doesn’t have any life experience,” which could
potentially make them feel unsafe. With the absence of sufficient training and support within the team,
they described resorting to external supervision and support from a lived experience senior peer work

consultant. (FG3)

e  Support for peer workers needs to be confidential

Participants also highlighted safety for themselves and the people they provided peer support to; the
context being the importance of how confidentiality is managed in the environment in which they work

as central to trust, and therefore safety, in seeking support.

“Where is the safety? Where is the confidentiality right? It's in individual choices? So, any
workplace can have a confidentiality agreement, but you know the practice of itis actually on
individual choices. So, what we've got is a culture of people not connecting...not being
vulnerable, not being open, not seeking help. Because they don't trust, because it's other

individuals they're not trusting. And the way we support people in making good choices around

12



confidentiality and availability and vulnerability, right is to constantly practice it. That we've
seen people show evidence of being able to do it and that we have some level of confidence or
evidence in their ability to apply those principles in a meaningful way. Then we're increasing

the level of trust in the environment.” (FG3)

Subthemes:

Three subthemes were apparent that related to the need for safety for peer workers and the people
they support. These are described below, with further layers and exemplar participant quotes within
each subtheme displayed within tables.

1. Peer workers and DFV lived experience: Unrecognised and unspoken expertise

a. The value of being a peer worker

Focus group discussions emphasised the unique role of peer workers, with the value of this role not
always understood, recognised and respected by others within DFV services working alongside peer
workers. This relates back to feelings of psychological safety in the workplace, as not feeling valued
could lead peer workers to feel unsafe to disclose their DFV lived experience within team interactions.
Participants described the value of their DFV lived experience in a range of ways; for example, how
peer workers “get it”, because they come from an informed place and have a deeper understanding of
DFV from their own lived experience. Participants described how valuable the peer role is in listening,
creating and holding space for and walking alongside the person. They emphasised the value of the
underpinning relational principles of mutuality and reciprocity that inform how they work with people;
as processes fundamental to how boundaries are actively and routinely negotiated with the person,
particularly as lived experience of DFV is a ‘tool of the trade’ for peer workers. These themes are

demonstrated in Table 1 below.

[Table 1: The value of being a peer worker]

b. Needs of peer workers

Focus group participants identified a number of needs related to their role in relation to DFV (see Table

2). They spoke of the importance of self-care for peer workers, including setting boundaries around
13



sharing one’s own story and the work they can take on, having support to manage the impact of the
work they do (e.g., a lot of trauma around them) and preventing burnout. They noted that DFV was not
a topic covered in any depth in their training qualification (Certificate 4 in Peer Work), if at all. An
example was given when a participant emailed their organisation regarding access to DFV training but
was told it was clinical training and not appropriate for peer workers; it fell to the participant to find
other training for themselves. A common theme was around peer workers’ concerns related to
receiving support from a psychologist or other EAP or HR professional in the workplace; this included
their reservations about seeking support. Peer workers emphasised the importance of support from
fellow peers, either informally or within Communities of Practice, and senior peer supervisors.
Participants also highlighted the tensions between their employee role and their inherent advocacy
position, and perceived power imbalance between them and other disciplines, particularly when they
are not being listened to for their lived experience expertise. This may prompt them to become more
forthright in their advocacy for client perspectives, including being more critical of the dominant
systems within which they work, causing them to feel alienated within their workplace. Hence,
understanding their needs in order to create cultural safety within their workplace requires a thorough

understanding and acknowledgement of the peer work role.

[Table 2: Needs of peer workers]

2. Peer workers and Psychologists: Two worlds

a. Peer workers’ experiences of psychological services for themselves

Some of the feedback suggested that it is not a natural “fit’ for psychologists to support the peer
workforce. Some participants described peer workers and psychologists working from quite different
paradigms, with psychologists perceived as problematising peer workers’ challenges in their role
within a deficits-based medical model. There were concerns that this approach to therapeutic support
to help peer workers cope with distress, trauma or retriggering within their work with clients

experiencing DFV could, inadvertently, do more harm to peer workers. Feedback highlighted the need
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for professionals (including psychologists) to work collaboratively with peer workers, including drawing

on the insight and value that peer workers bring to working relationally with clients.

Drawing upon their previous experiences of seeing a psychologist for their own mental health (where
applicable), peer workers noted mixed experiences with receiving support from psychologists, which
then shaped their views about their peer work role and the potential support psychologists might
provide. Some questioned the need for psychologists and other support professionals for peer workers
and thought it would be better to hire peer workers; there were also some positive experiences with
psychologists and other professionals too. Peer workers may need help to be connected to
psychologists who have an empathetic and informed framework for assisting people who have
experienced DFV (e.g., via word of mouth). However, feedback about experiences with psychologists
was often referring to support for peer workers’ own experience of DFV rather than support to them in

their peer worker role.

Psychologists and other professionals were perceived by some participants as predominantly working
from a medical model; that is, an approach that focuses on diagnosis and treatment (medicines and
therapy) determined by clinical professional ‘expertise’. This approach to how other professionals then
viewed peer workers and what peer workers might need to cope with the rigors of their lived
experience roles was seen as problematic from the outset. This is because, by contrast, participants
described working from values and principles of mutuality and reciprocity that underpinned their
work, and a holistic view of the client, within a relational, environmental context. Psychologists were
perceived by some as working from a narrower perspective focused on the internal world of the

individual.

