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 PEER SUPPORT AND THE ROLE OF PEER 
SUPPORTER 

Definitions: 

For the purpose of this document the following terminology will be used: 

Peer Supporter: A Monash Doctor who provides peer support as a member of the Peer Support 

Program 

Peer: A Monash Doctor who seeks support from the Peer Support Program 

Peer Support Interaction: A meeting between a Peer Supporter and Peer 

WHAT IS PEER SUPPORT? 

 Monash Doctors’ Peer Support Program is a program for Junior Medical Staff (JMS) support provided 

by a trained group of fellow JMS who volunteer their time. It is just one of the many support 

program offered under Monash Care-The Mental Health and Wellbeing Strategy for Monash 

Doctors. 

 

 A Peer Supporter provides an empathic ear to a Peer who is struggling with a personal, training, 

work, health or other problem and helps them work through the problem and arrive at practical 

options for resolving it. The outcome of the interaction may be that the Peer is empowered to 

address the issue or a referral is made to an appropriate service for further management. 

 

 It is an adjunct to other support services provided internally like the Monash Health People Assist 

program or externally through organisations like the Victorian Doctors Health Program, beyondblue 

or the Australian Medical Association.  

 

 Peer Support is a confidential service. The names of participants are never recorded or disclosed 

unless: 

– There is a legal requirement to do so.   

– Such details are disclosed in the course of supervision or training of Peer Supporters where 

the details cannot be attributed to any individual involved 

– The person in question provides consent 

– There is reasonable belief that the person is in danger of inflicting harm upon themselves or 

others and that disclosure is required to avert the danger.   

 

WHAT PEER SUPPORT IS NOT? 

 Peer support is not a substitute for critical incident management or an Employee Assist Program.  

 

 Peer support is not a counselling service.  It is not therapy.  It is not a process whereby an individual 

is diagnosed.  It is not appropriate for the Peer Supporter to set up a dynamic where the core issues 

at the heart of the problem are explored in depth.  This should not be confused with the use of 

counselling skills.  A peer support uses some counseling skills but does not engage in the counselling 

process.   
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 Peer support is not mediation where the employee is brought together with the person they claim is 

‘causing the issue’ in order to try to resolve the matter.   

 

 Peer support is not an investigative process where the Peer Supporter seeks to uncover facts behind 

allegations and seeks out alleged perpetrators, i.e. bullying. 

 

 A Peer Supporter is not an HR professional, making decisions that are within the remit of HR such as 

training or performance management related decisions that impact the employee.   

 

 A Peer Supporter is not an advocate for the employee.  The Peer Supporter does not “take up their 

cause” and put forward a case to HR or management on behalf of the employee. 

 

 A Peer Supporter takes on the role to empower the employee, not to take responsibility and be a 

‘fixer’.   

 

 

 

 

Discussion point:  

Most of these things I’m not supposed to do as a Peer Supporter sound like pretty good things to do.  

Why is not a good idea to do them?  How will I know if I am stepping over the line?  
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HOW WILL THE PEER SUPPORT PROGRAM AT MONASH 
HEALTH WORK 

 A Peer Support Governance Committee will oversee and monitor the Peer Support Program 

 The Peer Support Program Coordinator will be responsible for supporting the Governance 

Committee and the day to day operations of the program 

 A group of trained coaches will provide support for the Peer Supporters. This support will include 

regular meetings, ongoing training, advice on specific issues that may arise while providing Peer 

Support, debrief following Peer Support interactions and managing any other concerns that the Peer 

Supporters may have. 

 Peer Supporters will be recruited through a voluntary expression of interest  

 Peer Supporters will receive a 3 hour formal training and ongoing CPD during the year. Refresher 

training will be held annually. 

 Peer Supporters will be required to be familiar with the Peer Support procedure 

 Access to Peer Supporters will be through the Monash Doctors Peer Support web page where the 

email contact, photo and a short bio of the Peer Supporters will be displayed. 

 Access may also be through referral from the Coordinator, the Monash Doctors Wellbeing Officer 

and other support and pastoral care roles in the organisation. 

 Occasionally Peer Supporters may offer their services directly to a Monash Doctor who they come 

across during their work.  

 When a Peer Supporter gets a request by email they will be expected to acknowledge the email as 

soon as possible and arrange to make contact within 24 hours. 

 If they are unable to make contact then they will be expected to refer to another Peer Supporter or 

let the Monash Doctor Wellbeing Officer know who will arrange for another Peer Supporter or make 

contact themselves. 

 After the contact the Peer Supporter will maintain an Peer Support interaction log which documents 

the issue for which the referral was made and the outcome. The identity of the Peer will not be 

documented. 

 Depending on the issue one or more contacts may be required. It is recommended that after the 

contact the Peer Supporter makes a follow up contact with the Doctor in 3-4 weeks or earlier before 

final closure is made. 

 

CRITICAL SUCCESS FACTORS IN PEER SUPPORT PROGRAMS 

 Peer Supporters who: 

– are clear in their role, committed to the role, and able to maintain their skills and knowledge 

to the required level. 

– execute the skills and follow the prescribed methodology competently. 

– activate other support avenues such as EAP at the right time understand their obligations 

regarding confidentiality and reporting and make good decisions in accordance with these 

obligations   

– can access a comprehensive database of additional quality resources they can refer 

employees to 

 Ongoing support from the organisation’s leaders including the allocation of sufficient resources 

 Clear, well communicated and accepted policies and procedures 
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 An adequate number of Peer Supporters with the right fit for the role selected following an effective 

marketing, recruitment and selection campaign 

 A well-coordinated program administration team who communicate effectively with the peer 

support community, match Peers with Peer Supporters appropriately and resolve issues quickly 

 The availability of a coach who can advise Peer Supporters at short notice at any time 

 A comprehensive and regular training and CPD program 

 Regular meetings for Peer Supporters to debrief and check in         

 

BENEFITS OF PEER SUPPORT – IN THE WORKPLACE 

 An additional form of employee support giving employees greater choice of support options 

(preferred alternative to counseling/formal EAP for many people) 

 Positive impact on morale and culture  

 Improved communication between employees 

 Reduction of stress, improvements in resilience 

 Supporters build skills and increase work satisfaction 

 Increase in employees initiating the process of seeking help (sometimes co-workers can be most 

influential in encouraging someone to seek help) 

 Supportive relationships in the workplace have also been found to explain a high proportion of the 

variance in job satisfaction, particularly among workers in high stress jobs (Ducharme & Martin, 

2000)  

 Peers tend to be highly accepted by other employees when offering support.  

 Peer support can be cost effective and contribute to increased job satisfaction for staff who have the 

opportunity to use and extend their skills (MacLochlainn & Ryan, 1994).    

 

WHEN DO PEOPLE NEED SUPPORT? 

People may need support following a clear cut incident that has caused them distress. These may 

include bereavement, divorce, failed exam, involvement in a clinical incident, involvement in a 

workplace altercation or just an overwhelming day at work.  

Soon after a clear cut incident the person may show range emotional or behavioral reactions which 

may require reasonably urgent support.  Usually the support at this time should come from whoever is 

in the immediate surroundings of the person. If there is serious risk to the person’s safety then the 

senior most person in the area will take the necessary action which may include getting immediate 

help from emergency services and escalation as required. Usually it is expected that Peer Supporters 

will not be required to deal with such emergencies. However once the emergency is over some of 

these people may be referred or may access Peer Support.  

At other times there may not be a clear cut incident but a long term or chronic issue related to health, 

work or personal life that they finally decide to talk to someone about. It could be that the person is 

struggling with life’s normal challenges and decide to take action to relieve their distress and seek 

peer support electively.   

In summary, Peer Supporters may find themselves assisting a person whose needs arise as a result of 

their reaction to an event or due to a long standing problem not associated with a specific event.   
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WHAT IS INVOLVED IN A PEER SUPPORT INTERACTION  

On receiving a request the Peer Supporters must undertake the following 
 

Make Contact   

The first role of the Peer Supporter is to make contact with the Peer at an appropriate time.  On some 

occasions the appropriate time will be immediately following notification of a request or very soon 

thereafter.  In non-urgent situations it may be the next day.  

Engage 

A Peer Supporter’s role is to make an initial connection with the Peer in a manner such that the 

employee feels safe and confident that they will be heard, understood and that the Peer Supporter 

will act in their best interests.    This will involve listening actively, showing empathy and respect, 

being nonjudgmental and allowing adequate time for the interaction.   

Assessment  

During contact with the Peer the Peer Supporter should use open ended questions like “How can I 

help you?”, “What have you done so far about this matter?”, “How do you feel?”, or “What do you 

think should happen now?” to ascertain what the needs of the Peer are.  For some it may be the need 

to simply talk through a particular issue.  For others, their words or behavior may indicate the need for 

other forms of assistance.  It is important to stress that it is not the role of the Peer Supporter to 

diagnose the “condition” of the employee.  Instead the focus should be on determining what course of 

action should be taken based on the observables - words, behavior, appearance etc. of the Peer.  

Particular note should be taken of the nature of the issues raised, the level of risk and/or crisis 

assessed, and the Peer Supporter’s assessment of their own skills and capacity to meet the 

employee’s needs.   

Support 

Based on the assessment of the needs the Peer Supporter can provide the appropriate support which 

may be 

– Just listening and helping the Peer to vent 

– Helping the peer to work through the issue and arriving at a range of actions that they might 

take 

– Identifying for the peers the range of supports that are available for the issue at hand. These 

could be their own GP, their supervisors, the Monash Doctors Wellbeing Officer, Medical 

Education Officers, The Victorian Doctors Health Program, Monash Health People Assist 

program, beyond blue, online resources etc. 

The emphasis is on providing practical as well as emotional support and empowering the employee 

to develop an action plan to meet their particular needs. 

 
Referral 

Some interactions will require referral for definitive management which may be to the Employee 

Assist Program, the Victorian Doctors Health Program, to various educational services provided by 

Human Resources or Monash Doctors Education, to a General Practitioner or a Psychologist etc. Most 

of the time the Peer should be encouraged to self-refer to these programs but at times the Peer 

Supporter may have to make the initial phone call and help the Peer get in touch with the service.  
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For information on the various skills used in Peer Support Interaction see Appendices 
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SCENARIO 

 

You walk into the cafeteria and see your colleague, John, with his head in his hands. He hears you walk 

in and looks up, and you notice that his eyes are bleary, as though he’s been crying. He hasn’t been 

acting himself the past couple of days.  

What do you do? 
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APPENDIX 1: ETHICAL ISSUES 

1. MANAGING BOUNDARIES 

a. Confusing professional and voluntary role 

There are limitations to the role of Peer Supporter.  The role is very different to the role played by a 

psychologist, doctor, advocate or manager.       

 A senior registrar in a role of Peer Supporter who hears a Peer who is their junior talking about a 

clinical error that they made should resist the urge to teach them or tell them what they should 

have done.  

 A doctor in the role of Peer Supporter who suspects the employee has depression should avoid 

attempting to diagnose the Peer and avoid seeking commitment to explore the underlying issues. 

The Peer Supporter needs to recognise the differences between their role as Peer Supporter and other 

roles they play in the organisation, and act within the boundaries of the Peer Supporter role when 

operating as Peer Supporter.  The Peer Supporter also needs to recognise how being a Peer Supporter 

may create unforeseen limitations in appropriately carrying out their professional role, i.e. the need 

for the a Peer Supporter  to maintain confidentiality when a Peer admits to regular substance abuse 

while at work   potentially creating conflict with the Peer Supporter’s legal duty of mandatory 

reporting to AHPRA.  

 

Discussion point:  

Everyone has a professional role and Peer Supporter role so the potential for a dual relationship and 

confusing the professional and peer support role exists for everyone doesn’t it?  How do I best ensure 

this situation does not eventuate?   
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b. Taking responsibility vs. empowerment 

The dangers of the Peer Supporter taking responsibility from the Peer: 

1. Peers become dependent on the Peer Supporter, lose confidence and fail to develop problem 

solving skills 

Taking responsibility out of the Peer’s hands and trying to solve the issue yourself creates learned 

helplessness.  What this means is that the Peer Supporter, by taking control, unwittingly sends a 

message to the employee that they do not have the ability or will to help themselves.  The employee 

fails to gain the confidence and skills required to resolve future problems and as such learns to 

become helpless and in need of someone else to help them at each turn.  This someone may be the 

Peer Supporter and as such the employee may begin to seek out the Peer Supporter on a more 

constant basis creating an unwanted, unnecessary, and most importantly unhelpful burden on the 

Peer Supporter’s time.       

2. The unique needs of the employee are not addressed and the employee feels ignored and betrayed 

When a Peer Supporter takes responsibility for the employee’s issues he/she effectively decides 

he/she has the answers and may ignore the point of view of the employee in question.  This can make 

the employee feel they have not been acknowledged and understood which is often more important 

than the outcome.  Not only can this lead to an outcome the employee did not want but it can 

exacerbate the emotional trauma as the employee may feel further disconnection and distrust.     

3. The Peer Supporter suffers stress, burnout and loses objectivity and clarity  

When a Peer Supporter takes responsibility for the employee’s issues he/she is often doing so because 

he/she wants a particular outcome for their own personal reasons.  As such the situation may become 

hijacked as a crusade for their own cause.  At other times the Peer Supporter may simply be looking at 

the situation from an unhelpful perspective – believing their role is to secure an outcome for the 

employee, rather than guiding the employee through a process whereby the employee gains skills that 

will help the employee resolve current and future problems.  Once the Peer Supporter takes 

responsibility in either manner, he/she becomes emotionally invested in the outcome.  He/she can 

become fearful that the desired outcome will not be achieved and lose objectivity and clarity, blinded 

by their ‘rightness’ in the situation.  The Peer Supporter can also become tired and stressed, feeling a 

burden of liability for securing an outcome that rescues the employee from the situation.   

Why empowering and creating independence is the best outcome? 