As also highlighted within some of the other themes, peer workers experienced differences in power
between themselves and other professionals. This had potential to impact their experience of
psychological support. For example, if they were receiving support within the workplace, they were
concerned how this perception of ‘not coping’ could reflect negatively on their continued tenure,
prospects for career advancement and standing with the service and team. Feedback also included
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that there were different hierarchies across professionals, with peer workers not recognised as a
profession. These experiences of feeling powerlessness also had the potential to be retraumatising
and retriggering for peer workers given their lived experience of mental health systems and of DFV.
Feedback also suggested that there is a need for continued work to reduce the stigma of seeing a

psychologist. These themes are demonstrated in Table 3 below.

[Table 3: Psychological services: peer workers’ experiences]

b. Views on psychological services for people who have experienced DFV

There was also feedback that psychologists might not always be communicating with or providing
therapy to clients in the most effective way. The perception was that professionals working with people
with experiences of DFV tend to have a “fix-it’ mentality, with a focus on trying to fix people rather than
understanding the long-term consequences of trauma and acknowledging the powerlessness in a lot
of situations. Whereas, it is okay for professionals to say that they do not know. In some cases, a
medical model/pathological approach to psychological care was noted, rather than looking at holistic
care, including resilience, growth and strength. This can also come across as being dismissive of the
depth of the problems and the person’s needs. According to participants, the ‘fix-it’ mentality also

restricted taking into account the wider context for the person, such as their family circumstances.

Related to this, participants perceived that there were gaps in some professionals’ understanding of
the client’s situation, such as what they are going home too. Some perceived that other professionals
lacked the understanding, context and lived experience of DFV. This was felt by some as offensive and
interfered with the therapeutic relationship. On the other hand, it was considered important that

psychologists understand how to safely share their own personal experience.

Participants noted that there are limitations with the Medicare (Better Access) funding model,
including a restriction on the number of sessions, wait lists, cost and a need for more immediate,
accessible and free care. They noted that people who have been through DFV may not have access to

their finances if they are also controlled financially or have been in the past. They may also not feel
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comfortable sharing their narrative with a GP, given the reluctance to have a medical framework

applied to their circumstances.

Feedback on barriers also included that clinicians need skills and training in language. For example,
education is needed to be able to explain to children the issues around DFV, trauma, safety, and
connected issues such as mental illness. Participants felt that it can cause more harm by saying the

‘wrong’ things.

Participants highlighted the importance of professionals’ knowledge of DFV, and being experienced in
general to be able to work with people who have experienced DFV. There is a need for sound
knowledge of DFV to understand associated complexities (e.g., coercive control and DFV perpetuated
by carers, each perpetrator being unique, intergenerational DFV, vicarious trauma, intersectionality,
challenges with high profile cases, potential media exposure and other legal complexities,
understanding emotional impacts), and not confine knowledge to stereotypes (e.g., men are impacted
by DFV too). Professionals working with people who have experienced DFV need to have worked
through their own personal issues, to understand boundaries of sharing lived experience and to
undertake self-reflection. According to participants, where this knowledge or personal work was
lacking, there were barriers to getting effective psychological care. Psychology was perceived by some
participants as quite individually focused with more emphasis on family therapy needed. Clinicians
need to understand the complexities of DFV within families. These themes are demonstrated in Table 4

below.

[Table 4: Views on psychological services for people who have experienced DFV]

3. Potential ways forward: What is needed

Participants discussed how peer workers and professionals can work together. Their comments
suggest the need for a middle ground in which peer workers and psychologists come together as
equals with mutual respect for each other’s expertise with defined scopes of practice, for

psychologists and other professionals to have more understanding of what peer workers do, why they
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do it, how they work in terms of sharing their story, or not, and how they can become allies and show

trust and respect towards them.

Generally, participants wanted psychologists to change their perceptions of how they can support
peer workers. For example, not all psychologists work within a medical model. In addition,
psychologists are skilled at coming from personal growth, support and resilience perspectives as well
as working collaboratively on goals important to clients. These ways of working are likely to aligh more
closely with peer worker perspectives. Nevertheless, the data suggests a need for broader training of
the psychology workforce in working with people who have experienced DFV and in supporting peer

workers.

Participants also emphasised how psychologists and other professionals can learn from peer workers,
such as developing skills to assist in building connection with clients who have experienced DFV. The
peer worker can help to address the power dynamic between the professional and the client. For
example, some participants spoke of how health professionals, some of whom may be used to being
able to help people feel better, can feel uncomfortable “with the utter powerlessness” (FG1) but

participants discussed that “it’s OK to say you don’t know...It’s a not knowing space.”

Participants highlighted the importance to peer workers of support that is confidential, and the need to
break down the stigma associated with receiving help. Psychologists and other professionals need to
prioritise the value of connection and trust, especially in the DFV context. It is important that peer
workers can reach out to someone in the workplace who is trusted; someone who can validate for
peer workers that it is okay to feel something. Hence, it is important that the whole team is working in a
trauma-informed way, not just with clients but with each other given the increasing presence of peer

workers in multidisciplinary teams.