The reverse of taking responsibility is empowerment.  A Peer Supporter is empowering when he/she is 

focused on raising Peer’s awareness, encouraging their acceptance of responsibility and motivating 

them to take action.  Rather than focusing on the outcome, the empowering Peer Supporter is 

focused on process and development.   

Process: the empowering Peer Supporter accepts that if real change is to happen it is far more likely to 

occur if the Peer drives it.  It therefore follows that the Peer Supporter is simply a facilitator, guiding 

the Peer through the steps but letting them determine what action is taken at each stage.   

Development: the empowering Peer Supporter is interested in enabling the Peer to gain the 

knowledge and skills to solve problems on their own in future.  As such it is important that the Peer 

Supporter gives the Peer that opportunity.  The outcome in the current situation therefore becomes 

secondary to skill and knowledge development.  The Peer may fail on this occasion but at least they 
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have learnt that they do have the competence to take action, and with encouragement they will keep 

trying until they do succeed.      

 

Reflection and Discussion point: 

Reflect on your own style of interaction with others.  Do you tend to take charge and fix things or do 

you tend to empower others to solve their own issues?  If the former, what could you do to take more 

of an empowering role as Peer Supporter?  

 

 

c. Transference and countertransference 
 

In a therapy context, transference refers to redirection of a patient's feelings for a significant person 

to the therapist. Transference is often manifested as an erotic attraction towards a therapist, but can 

be seen in many other forms such as rage, hatred, mistrust, extreme dependence, or placing the 

therapist in a parental role or even god like status. Countertransference is defined as redirection of a 

therapist's feelings toward a patient, or more generally, as a therapist's emotional entanglement with 

a patient. There are two important things a Peer Supporter needs to note in relation to transference 

and countertransference.  The first is that when a person seeks support, some of the responses you 

provide to the Peer during a discussion may trigger counter-responses from them.  Although these 

counter responses are directed at you they often reflect the Peer’s unresolved issues with others.   

Secondly, when you receive these counter-responses they may trigger further counter-responses in 

you as a Peer Supporter.  These counter-responses may reflect issues that you have not resolved.  The 

key to being a successful Peer Supporter is the ability to recognise these issues and ensure they are 

not introduced into the peer discussion, but dealt with separately.       
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Discussion point:   

Transference and countertransference seems like something a psychiatrist or psychologist 

experiences.  How relevant is it to peer support? Does this mean I need to go through counseling 

myself to sort out any issues I might have?  

 

d. Dual relationships 
 

Dual relationships exist when a practitioner has two relationships with their client.    The potential 

exists for Peer Supporters to end up in a dual relationship with a Peer in the form of Peer Supporter-

training supervisor.  The problem with dual relationships is that the existence of both relationships 

simultaneously can undermine their effectiveness.   
 

Before a person takes on the role of Peer Supporter one should examine where the potential for dual 

relationships exists.  It may be best in this instance to decline the Peer Supporter role.   

e. Managing friendship and the peer support role  

In any Peer Support Program there is the potential for friends to end up in a Peer Supporter-Peer 

relationship or for a Peer Supporter-Peer relationship to become a friendship.    
 

In the former situation it may be advisable for Peers to seek out as Peer Supporters they believe they 

have or are likely to have a rapport with, but with whom they are not close friends.  There is nothing 

to stop that person confiding in a close friend, however, it would be advisable that this happen outside 

the Peer Support context.     
 

Where a Peer Supporter-Peer relationship begins to resemble a friendship the option exists for the 

Peer to seek out a different person as Peer Supporter and interact with the former Peer Supporter 

outside of the Peer Support context only.  Another option is for the Peer Supporter to communicate 

clearly which ‘hat’ he/she is wearing when interacting with his/her friend.  If the Peer Supporter 

senses that the friend is seeking them out for support it is advisable for the Peer Supporter to clarify 

with the friend whether the assistance sought is as Peer Supporter or as friend.  Clarifying which hat 
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one is wearing at any time and staying true to enacting the appropriate behaviours of each hat is a 

requirement to continue effectively being a friend and Peer Supporter at the same time.       

 

Discussion point:   

I thought peer support was supposed to be about building relationships?  It sounds like I need to keep 

a certain “professional” distance from most people so it does not compromise my ability to be their 

Peer Supporter.  How is that going to work? 

 

2. MAKING REFERRALS 

A Peer Supporter should encourage a Peer to seek professional help or refer a Peer to a professional if 

they have assessed the situation and formed a reasonable judgement that the Peer may benefit from 

professional input. Referrals to a GP, Specialist, Employee Assist Programs, Victorian Doctors Health 

Programs, Monash Health Wellbeing Officer could be made.  

 

Having the knowledge and skill to make a referral is a great asset. If a Peer Supporter refers an 

individual on to professional help, they may feel that they have failed in their helping role. However, 

this is not the case at all. Part of being an effective Peer Supporter is the ability to identify a problem 

and find the appropriate support. Although Peer Support is not intended to manage or detect people 

at risk of suicide, Peer Supporters may come across Peers about whom they are concerned. 

How to refer 

 Be genuine and non-judgemental 

 Choose your words carefully. Do not say “you need to see...” or “you must talk to...” 

 Be honest. Tell the person why you are not the best person to talk to, or why someone else might 

be better able to assist. 

 

 

 

 

 

 

 

 

 

 

“You might 
like  
to talk with…” 

 

“You might find 
 it helpful to…” 

“Have you 
considered 

 speaking with…” 

“One constructive approach to 
working through this problem may 

be to…” 
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SCENARIO 

 

When Michael arrives for a peer support meeting, he looks exhausted and worn out, which is out of 

character. After two weeks of this same pattern, you approach him to see if you can be of any help.  

Using open questions, active listening and showing genuine concern for Michael’s wellbeing, you show 

support for Michael. He confides in you, telling you that he’s had a bad week at work with a number of 

major critical incidents that he has had to manage. He feels traumatised. To complicate his grieving, 

he is experiencing a rocky relationship with his wife and has started drinking more frequently as a way 

of coping with the stress. 

  

You sit and talk with him, but realise you can best help by making a referral.  

Role play your referral with a partner 

 

Reflection: 

– How did you find making a referral? 

– Was it difficult, easy, what you expected? 

– What do you feel you did well? 
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3. CONFIDENTIALITY 

What does confidentiality in the context of peer support mean?   

 Confidentiality means not disclosing any of the details of any peer discussion to anyone at any time 

including after the Peer Supporter-Peer relationship has concluded.  Disclosure is permissible in the 

following circumstances: 

– There is a legal requirement to do so.   

– Such details are disclosed in the course of supervision or training where the details cannot 

be attributed to any individual involved 

– The person in question provides consent 

– There is reasonable belief that the person is in danger of inflicting harm upon themselves or 

others and that disclosure is required to avert the danger.   

 It means ensuring all reasonable measures are taken to avoid the identification of any person in any 

or all Peer Support reports and/or discussions.   

 When disclosing information a Peer Supporter should disclose only that information which is 

necessary to achieve the purpose of the disclosure, and then only to people required to have that 

information.  

 

Why is confidentiality so important? 

The sustainability of a peer support program is based, amongst other things, on its ability to uphold 

the principle of confidentiality at all times. Peers will only open up to Peer Supporters if they feel 

assured that all details of their discussion will remain private. If that confidence is shattered then 

Peers will seek other avenues of support and the peer support program will no longer be functional.       

General Behaviour Expected of a Peer Supporter 

Peer Supporters are required to remain mindful of what they express in public.  Flippant comments 

about colleagues, broadcast of opinions or biases, criticism and judgment of other may erode trust in 

the ability of the Peer Supporter to effectively and objectively provide Peer Support and may also 

undermine the integrity of the program.  

 

Breaching confidentiality 

 

Discussion point:   

 

– Under what conditions am I required to breach confidentiality?   

 

– Who would I disclose to?   

 

– Am I required to advise the person that I am about to break confidence? 
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– Are some health professionals required to breach confidentiality in certain circumstances 

whilst other professions are not required to do so?  What implications does this have for 

peer support?   
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ACTIVITY 

 

Scenario 1 – advising a Peer of the need to break confidentiality 
 

You are required to break confidentiality due to your belief that there is a reasonable chance this 

person will harm themselves or others.  You’ve decided to inform the person.  What do you say to 

inform them that you are about to breach confidentiality?  What will you do if this makes them angry?  
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CASE STUDIES 

Managing boundaries 

 

Case Study 1 

A doctor has sought you out as a Peer Supporter and on the first occasion discussed the pain of a 

relationship breakdown.  Now the doctor keeps seeking you out for your opinion on a range of issues 

including multiple times on the same issue.  You are worried that this person is not taking 

responsibility for their own decisions and you’re annoyed because many of the decisions are not 

tough ones but simply require common sense.  What do you do?  

 

Case Study 2 

A colleague of yours, Jack, has sought you out as a Peer Supporter and you have had a couple of 

discussions. In those discussions he raised anxiety about his potential addiction to prescription 

medications.  A couple of weeks on, you are asked to assist a clinical audit of discharge summaries and 

find several discharge summaries prepared by Jack significantly below  the expected standard and 

missing critical information that may jeopardise patient safety. Given what Jack has told you about his 

addiction, you believe it’s highly likely that it is impacting his ability to do his job properly.  What do 

you do?      
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Case Study 3 

You are a Peer Supporter and a doctor comes to you for support.  She is quite distressed as a result of 

some marital difficulties.  You soon discover that she is married to a work acquaintance you only see 

occasionally.  You joined the dots when the work acquaintance asked you to a group lunch.  You are 

unsure about whether you should be attending.  You are concerned that the doctor will see your 

attendance as support for her husband and cause her distress.  What do you do?        

 

Confidentiality  

 

Case Study 1 

A doctor makes contact with you in the context of your role as Peer Supporter to discuss his bouts of 

depression.  During the discussion the doctor talks about how his depression makes it very hard to 

concentrate.  Given the nature of his role you are concerned that his failure to concentrate could 

cause harm to a patient and may even result in a fatality.  What do you do?   
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Case Study 2 

You are a senior Fellow about to become a consultant next year. A Peer has told you in the context of 

your role as Peer Supporter that she has been the recipient of severe bullying behaviour by a senior 

doctor who is also your boss.    The Peer is scared that if the senior doctor finds out she’s been 

speaking with someone about it she will fail the term...  You have worked closely with the senior 

doctor for a long time, and you are concerned this knowledge will constantly be on your mind and 

make it hard for you to work with him.  Soon after hearing about the bullying you are approached by a 

HR manager asking you for an opinion on the senior doctor’s behaviour as HR is investigating a 

complaint of bullying against him. You know that this is a different instance and not related to the case 

of your Peer. What will you do? 

 

Case Study 3 

You are having a discussion with a colleague in your role as Peer Supporter when he tells you he has 

previously had thoughts of suicide.  He says he is feeling well today and that on most days he feels 

positive about his life but that on other days he has thoughts of ending it.  He says she just wants to 

chat with you but you are starting to feel quite concerned as you are unsure as to whether you should 

be alerting someone to his thoughts of suicide.  What do you do?        
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Case Study 4 

You are a Peer Supporter and you are meeting with a colleague, Liz, at a coffee shop nearby.  Liz tells 

you about the problems she is having with her teenage daughter.  According to Liz the daughter is 

often moody, swinging between aggression - which includes throwing things and yelling, to being 

totally distant - which involves being away from home days on end.  As you are talking about the issue, 

the daughter arrives in the coffee shop and sits down uninvited next to her mother.  Liz continues to 

talk about the trouble her daughter is causing.  It’s at that point that the daughter begins crying and 

tells her mother that her stepfather is regularly hitting her and shows you a bruise on her arm.  The 

mother denies this, accusing the daughter of telling lies.   What do you do?  
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 MY ROLE AS PEER SUPPORTER 
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APPENDIX 2: PEER SUPPORTER SKILLS 
 

1. PSYCHOLOGICAL FIRST AID 

Psychological first aid as a ‘humane, supportive response to a fellow human being who is suffering and 

who may need support’. Psychological first aid is an approach to helping people affected by an 

emergency, disaster or traumatic event. It includes basic principles of support to promote natural 

recovery. This involves helping people to feel safe, connected to others, calm and hopeful, access 

physical, emotional and social support, and feels able to help themselves. Psychological first aid aims 

to reduce initial distress, meet current needs, promote flexible coping and encourage adjustment. 

Psychological first aid is useful as the first thing that you might do with individuals or families following 

a disaster. It is most widely used in the first hours, days and weeks following an event. Psychological 

first aid is based on an understanding that people affected by disasters will experience a range of early 

reactions (physical, psychological, emotional, behavioural). These reactions may interfere with their 

ability to cope. These reactions are normal and understandable given people’s experiences. Recovery 

may be helped by psychological first aid. 

A small part of an affected population will require further mental health support to assist recovery. 

But most people recover well on their own or with the support of compassionate and caring disaster 

workers, family and friends. 

Psychological first aid has a long history, but has become more popular following research showing 

the dangers of critical incident stress debriefing.  Since 2002, psychological first aid has been 

recommended as a key part of the provision of psychosocial support following disasters. It is the 

recommended approach by the Australian Psychological Society in dealing with the recent Queensland 

floods.   

Psychological First Aid has a number of core principles.  These include: 

 Attending to immediate needs – physical and emotional  

 Providing a helpful, compassionate response 

 Making sense of circumstances 

 Ensuring the safety and stabilization of participants 

 Empowering participants to take responsibility and action 

 Linking participants to information, services and social networks 

 Providing participants with space to process things at their own pace 

 Being flexible to assist according to individual needs  
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QUIZ 

 
Which of the following would be actions that would be considered appropriate psychological first aid 
responses? 