Participants emphasised that they want psychologists and other professionals to understand the
importance of using relationship building skills, including listening and not necessarily telling the peer
worker what to do, being present and authentic, listening and validating, showing interest and

curiosity. Related to this, they emphasised that mental health professionals working with peer workers
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should aim to create a safe space and help a person build a connection with them, or if that is not

possible, with someone else, to build trust. These themes are demonstrated in Table 5 below.

[Table 5: Potential ways forward]

Discussion

The importance of psychological safety for peer workers in the workplace

Participants in this study spoke of the importance of the organisational culture in which they worked
for creating psychological safety in their role. Organisational culture means the values, norms and
shared behaviours of the organisations in which a person works that impact their experience in the
workplace, and a psychologically safe workplace is “one in which employees feel safe to voice ideas,
willingly seek feedback, provide honest feedback, collaborate, take risks and experiment” (Newman et
al, 2017, p.521). Participants’ comments also reflect the importance of organisational climate (that is,
their perception of the psychological impact a workplace has on their functioning and well-being
(Reeves et al, 2024; MHLEPQ & QLEWN, 2024). Both of these concepts are known to be profoundly
important to support inclusion of peer workers in mental health organisations, to achieve systems
reform, and promote recovery-aligned care models (Jones et al, 2020). A psychologically safe
workspace is also important more broadly for promoting greater work participation, increased job
satisfaction, and social inclusion (Hunt et al, 2021). Applied specifically to peer workers, “Provision of
psychologically safe environments for peer workers underlies their self-perception of being valued.
Creating a space where a peer worker feels comfortable to share aspects of their story and utilise this
experience to support others is crucial to effectively executing the peer role and promoting worker
sustainability” (Reeves et al, 2024, p.1258). However, significant challenges exist in valuing of lived
experience knowledge and expertise, particularly within multi-disciplinary mental health settings and

traditional clinical mental health service systems (Lawn et al, 2024).

An Australian study by Reeves et al. (2024) involving interviews with 18 peer workers currently working

in mental health services is one of the few to examine psychological safety for this workforce. They
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found that factors relating to organisational culture and climate were a central theme. They
highlighted the perceived harm of negative organisational climate for peer workers, and the
importance of leadership, language, education within the workplace about the peer work role, and
supervision aligned with peer values and needs. In particular, they emphasised that, “A leader’s ability
to provide support through professional supervision, lived experience specific training and education
on the peer role was considered to facilitate overall understanding and acceptance among non-peer
colleagues highlighting the need for consistency from leadership at all levels of the organisation to

support and value expertise brought by peer workers” (Reeves et al, 2024, p.1259).

Another Australian study examining psychological safety of peer workers, involving three focus
groups (n=21 participants) and a statewide survey (n=43 participants) found that, “Peer workers
identified how exposure to psychosocial hazards led to feelings of further marginalisation,
victimisation, disempowerment, othering, and exclusion and that these emotions could and do trigger

past trauma.” (MHLEPQ & QLEWN, 2024, p.28)

Education about the peer worker role and how psychologists can support them

Psychologists play an important role in supporting people who are impacted by DFV, including victim
survivors, family members and peer workers. The current research has highlighted the need to educate
the public and other professionals about how psychologists can help people affected by DFV, for
example by providing trauma-informed care, advocating for systemic change and educating the public
on the psychological impacts of DFV. Not all psychologists work within a medical model, with many
using a holistic approach that considers psychological, biological, cultural and social factors (APS,
2025). In an Australian survey of psychologists most (78%) reported extensively integrating these

different factors into their practice (APS, 2025).

Nonetheless, there are gaps in the training of psychologists, with 20% of psychologists and 20% of
psychology students reporting no formal education on working with DFV survivors (APS, 2025). Recent

research suggests that more can be done to help train psychologists and other health professionals to
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provide best-practice care to those who have experienced DFV (Marsden, Humphreys & Hegarty, 2021,
2024). In an Australian survey, 75% registered psychologists reported completing some form of
training to work with clients experiencing DFV; of these, one-quarter undertook training lasting five to
ten hours, 24% completed training of less than five hours, while 17% completed comprehensive
training programs of 40 or more hours. Among psychology students, 39% had been taught about DFV
to some extent, while 41% had been taught very little (APS, 2025). Greater resources and training are
needed to ensure that psychologists and other professionals can provide best-practice trauma-
informed care to people impacted by DFV (APS, 2025). The APS has advocated to expand trauma-
informed training for psychologists and health professionals to improve support for DFV survivors
(APS, 20244, 2025). There is a need also to highlight the ways that psychologists can work with peer
workers and to continue efforts to educate psychologists (e.g., APS, 2024b) and other professionals

about the important role of peer workers in mental health.

Peer workers and psychologists working together

The findings of this study suggest there is value in mutuality of education and awareness raising about
the role and scope of practice for both peer workers and psychologists to promote greater
understanding, opportunities to work together more effectively and an invitation for psychologists to
advocate for and champion the work of peer workers in DFV services. For example, a UK study
involving interviews with four psychologists and five peer workers about their co-delivery of a trauma
support program for healthcare workers experiencing potentially traumatic events (Teo et al. 2025)
found that such an approach fostered a more compassionate workplace culture. It did this by reducing
stigma and encouraging help-seeking behaviours, enhanced peer workers’ professional growth and
enhanced confidence. It also enabled more efficient use of workforce resources by enabling both peer

workers and psychologists to take on the more cases that aligned better with their scope and skillsets.