A. Calling an employee’s family to come and pick up a distressed employee 
B. Advising the employee’s manager that the employee needs compassionate leave for personal 

reasons 
C. Accompanying an employee to confront a bully 
D. Visiting the employee’s home after work hours at the employee’s request 
E. Calling a safe house to find emergency accommodation for the battered wife of an employee 
F. Giving advice in response to such a request 
G. Disclosing a person’s threats to harm themselves to the police    
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2. COMMUNICATION AND LISTENING 

Peer Supporters will be most effective in their role when they understand and use appropriate 

communication techniques. There are four basic styles of communication: 

 

1. PASSIVE COMMUNICATION is a style in which individuals have developed a pattern of avoiding 

expressing their opinions or feelings, protecting their rights, and identifying and meeting their 

needs. Passive communication is usually born of low self-esteem. These individuals believe: “I’m 

not worth taking care of.” 

As a result, passive individuals do not respond overtly to hurtful or anger-inducing situations. 

Instead, they allow grievances and annoyances to mount, usually unaware of the build-up. But 

once they have reached their high tolerance threshold for unacceptable behaviour, they are 

prone to explosive outbursts, which are usually out of proportion to the triggering incident. After 

the outburst, however, they feel shame, guilt, and confusion, so they return to being passive. 

 

2. AGGRESSIVE COMMUNICATION is a style in which individuals express their feelings and opinions 

and advocate for their needs in a way that violates the rights of others. Thus, aggressive 

communicators are verbally and/or physically abusive. Aggressive communication is born of low 

self-esteem (often caused by past physical and/or emotional abuse), unhealed emotional wounds, 

and feelings of powerlessness. 

 

3. PASSIVE-AGGRESSIVE COMMUNICATION is a style in which individuals appear passive on the 

surface but are really acting out anger in a subtle, indirect, or behind-the-scenes way. People who 

develop a pattern of passive-aggressive communication usually feel powerless, stuck, and 

resentful – in other words, they feel incapable of dealing directly with the object of their 

resentments.  Instead, they express their anger by subtly undermining the object (real or 

imagined) of their resentments. 

 

4. ASSERTIVE COMMUNICATION is a style in which individuals clearly state their opinions and 

feelings, and firmly advocate for their rights and needs without violating the rights of others. 

Assertive communication is born of high self-esteem. These individuals value themselves, their 

time, and their emotional, spiritual, and physical needs and are strong advocates for themselves 

while being very respectful of the rights of others 

In order to build healthy relationships, we must learn to be assertive (i.e. to be clear, direct, and 

respectful in how we communicate). 
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Non-verbal communication 

Non-verbal communication refers to body language, 

and this is an important source of communication. By 

developing your awareness of the signs and signals of 

body language, you can more easily understand other 

people, and more effectively communicate with them. 

When communicating without visual cues, such as 

when you are talking on the phone, it becomes even 

more important to consider the impact of your verbal 

communication, as your words and tone of voice are 

the only source of the message for your audience.  

 
  

Research suggests 80-90%  
of communication is non-verbal 
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Positive Communication Model 

 

Active listening 

Active listening is when you make a conscious effort to hear not only the words that another person is 

saying but, more importantly, try to understand the complete message being sent. 

 Pay attention 

– Give the speaker your undivided attention, and acknowledge the message 

 Show that you’re listening 

– Use your own body language and gestures to convey your attention 

 Provide feedback 

– Reflect what is being said and ask questions to clarify 

 Defer judgement  

– Allow the speaker to finish each point before asking questions 

 Respond appropriately 

– Be candid, open, and honest in your response 

Active Destructive 

Quashing the event 

  

“That means more stress. I don’t envy 
you.” 

Active Constructive 

Enthusiastic support, asking for more 
details >>> leads to capitalising 

 
 

“That’s great news! Tell me more.” 

Passive Destructive 

Ignoring the event, changing focus to 
self 

  

“Listen what happened to me.” 

Passive Constructive 

Quiet, low energy support 

  
  

“Well done…That’s nice.” 
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3. QUESTIONING 

Taking a ‘curious not furious’ approach is a term coined to advance the position that interpersonal 

relationships are usually enhanced when we seek to understand and clarify rather than make 

assumptions and criticise.  Assumptions and criticism are more likely to create defensiveness and 

avoidance in the person seeking support.  They are a sure fire way to cut off any chance of reaching 

solutions through productive problem solving by the Peer.  The Peer is likely to be too emotional, 

focusing on the criticism and lack of understanding, to be ready to start working toward a solution.   

Showing genuine interest through the use of open questions is a great rapport building skill as we tend 

to warm to people who show interest in us and seek to understand us.  It is through questioning that 

we demonstrate our genuine desire to understand the person and once the Peer feels understood, 

only then will he/she proceed to the problem solving stage.  The questioning approach is also the key 

skill that enables the Peer to take responsibility for resolving their problems.  When we use 

questioning as the basis of our approach we ask the Peer what he/she believes is a good solution.  We 

don’t provide advice as that takes the responsibility away from the Peer. The Peer is more likely to 

follow through on enacting solutions he/she has generated him/herself.         

 

Closed Questions  

– A question that could be answered with “yes”, “no” or another single word.  

– Good for obtaining specific information and clarifying issues.  

But these questions do not encourage a person to talk openly and do not give adequate material to 

work on.  

 E.g. :  “Did you enjoy your holiday?” 

  “Was it expensive?”  

 

Open Questions  

– Give the person more freedom in answering.  

– They encourage longer answers, not just single words.  

These questions give a broader range of information on which to base the peer support process.  

Prevents the peer support sessions turning into an interrogation.  

 E.g.:  “How do you feel about your holiday?”   

  “What were some of the problems or difficulties you had?”  
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4. EMPATHY 

One of the most critical skills a Peer Supporter must demonstrate is that of empathy.  What most 

people seek from others is understanding, as opposed to solutions. The ability to (metaphorically or 

actually) stand side by side with someone and see what they see and demonstrate understanding 

without judgment, is a skill many greatly appreciate.  To demonstrate empathy properly we must be 

genuine and sensitive in our approach and focus our attention squarely on the other person’s 

perspective, showing the other person that we understand that perspective even if we don’t agree 

with it.  

Some tips for demonstrating empathy are: 

 Show genuine empathy  

 Be comfortable with silence 

 Listen attentively and carefully  

 Ask questions as necessary to clarify 

 Acknowledge grief, tears, and feelings 

 Express your concern and understanding 

 Eye contact, as appropriate, and open posture 

 Accept your peer’s feelings without judgement 

   

SCENARIO  

A workmate contacts you to tell you that she has been struggling with the embarrassment of being 

caught drink driving.  He was 4 times over the legal limit when he crashed his car into a light pole two 

days ago.  The police have charged him and he awaits sentencing.  He is incredibly anxious about what 

the verdict might be and he is highly embarrassed and doesn’t want to tell anyone.   You have always 

been outspoken about drink driving and bad driving behaviour.  How will you demonstrate empathy?       
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5. EMOTIONAL INTELLIGENCE 

When you have emotional intelligence you are able to monitor and understand your own and other 

people’s feelings and emotions, and you are able to modify your thinking and behaviour accordingly. 