Strengths and limitations
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Strengths of this research were the collaborative partnership established from the outset. Together, we
identified the knowledge gap, determined the focus group process and questions, undertook data
analyses and reporting processes that valued expertise of all involved, with equity, and continually
reflected upon potential biases that we each brought to the research. Lived experience facilitation of
focus groups, and the mutuality and safety this created for participants (being able to speak freely

without APS researchers present) was also a strength.

Several limitations should be noted. The research involved a relatively small Australian convenience
sample. First Nations and culturally diverse perspectives were not explored and would be an important
area for further research. Most participants identified as female (two were men); hence, the views of
other groups may not be reflected in the results. Two of the four focus groups were mixed gender
groups (one male in each) which meant some participants may not have spoken up as much as they
might have in gender-specific groups. More detailed information about participants’ peer work
experiences, training and supervision experiences, and differing roles and expertise levels were not
explored. This research did not include the views of psychologists about their contact with peer
workers, including the distinction between a therapeutic intervention and a wellbeing check. Further
research is suggested, including regarding a distinction between the contribution of psychologists in
providing therapeutic interventions versus having a more supportive, wellbeing-based role in

supporting peer workers.

Conclusion

This Australian study on DFV and the support needs and experiences of peer workers indicates that,
while peer work and psychology may differ in their scope of practice and approaches to support
delivery, there are several practical next steps for enhancing their interactions and increased
opportunities to working together. Fundamental is the need for more education and training for all
workers supporting people with experiences of DFV, including peer workers and psychologists, so that

ill-informed responses to peer workers’ support needs do not cause harm, stifle help-seeking, and
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inadvertently stigmatise them. Addressing these concerns is essential to creating psychologically safe

trauma-informed workplaces for this important and emerging peer workforce.
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Table 1: The value of being a peer worker

Areas of Value

Participant Comments

e Value of being a peer
worker not in telling
one’s story but in people
just knowing you have
experience.

“We may not disclose the story when we’re working with peers, we
actually come in from an informed place...there’s an embodied
presence of being able to be present.” (FG1)

“Also just knowing that someone else may have similar lived
experience can make someone more comfortable about opening up
about their experiences too.” (FG2)

“..particularly around things like coercive control. You know all of
those things that you might, but the person may be able to sense, yes,
this person understands this as a peer...can talk about the feelings
that you might have felt at the time...but not actually talking about the
experience (FG1)

e Good at listening to the
person, holding space,
and not telling them
what to do.

“Oh, you’re the first person that’s just listened to me without telling
me what | should be doing” ...It took that power to have someone who
was willing to walk through it with me” (FG1)

“There are not enough services or psychologists. This is where peer
workers could come in. Walk beside someone and show and hold
hope for the future...” (FG4)

e Links made between
relational nature of peer
work and mental health
work.

“All mental health work is presumably relational work, but peer work
is particularly relational work. You know, it’s very much about values,
principles, reciprocity, mutuality.” (FG2)

® Reciprocity in sharing or
not and understanding
the boundaries of
sharing (e.g., own self-
care) and trauma-
informed care.

“Mutuality and reciprocity to the person so that they understand that
if they raise anything that is going to be traumatising to me, | can ask
them to stop in the same way that they can ask me to stop if that
happens to them.” (FG1)

e Own evolution can
mean being more
presentin the role.

“Because I’m comfortable in that place that used to be a distress
place, because I’'m really at ease...it allows the other person to drop
into whatever they need.” (FG1)

“l think what as a lived experience person, | think part of the gift of
what we bring is that we sit more in a vulnerable space. We’re much
more at home with being vulnerable.” (FG1)

e Able to have a more
flexible approach (e.g.,
less bound by length
and frequency of
sessions) than other
professionals.

“..one of the beauties of peer work is that we're not thinking, ‘I've got
to wind up in 45 minutes and always close a can of worms.’ That's not
necessarily done. So, we do have some creativity there with the
length of time. And the frequency that we can engage...”

e Can advocate for the
person’s needs and
assist with a connection
being made with a
clinician; can teach
other professionals
about the needs of

“And you know, there's a whole lot of issues around stereotypes, but
the peer role has fundamentally an advocacy component init.” (FG2)
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people experiencing
DFYV (e.g., trauma-
informed care).

Table 2: Needs of peer workers

Needs

Participant Comments

e Self-care

“...when we employed experienced workers, they do receive, they do
get a lot of trauma if they haven’t had their healing and their self-care
plans...peer workers are not always getting proper care in dealing
with that.” (FG3)

e Gaps in support, skill
development, capability
development, and
training for peer
workforce (DFV-specific
and more broadly).

o Need for a solid
framework for peer
workers about DFV,
to ensure support
within their scope
of practice

o Training and
supervision needs
to be done by an
experienced person

o Gaps exist
regarding
experienced
mentors
/supervisors who
come from a lived
experience
background

o Need support from
other peers too and
more opportunities
for reflection (e.g.,
an external
community of
practice).

“..any training... an area where it’s particularly important to be
trained in...responses, but also trauma-informed care. | wouldn’t like
to see volunteers in the FDV space perhaps sharing parts of their
own story...”. (FG1)

“IPS [Intentional Peer Support] training. | think everything should do
IPS as the framework and you can adapt it to wherever you’re
working... helps protect peer workers to have a framework” (FG1)

“Approach has to be very, very gentle and soft...| find the issues that
lived experience person may be helping a lot, but...| haven’t seen a
very solid scope of practice written down...And | think it's important
that we have a solid framework for our peer workers, so they're not
left to either fill the paperwork or listen to something traumatic and
don't know how to interpret that because they themselves then get a
little bit shocked. And they need some time for themselves because
it is emotionally taxing, so | just find that sometimes the clinical staff
tend to kind of go - ‘It's your fault’.” (FG3)

“But you know, supervision training, external supervision, mentoring,
who does the training, you know, by God, that better not be a new
graduate psychology person that doesn't have any life experience.”
(FG3)

“Not all peer workers have you know mentors, supervisors who come
from a lived experience background.... There are things that peers
have an understanding of because that’s their expertise.” (FG2)

“They need to be safe enough to be real in the supervision setting to
really explore whatever happened in them in a safe way that’s away
from the work itself” (FG1)

“In a lot of places, they have an operational supervisor for everyday
things and then they’ll have a supervisor for reflective practice, and
they may or may not be a lived experience senior peer.” (FG2)

“They have to have the adequate support around them. And that
comes back both from a clinical and obviously their own other peer
support workers around them. That they’re able to support each
other, because otherwise you know we’re going to end up with these
people that will be leave. And that’s really, really important that we
need to provide it to them.” (FG2)
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o Support needs to be
accessible

“Support for peer workers needs to be accessible and free and at the
time that we need it and not limited to the usual 6 sessions.” (FG3)

e Concerns about
psychological safety in
the workplace

“l think you would have to feel that you're in an incredibly safe
environment. Because 90% of the time you're not being seen as part
of the team anyway, because it's all so clinical...that's becoming
better as peer workers are more included and inclusive ...Part of that
is the assumption that, you know, for example, if that was occurring
and the peer worker did go to psychology. The context is whether
[the psychologist] is external to the organisation, whether they're in
some sort of management role, whether they're the HR person who
is talking to you about return to work. And other concerns about
confidentiality; privacy for you as the peer. This concept of
psychological Safety at Work.” (FG4)

“With a lot of these roles, difference in power. There needs to be an
understanding of where the person is in the power. If you’re
dependent, you need that job and that needs to be recognised”
(FG1)

“The other thing is that the managers in this particular role, they
change within three years. They had seven managers. And every
manager was told instead of doing debriefing, it would be, you know,
“have a smoke or just have a break. You need a break between
people because it's just too much pressure on yourself.” Or just tell
them to go to EAP. It’s not actually fixing what's happening; the gaps,
everything and the politics. It’s more about “Oh, you've got a
problem. You have to go to EAP. If you don't do this job, we'll hire
somebody else.” (FG3)

They need advocacy
support and an
understanding of their
role as an advocate

“And the fundamental value of advocacy, I'm sure you know, there
will be peers in some particular settings that may really find their
work difficult when many around them are not seeing things the way
that they're seeing things, for example, and that can lead to burnout
at work. They up the ante in advocacy when they're feeling that
they're not listened to by other disciplines, for example, and the
more you’re backed into a corner, the more you traumatise yourself
around the story and the advocacy that you're trying to get other
people to understand your perspective.” (FG2)

“..butit's the nature of the culture of the setting that the more
someone ignores me, the more I'm going to jump up and down. | feel
like a lot of our power and has been taken away from us and it's like
our way of reestablishing that sense of power and like, connection
back into the community when a lot of that has been taken away.
The power differential is actually the mechanism at work here, and
lack of respect for the role.” (FG2)

e They emphasised the
importance of trauma-
informed care and
trauma-informed
workplaces
/organisations

“There needs to be trauma-informed organisations and teams, not
just trauma-informed practice. So trauma-informed teams and
systems and cultures is vital. And | think there's a tokenistic
recognition that peer workers, you know, we have to be careful and
dance around them and be aware of their histories. But there's not a
really full understanding or respect that we have a lot of knowledge,
a lot of experience. There's a lot of myths ...this term trauma-
informed care gets thrown in a lot doesn't it? And I'd like you all to
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think about it. What does that actually mean for peer workers?
...psychologists and others would say, ‘Well, we work in a trauma-
informed way. We train people to be trauma informed.’ People with
lived experience know about trauma-informed care in relation to
your work as a peer worker in relation to family violence that you
work with...you bring your lived experience connection to the work,
even if it's not explicit. It's part of who you bring to the work; to the
person in your reciprocity and mutuality, all those things as a peer
worker.” (FG3)

e ‘Lack of tribe’ and being
a solo worker

“And there's issues within the tribes...| think with the doctors, allied
health, nurses, their debriefs and you know, coffee catchups and
they can bounce off each other's ideas and learn and look at things
differently. But when you employ one lived experience person or
two, maybe it's you don't have your tribe. | mean, depending on the
organisation, sometimes they have excellent friendships regardless
of your occupation. But in some in other organisations, like, are they
being respected? Have they been given the same authority and
power? ...Sometimes it's the pay, like ‘I get paid more than you, so
I'm important.’ | find if you're not welcomed in that role and this
went for a lot of our Indigenous roles where they said if | was the
only indigenous person helping, it's just a lot of pressure.” (FG3)
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Table 3: Psychological services: peer workers’ experiences