Emotional intelligence will help you understand your Peer and their emotions. This is important 

because once you are able to read your peer’s emotions; you will be able to demonstrate empathy 

because you will understand their emotional state. It’s also important that you are aware of your own 

emotional triggers, and to learn to manage them. These triggers could be any number of things – your 

peer getting angry at you, a peer who doesn’t respond to you, or your peer not turning up to a 

meeting.  These ‘triggers’ may elicit an emotional response such as anger or frustration.  An important 

question becomes - why did that activating event trigger that emotional response?  

 

There are four key areas of emotional intelligence. Self-awareness and self-management refer to how 

you recognise and regulate your own emotions; social awareness and relationship management refer 

to how you recognise and regulate emotions in others.  

 

1. Self-awareness:  

– Self-awareness is the ability to recognise and understand your moods, emotions and drives 

as well as their effects on others. You can improve your self-awareness by consciously paying 

attention to your emotions. For example, next time someone says something that makes you 

angry, stop before you react and think about what it was they said that triggered your anger. 

Was it actually what the person said, or was it some underlying issue that their comment 

made you think about?  

 

2. Self-management:  

– Self-management is the ability to regulate your moods and redirect unwanted thoughts and 

emotions. Self-management also means you are able to suspend judgment to think before 

acting. You can practice self-management by becoming aware of your emotional triggers and 

learning to manage your reactions to them.  

 

3. Social awareness:  

– Social awareness is the ability to accurately pick up on emotions in other people and get 

what is really going on. This means understanding what other people are thinking and feeling 

even when it conflicts with your own feelings. Social awareness also refers to facilitating 

others’ awareness of their own emotions. It is what we think of when we talk about 

empathy.  

 

4. Relationship management:  

– Relationship management refers to the ability to use awareness of your own emotions and 

the emotions of others to manage interactions successfully. This is where the other three 

components of emotional intelligence come together.  
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6. GOAL SETTING 

Through the skills we have outlined above we have established the conditions for the Peer to take 

ownership of the problem and feel ready to identify solutions.  At no stage have we taken control of 

the situation.  We haven’t taken the power away from the Peer even though we have been actively 

engaged in the discussion.  We have skillfully prepared the Peer for goal setting and action planning.   

Goals should be SMART. That is, they should be Specific, Measurable, Attainable, Relevant and Time-

bound 

Specific –  The best goals are concisely stated and focus on a single end result. 

Measurable –  How will you track improvement in terms of time, cost, quality, impact, etc.? Focus 

on results that are measurable, not just on activities. 

Attainable –  Is the goal “doable” and achievable? 

Relevant –  Is the goal consistent with your current priorities and current resources? 

Time-bound –  When will you complete the goal? What intermediate steps need deadlines in order 

for you to accomplish this goal? 

 

SCENARIO 

A colleague seeks you out as Peer Supporter and talks about her feelings of isolation in the office. She 

is incredibly shy but desperately wants to make some connections in the office but says she doesn’t 

know what to say to people. Assuming you have suitably progressed the discussion to the goal setting 

and action planning stage… 

 What might be an appropriate goal for the employee to set?  How will you go about helping her set 

a goal? 

 What might be some appropriate actions she could take to reach that goal?  How will you go about 

helping her determine what actions she could take? 
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7. INFLUENCING 

Influencing involves using one’s personal or positional resources to affect another person’s thoughts 

or behaviours in a certain direction, without forcing them or telling them what to do.   

You don’t have to be in a position of power to be influential.  The ability to influence comes from the 

correct choice of influence tactic, skill level, and personal power, which are matched to a specific 

purpose, target, and context. These skills can be learned. 

There is no one correct way of influencing or one correct tactic to use in any particular situation.  

Some of the factors that impact on the technique or combination of techniques that we use depend 

on: 

 The individual we are trying to influence 

– For example we might use different tactics with someone we know to be highly analytical 

and stubborn, compared with someone who is submissive and likes to keep the peace. We 

might also use different tactics with someone who reports to us compared with when we 

seek to influence our manager.    

 The situation that we are in  

– We might use different tactics when we don’t have much time and an outcome is critical 

compared with a situation where change is less time pressured and critical.    

 What is the goal that you’re aiming for? 

– We might use different tactics when the goal is to convince someone to kick a habit as 

opposed to convincing someone to do you a favour.    

 How deeply do you want to influence others? 

– We might use different tactics when all we need to do is get compliance as opposed to 

needing to influence someone’s beliefs.      

 

Influence Tactics  
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Tactic Definition 

Empowerment Making others feel valued by involving them in decision making, and giving 

them recognition 

Interpersonal 

awareness 

Identifying other people’s concerns and positioning one’s ideas to address 

these concerns 

Bargaining Gaining support by negotiating a mutually satisfactory outcome; exchanging 

favors, sharing resources, making concessions 

Relationship 

building 

Taking the time to get to know others personally; to maintain friendly 

communications so that they will be inclined to support your ideas in the 

future 

Organisational 

awareness 

Identifying key people in your organisation, and getting their support. 

Knowing who the key influencers are 

Common vision Showing how your ideas support the organisation’s broader goals 

Impact 

management 

Choosing the most interesting, memorable or dramatic ways to present 

ideas, in order to gain people’s support 

Logical 

persuasion 

Using logical reasons, expertise or data to convince and persuade others 

Coercion Using threats, reprimands or pressure to get others to do what you want 

*Source: Based on the model of Influence Tactics by Hay Group (2007) 

 

 

Depth of influence 
 

Compliance - This level of influence refers to the behaviours demonstrated by the target – i.e. 

whether or not they comply with the request.   Often people who are compliant agree with the 

request, but feel indifferent about the outcome.   

 

Identification - A deeper level of influence than compliance, it involves the target understanding the 

request and the reasoning underpinning it.  If the target identifies with the request, they believe there 

is a good and valid reason for doing what they have been asked to do. 

 

Internalisation - The deepest level of influence.  This level addresses the target’s values and beliefs, 

and is demonstrated when the target truly holds the beliefs, values and attitudes associated with the 

request.  When internalisation has been achieved, the target is most likely to apply effort in meeting 

the request.   
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SCENARIO  

 

Consider the following scenario and plan your influencing approach. 

 

Scenario: A colleague comes to you in your role as Peer Supporter and advises you that his wife has 

just told him she wants a divorce.  He is highly agitated and distraught.  He feels utterly betrayed and 

angry, saying this has come out of the blue.  You sense that when the conversation is over he is going 

to visit his wife and will be at risk of violence.    

 

You’ve decided you need to use your influencing skills.  Use the planning approach below and 

answer the following questions.   

 The individual:  What do you know about this individual which might inform how you will try to 

influence them?  

 The situation: Does the situation warrant quick action?  Is the outcome critical?  

 The goal: Is the goal to prevent imminent action by the Peer or to influence the gradual adoption of 

new behaviours?       

 The depth of influence: Is this a one-off where gaining the Peer’s compliance is enough or does the 

person need to accept the need for change at an intellectual or even belief level?        

 Which influencing tactics will you use and why?  