Experiences of
Psychological services

Participant Comments

e Experiences with
support from
professionals, including
psychologists, were
mixed

“No, I don’t think we’d miss them [psychologists] if they all left.
Really...l actually don’t think we really need them at the end of the
day. | think people are the experts on themselves, and psychologists
to be quite ineffectual at listening to people, to be honest”. (FG1)

“..I've obviously had my own experiences with, like psychologists in
general, and some of them can be like really great and some of them
can be like really harmful or like not supportive.” (FG2)

“We actually need the clinical stuff if say we're going for like a work
cover claim, you know, injury and all of that sort of stuff. But it was
through word of mouth, this really good clinical psychologist
and...she was a mum of three boys like me...she shared some of her
life and that way | knew she got what | was talking about...l don't think
all psychologists are bad, but finding those psychologists that are
prepared to, you know, stretch the boundaries a little bit in terms of
their professional code of conduct and relate, you know, be able to
relate to the person.” (FG3)

e Medical model and “fix-
it” mentality

“There's automatically a power imbalance when peer workers are
speaking up and wanting support and getting so-called supervision.
And that just perpetuates our feelings of not being heard and valued
and it doesn't strengthen us. It doesn't empower us per se, so it's still
being done to us and for us, not with us...it's through the illness lens.
It's a medical model...a problem saturated lens of what's wrong with
this peer worker and how do we fix them? It's not to do with
resilience, growth, strength at all. It's very pathological, and that's the
system as well.” (FG3)

“l found probably the hardest thing was not to become medicalised
myself” (FG4)

“And what | worry... is if we go back into that, say if we go the
reflective cycle, if we go into psychology and say, ‘Well, tell me all
about it. What happened?’ Let's go back and regress it. Is that
triggering? This model that is essentially looking after the wound and
not the person right 'cause they're medically trained, right?” (FG3)

o Differences in power for
peer workers compared
to other professionals

“It's really so with a lot of those roles. There's a difference in power.
So, | think there's needs to be an understanding of where the person
is in the power and if you're dependent or you need that job then it
needs to be recognised that there's a dependency and a difference in
power, and often that's not explicit and that does change things. And
also, the defensiveness of the person themselves.” (FG1)

e Stigma associated with
seeing a psychologist

“And there needs to be a breaking down of the stigma of actually
seeing a psychologist or allied health person, or whoever it is that has
the necessary skills to provide that support. | think it's really difficult
for some people to actually say ‘Well I'm struggling’ or ‘| need a bit of
support’. I'm going to see someone external that | don't know. It's not
a friend. | think that can be a really difficult decision to make.” (FG3)

37




Table 4: Views on psychological services for people who have experienced DFV

Views on psychological
services

Participant Comments

e Mixed experiences and
perceptions about
psychological services

“I've used psychologists...a couple of times...when | felt guilt. And
that's quite common when someone you love suddenly behaves
badly and hurts you and you feel guilty. The psychologist said that it’s
not OK that I'm on the receiving end of somebody's mental health
issue. I'm a catalyst to get them support, but I'm not receiving it, and |
thought that was really validating...l found it very beneficial, and |
think it's really just the validation and the establishment of
boundaries and establishment of personal rights.” (FG2)

“l can't make assumptions for all the psychologists out there but
yeah, | just know in the back of my mind like most of them are
probably trying their best. Maybe sometimes the way that they go
about itisn't the most effective way...understanding like different
people's needs and personalities...l just wanted someone to listen to
me. And obviously, like there were times where like | didn't want
advice and there were times where like | wanted it...it would have
been nice to have someone ask me actually what | wanted out of the
sessions as well.” (FG2)

e Barriers to receiving
adequate psychological
care

o Fix-it mentality

o Recoveryis not
‘textbook’ and
cannot be
‘learned’; it comes
from lived
‘expertise’

“The long-term consequence of trauma isn’t fully recognised. Try to
fix you or move you on but the trauma it just stays and shows itself in
so many ways, basically for entire lives...l don’t think that’s really
been taken on board... I’ve been told that, you know, treatment wise, |
need to just let it go now. That’s not helpful.” (FG1)

“..what I've really experienced first-hand by several professionals.
They are not comfortable with the utter powerlessness that’s in a lot
of this stuff...they are into fixing or making you better or solving.”
(FG1)

“l also think a lot of psychologists, from my experience, make a lot of
assumptions about family violence and they don't always take in or
consider the whole picture. I'm not saying all psychologists do that,
but the ones | found in my experience, they just focus, especially my
clients with disability, the effect on the disability. Really, they didn't
look at what's happening in the environment around the person. You
know, they just want to fix the person... need to support, listen, but
not necessarily “fix it”. (FG4)