 What might make it difficult to influence this person?  How could you prevent or manage these 

obstacles? 
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QUIZ 

 

Which of the following are appropriate actions for a Peer Supporter when interacting with an 

employee who has sought your services? 

a. Disclose your feelings about what the person is experiencing 

b. Disclose your personal experiences going through similar scenarios as the ones presented by the 

employee 

c. Empower the employee to take action 

d. Probe for as much detail and emotion as you can get from the employee because the more they 

talk now the better they will be in the long run 

e. Avoid all distractions and focus intently on the employee 

f. Reassure the employee that everything will be alright 

g. Always assist the employee with any request they make 

h. Provide adequate space for the employee to seek whatever support they believe they need at 

that time 

i. Demonstrate empathy and understanding 

j. Try to diagnose the employee’s condition so you can provide an accurate referral 

k. Avoid giving advice even when the employee asks for it 

l. Make notes of everything the employee says 

m. Encourage the employee to think of the positives in the situation  

n. Point out the unwise things the employee has done otherwise they won’t learn and make better 

choices in the future     
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8. CONFLICT MANAGEMENT 

What causes conflict? 

Conflict commonly occurs when people perceive that their needs are being thwarted by others or that 

their views and opinions are not being heard or valued.  

The following are some of the primary causes of frustrated needs and discontent in the workplace that 

have the potential to lead to conflict: 

 Role ambiguity 

 Perceived inconsistent or preferential treatment 

 Different values, beliefs and interests 

 Misunderstandings 

 Different personalities and communication styles 

 Poor performance 

 Limited information 

 Poor communication 

 Competition for limited resources 

 Reaction to change, and 

 Prejudice, ignorance and cultural differences. 

 

Some of these causes are systemic. If systemic issues such as role ambiguity, limited information, or 

poor performance management are identified but not addressed the morale of a team can be lowered 

and individual staff can feel increasingly helpless and angry. This creates fertile ground for 

interpersonal conflict. 

Conflict occurs in every workplace. In environments where ideas and innovation are valued and 

diverse groups and personalities work and interact together, conflict will also arise. Different needs, 

beliefs and views on how things can or should be done may arise within or across staff and have the 

potential to lead to conflict. 

 

Discussion point: 

What causes conflict in your organisation? 
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What is the role of the Peer Supporter in conflict management?  

 

The Conflict Continuum 

 

 

 

 

 

 

 

 

 
  

 

 

 

 

 

 

 

 

 

 

 

 

Adapted from  Lencioni (2002) 
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Conflict Escalation model 

 

 

 

 

 

 

 

 

 

 

 

 

Why conflict goes bad 

 Poor communication  

 Failure to demonstrate positive leadership  

 Lack of resources 

 Unrealistic expectations  

 Clash between behavioural styles or values  

 CHANGE 
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Conflict de-escalation model 

1. Identify the issue (separate it out from the people)  

2. Explore the issue – the needs and feelings of both parties: 

• Why do they feel this way?  What have they seen/heard? What assumptions might 

they have made? 

3. Generate solutions/options 

• Identify areas of common ground 

• Encourage solutions , don’t just tell them what to do 

• Support the selection of a solution and work with them to plan their action steps 

towards it 

4. Make agreements (be specific) 

 

Conflict resolution skills and interventions 

 Listening skills  Defusing skills 

 Negotiation skills   Organisational policy 

 Dispute management protocols  Mediation 

 Independent support structures  
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 MY ROLE AS PEER SUPPORTER  
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APPENDIX 3: UNDERSTANDING COMMON 
PSYCHOLOGICAL HEALTH CONCERNS 

THE A-B-C-D MODEL (BASED ON PRINCIPLES OF COGNITIVE 
BEHAVIOURAL PSYCHOLOGY) 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Discussion point:   

How can we use this model in the context of peer support? 

 

 

 

 

 

 

 

 

• The triggering event 
i.e Divorce, fight with colleague, job loss, bomb 
 

A = Activating 
situation or event 

• What you tell yourself about the event (your self-
talk)  
i.e divorce means I am a failure as a person 

B = Belief System 

• How you feel about the event based on your self-
talk,  
i.e guilty and worthless 

C = Consequence 

• what you do in response to the event,  
i.e withdraw, reframe - modify your expectations D = Do 
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1. EMOTIONAL AND PSYCHOLOGICAL TRAUMA 

Emotional and psychological trauma is the result of extraordinarily stressful events which can make a 

person feel helpless and vulnerable.  

If someone is already under a heavy stress load or has recently suffered a series of losses, they are 

more likely to experience trauma in response to a high stress situation. A prior traumatic experience 

also increases the likelihood that someone will experience trauma in future.  

Reactions to trauma can be emotional, psychological or physical. It is important for people to note 

that their responses to trauma are normal reactions and everyone reacts in different ways to trauma. 

 

2. GRIEF 

When a traumatic event like a death occurs, people must cope with the loss. The natural reaction is 

grief, which is best described as a natural response to loss. It is the emotional suffering you feel when 

something or someone important is taken away from you. The grieving process is a personal and 

highly individual experience, and there is no ‘normal’ timeline for grieving.  

Although experiences of grief are highly individual, reactions tend to be classified into the following 

categories: 

 Physical 

 Emotional 

 Thought patterns  

 

3. STRESS 

Stress is often described as a feeling of being overloaded, wound-up tight, tense and worried. 

Distress is a situation that can commonly occur when you are constantly working in emotionally 

challenging environments and it is important to note that that distress is not an abnormal feeling. 

 
Demands-control model of stress 

Demand refers to the amount of workload or responsibilities placed on a person. Increases in demand 

lead to increases to workload and pressure, which in turn can lead to increased stress. 

Control over one's work has a strong impact on perceived stress, with workers potentially becoming 

frustrated when there is low control. 

Combinations of high demand and low control result in high strain, which can equate to high levels of 

stress. Alternatively, high demand and high control jobs are labelled as active, a combination which is 

perceived to be most motivating and fulfilling for workers. 
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Demands-control model of stress 
 

 

 

 

 

 

 

 

 

 

 

Ways to manage stress levels include: 

  Avoiding unnecessary stress 

  Altering the stressful situation 

  Adapting to the stressor 

  Accepting the things you cannot change 

  Making time for fun and relaxation 

  Adopting a healthy lifestyle 
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 APPENDIX 4: MENTAL ILLNESS 

DEALING WITH MENTAL ILLNESS – OUR ROLE AS A PEER 
SUPPORTER 

Note:  Information about mental i l lness is  provided from a lay person’s 

perspective. As a Peer  Supporter you are not expected to diagnose and treat 

mental i l lness in a Peer.  You are expected to provide support for the problem 

they have come to you with.  I f  during the interact ion for another problem 

you suspect that the Peer is  showing signs of mental i l lness then i t  is  best to 

explore it  further and assist  them to formulate a plan to address it  which 

may include seeking professional help.  

 

Discussion point:   

A person’s distress or reduced capacity could be due to any number of things.  Do I need to identify 

the cause of the distress or reduced capacity? For example, what if someone is suffering from 

schizophrenia?  If I don’t know that won’t that impact on my ability to provide support?      