“The ones that have worked well are the ones that have taken into
account the families, systemic relationships in family therapy.
Psychology is very individual focused.” (FG4)

“When psychologists are working with lived experience, | think being
very open-minded to that...recovery isn’t textbook. | think a lot of the
times, with a lot of clinicians, they have all this education but a lot of
what’s importantis not in a textbook. It’s like a midwife that hasn’t
given birth can’t tell you how it’s supposed to feel. So, I’d ask
psychologists just to be very open...I don’t think you can train for that.
Unfortunately, our lived experiences are obtained through some
things that probably a lot of us would have preferred not to live
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o Perception of
professionals
working from a
different paradigm
to peer workers

o Funding issues

o Gapsin clinician
education about
specific language
and health literacy

o Knowledge of DFV

through, but there is no training that they can acquire to do that.”
(FG2)

“I’ve had several experiences of being with a professional person on
the other side of the desk and they may know stuff but they don’t get
the stuff...and there’s the difference.” (FG1)

“..that particular school counsellor, she has also experienced family
violence as well. And she told me about her experiences in my like
sessions, which | thought was totally wrong, because | felt like that
was supposed to be my space.” (FG2)

“They [client] will share things with the peer worker that they don’t
share with the clinicians and that can cause conflict with clinicians
because clinicians may feel they’ve missed something. They haven’t
assessed properly or take it personally, that it hasn’t been shared
with them...just not having that sense of understanding of the depth.
Itis being dismissive of the peer, but also dismissive of the person.
And dismissive of the need.” (FG4)

“We’re more likely to ask questions, deeper questions because we
know that underlying this fagade or what people are going through,
this could have been happening to them. And | know | was never
asked in the mental health system what | was going home to. Or you
know what | was coming in from...we’re more likely to ask the
question.” (FG1)

“l wonder how much of that is around the way things are funded as
well. Because sometimes it can this program funded for 12
weeks...it’s like how much of how they do the delivery is down to
because that’s best practice. Always because of the money. Wages
put up. Everything inflated because of NDIS.” (FG1)

“The other thing I'd like to say is that education is important. But
education about language and specific language...nobody had the
skillsets to explain to children the complexities of mentalillness and
their rights to safety from violence...and I'm not just talking about
culture. You can cause much more harm by, you know, saying
especially the wrong thing to children, the wrong thing to older
people...skills in training in language is huge.” (FG2)

“l remember my very first experience with a psychologist was actually
in the FDV realm around my children...their very first question to me
was ‘How does that make you feel?’ and | just thought, ‘Oh my God,
that’s so textbook. Like, did this person only just come out of
school?’...that bothered me quite a lot. And actually, from that
moment on, | thought ‘Oh, | can’t really share anything with this
person.” (FG2)

“Just got to hold that space and just do the reflective part later. So, the
damage happens if the worker, the so-called expert, is not self-aware
enough to catch the process happening. Because then the client, or
whoever the person is coming, they will feel shamed again, or
wronged again, and that their trauma will be retriggered...or silenced.
They will lose their voice. They will go mute. (FG1)

“Each perpetrator is unique because they’ve all got different

39



o Stigma around
people in DFV
relationships (and
a feeling that
people block the
topic).

mindsets and different ways they can work out how they’re going to
get you with this or whereabouts hit you or whatever...That has to be
understood.” (FG1)

“There's actually so many layers to this and it's not a straightforward,
you know, this person has belted this person because they needed
control...there's a lot of complexities, especially when you're looking
at young people in these situations where there's mental illness and
drug use...there's just so many complexities and they don't always
want to leave. And we need to really consider that.” (FG4)

“Not making assumptions, or it's the male's fault. But sometimes it
can be the female...it just depends on the circumstances of what's
happening. There's some misalignments perhaps in how
psychologists may then work with or respond to peer workers,
because there may be differences in some of those structures of
understanding and assumptions.” (FG4)

“It’s about the trouble people have connecting to the topic. So, it's
really important to not put guardrails up around the discussion. You
know good critical thinking skills and good acceptance and just to
have this conversation.” (FG3)

“l don't think this is because of a culture. | think there's a stigma
attached to all.... You just have to bear it all, and they say, ‘We can't
help and it's just too complex’....And | think that's wrong given that we
are a multicultural society, and we know that DV is really bad in some
of the groups and what happens is in a court of law, the man goes ‘I
was just running discipline’....Violence is not our religious or cultural
condition. Like it is a condition that they use to controlyou, but itis
inhuman. And | think that is so wrong” (FG3)
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Table 5: Potential ways forward

Ways forward

Participant Comments

e Professionals and Peer
Worders working together
o Need to integrate lived
experience and
psychological knowledge

o Could employ a peer
worker, or psychologist
and peer worker together,
or a psychology role in
workplace injury as an
ally

o Seepeerworkerasa
conduit between the
person and clinician
/psychologist to create a
connection (a key point
on peer worker value vis a
vis a psychologist)

“Well, | don’t know what to say. And | don’t really know what to
do, but let’s work it out together.” (FG1)

“I think they should all employ peer worker for at least, you
know, two days a week or something, who will teach them this
stuff and show them the way.” (FG1)

“I’m wondering if the psychologist couldn’t be almost the ally in
trying to understand perhaps psychological injury in the
workplace for a peer worker because they’re the ones who
who’ve got that opportunity to really deeply understand and be
able to report that back.” (FG1)

“Value of peer worker is like the conduit between the person
that requires a service, to the actual clinician to ensure that
connection happens. To make sure that it's working. It's not just
going to be this tokenistic, ‘I'm just going to go in there and vent
and then | think I've resolved things’, but nothing's actually
really happening...that's where the value of the peer support
worker will be. It's harder because we're restricted by if the
person gives consent...The resolution is, you know, hopefully
that we can actually get people to be able to see these good
psychologists.” (FG2)

“l just think that like having a peer worker can also reduce that
power dynamic as well between the psychologist and then you
know the person involved in it. Also just knowing that someone
else may have similar lived experience can make someone
more comfortable about opening up about their experiences
too. Peer workers, alongside with psychologists? Yeah, and then
learning from each other.” (FG2)

e Support needs of peer
workers
o Peer workers see the
need for support but not
necessarily from
psychologists

o Need to find the right
psychologist
(importance of word of
mouth/relatability)

o Confidentiality

“l think it’s absolutely vital that there’s support available. Butit
doesn’t necessarily need to be psychologist. It needs to be
professionals who are trained in specifically this area and
trauma informed care and also it needs to be accessible and
free and at the time that we need it and not limited to the usual
six sessions.” (FG3)

“l don’t think all psychologists are bad; but finding those
psychologists that are prepared to...stretch the boundaries a
little bit in terms of their professional code of conduct...be able
to relate to the person.” (FG3)

“..itneeds to be confidential as well. And there needs to be a
breaking down of the stigma of actually seeing a psychologists
or allied health person...it’s really difficult for some people to
actually say ‘Well, I’'m struggling’ or ‘| need a bit of support.””
(FG3)
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o There needs to be an
opportunity for a
connection to be made
and trust to be
developed

o Itisimportant that there
is trust and professional
respect for the peer
worker role

o The Issue of trauma is
important for
psychologists to
understand when
working alongside peer
workers

“The psychologist needs to be truthful for themselves that if
they can’t connect with the person that they need to try and get
them to connect with someone else, not just lead them on....
because specially if you’ve come from that domestic
violence...you’ve lost all that trust, so you want to be able to
trust somebody again. So that’s really, really important.” (FG2)

“It’s brought up a lot for me and maybe it’s something that can’t
wait until my supervision session. So, I’ve sought out somebody
that | trust in a clinician, whether that’s an OT, psychologist, a
mental health nurse, or whoever it is. And I’ll talk to them about,
you know, what was brought up, how it affected me and have
that debrief session.” (FG4)

[In the example below a psychologist attended a session with a
peer worker and the psychologist found out more about how to
ask questions, which led to respect between colleagues and a
better understanding of the peer role]

“It's very much trust and respect for me. | remember one of the
services | was in, | was asked by a rather bombastic
psychologist if they could sit in on one of my family meetings
and | sort of hesitantly said yes, OK. And he sat there, almost
agog and at the end of it, when it all finished...he said, ‘Oh my
God, I've never thought of things like that. You know, the
questions that you've asked, can | use those as well?’...after
that he became...very much a confidante, much better. He
trusted me and respected my role, and | think that's what's so
very hard for peer workers to get in a clinical situation. And it's
not something that psychologists seem to. It's that we have to
prove ourselves before they'll give us the same respect that they
feel that they have and just, | just don't think they kind of see us
as on the same level.” (FG4)

“The issue of trauma is a really important thing for
psychologists to understand. Obviously, the people they’re
working with, but also around how peer workers might work
with people and respond. So pretty fundamental for the peer
worker, who may have experienced trauma as well.” (FG4)

o What peer workers would like
psychologists to understand

o The context that peer
workers work in

“..what | really want psychologists to know and then
understand is that peer workers are working in a system that
pathologises and stigmatises the tools of their trade...Peer
workers may present requiring an understanding of the physical
limitations they live with, and this requires a significant self-
care gaze and an understanding of the physical implications of
stress and fear. It can be helpful for some peer workers to
explore the structural context of their family violence. Peer
workers thrive on transparency. Ask the peer worker what they
want and need and that would be helpful to explore. There are
big emotions. This does not make the peer worker
unprofessional. If this occurs it may be that you have created a
safe place for the peer worker. The peer worker may be
experiencing psychological pain...this same pain also drives the
delivery of best practice peer work...peer worker will pick up on
assumptions made about their role...modern day pioneers of a
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o Userelationship
building skills

o Concern that
psychologists not be
threatened by peer
workers

transparent, compassionate, respectful, dignified, optimistic
practice...is powerful. The systems peer workers work in may
diminish that power and create the need to seek psychological
support, but the premise and delivery of best practice peer
work is powerful beyond measure. It is the system that has
brought the peer worker to you” (FG4)

“Psychology can help support people by listening and
validating.” (FG4)

“Tell the psychologist not to be frightened of peer workers
because a number of people that I’ve worked with who have
gone to see psychologists have actually stopped because they
wanted peer support. That was what was valuable to them.
That was what was healing for them.” (FG4)
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