 

 

The following points are important for a Peer Supporter in dealing with a person who is suffering from 

a mental illness: 

– Those suffering from mental illness are no more violent or dangerous than the general 

population.   

– Many who suffer from mental illness make a full recovery.  There are differing degrees of 

severity of mental illness and whilst many suffer serious disruption to their functioning, 

others can function with little or no observable impact.  

– Mental illnesses are not all the same.  Even the same mental illness can have different 

symptoms, i.e. many people with schizophrenia may hear voices, while others may not.      

– Mental illness exists when one suffers from symptoms for a significant period of time and 

the symptoms impact on functioning in day to day life.  A person may experience some 

anxiety about an upcoming event or may experience sadness for a short period of time with 

limited impact on functionality.  These alone are not sufficient to constitute mental illness.  It 

is therefore important that when someone sees a person exhibiting some symptoms 
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associated with a mental illness, that does not necessarily mean the person is suffering from 

a mental illness. 

– Many people who suffer from mental illness have symptoms of more than one.  As an 

example some suffer from both anxiety and depression.   As an example, the symptoms of 

OCD can limit a person’s ability to participate and enjoy things on an ongoing basis.  The 

ongoing nature of the illness can make those with it feel trapped and as a result they 

become both depressed as well as anxious.   

 

Distinguishing between sadness, grief, depression and anxiety 

Sadness 

 there is usually a specific reason one can point to that is causing the lowered mood 

 is a natural feeling in response to our perception of events 

 is a transient feeling, it exists for a relatively short period of time 

 usually does not impact functioning for very long if at all  

 sadness can be quite tolerable, and at times a pleasant experience as your mind goes through a 

process of dealing with an issue before resuming to one’s usual mood 

 

Grief 

 Is a natural process that one goes through following the loss of something or someone 

 Is the mind and body’s way of dealing with the loss and allowing the loss to be processed so that one 

can move on to living effectively without the thing or person    

 Sadness may be one of many emotions that one experiences when grieving.  Others may include 

anger, emptiness, loneliness and hopelessness, to name a few   

 Is a process that can go on for a lengthy period of time and may affect some people’s functioning 

whereas others may be able to carry on seemingly unaffected 

 People may experience grief in different ways 

 People can grieve the loss of what was – losing a friend or a job – and what never was but might 

have been – unable to conceive, not able to pursue a career due to disability     

 

Clinical depression 

 sometimes there is no specific reason one can point to that is causing the lowered mood OR the 

cause/s may be complex and require significant analysis to understand 

 is not a natural feeling and can be far more unpleasant and painful than sadness 

 tends to be a prolonged lowering of mood 

 can have significant impacts on functioning 

 is far from enjoyable and can be accompanied   

– deep low moods that persist 

– anxiety, restlessness, irritability  

– Feelings of hopelessness, emptiness and pessimism  

– Feelings of guilt, worthlessness, helplessness  

– Loss of interest or pleasure in things 

– Decreased energy, fatigue, insomnia, oversleeping  
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– Difficulties with concentration, memory, decision making  

– Persistent physical symptoms that do not respond to treatment, such as headaches, 

digestive disorders, and chronic pain.  

– Thoughts of death or suicide; suicide attempts  

Anxiety  

There are different types of anxiety disorders. The five most common are: 

– Generalised Anxiety Disorder (GAD) – a person feels persistently anxious on most days, over 

a period of six months or more.  The anxiety focus does not have a specific target and skips 

from one issue to another. Usually the person feels distressed by the extent of their worrying 

and finds it hard to switch off their anxious thoughts.  Its symptoms can include insomnia, 

restlessness, irritability and problems concentrating.  Often people become worn out, tired 

and preoccupied with worrying concerns.  Over time, it is common for the person to become 

hyper-vigilant to non-existent threats.   

– Phobia – a person feels very fearful about a particular object or situation and may go to 

great lengths to avoid the object/situation. Examples include fear of attending a social event, 

having an injection or travelling on a plane. 

– Obsessive Compulsive Disorder (OCD) – a person has ongoing unwanted and intrusive 

thoughts and fears which cause anxiety and can be relieved in the short term by carrying out 

certain behaviours or rituals.  For example, a fear of germs and contamination causing harm 

to others can lead to constant washing of hands and clothes.  At other times people are 

plagued by a particular thought that is unwanted, intrusive and constantly present but there 

is no clear behaviour that can provide any short term relief. The thought can become ever 

present causing a great deal of distraction and constant anxiety.       

– Post-Traumatic Stress Disorder (PTSD) may occur any time from one month after a person 

experiences a traumatic event (e.g. war, assault, accident). Symptoms can include difficulty 

relaxing, upsetting dreams or flashbacks of the event, and avoidance of anything related to 

the event. 

– Panic disorder – a person has panic attacks, which are intense, overwhelming and often 

uncontrollable feelings of anxiety combined with a range of physical symptoms. Sometimes, 

people experiencing a panic attack think they are having a heart attack or are about to die. 

 

Schizophrenia, bipolar disorder and psychosis  

Bipolar disorder - People with bipolar disorder suffer highs and lows.  The highs – mania – can be 

experienced as being in very high spirits, feeling terrific and invincible whilst others can be irritable 

and aggressive.   In a state of mania, the mind works much faster than usual with speech more 

frequent and rapid, energy high and activity and plans abundant.  Over confidence can lead to poor 

judgment with serious consequences, i.e. gambling or spending sprees leading to huge losses.  The 

lows – depression – are as described above.   

Psychosis - Psychosis involves a loss of contact with, or distortion of, reality, which may include 

hallucinations or delusions, disorganisation of thought and lack of insight. These symptoms may cause 

difficulties in social situations and inability to cope with day-to-day living requirements.   There are 

several psychotic disorders including: Schizophrenia, Schizoaffective disorder, Schizophreniform 
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disorder, Brief psychotic disorder, Delusional disorder, Shared psychotic disorder, Substance induced 

psychosis, and Psychosis due to a general medical condition. 

 

Schizophrenia - Schizophrenia is an illness which affects the normal functioning of the brain, 

interfering with a person’s ability to think, feel and act.  Whilst some recover completely, others 

experience its distressing symptoms and disability for years.  A person suffering from schizophrenia 

does not have multiple personalities.  The symptoms can include a) disordered thinking where 

everyday thoughts become confused and scrambled, b) delusions - a false belief not held by others of 

the same cultural background, and c) hallucinations, where the person sees, hears, feels, smells or 

tastes something that is not actually there, i.e. hears voices which no one else can hear.  

Here’s a checklist for when something is not quite right: 

http://www.sane.org/images/stories/information/factsheets/1007_info_21snqr.pdf 

 

Drugs and Alcohol 
 

Signs and symptoms of problematic drug and alcohol use: 

 Physical appearance – eyes red, glazed, dilated and/or lifeless, weight loss or gain, change in 

dress or lack of care for appearance, shaking, sweating, discoloration of face, bad breath; 

headaches, dizziness.  

 Behaviour – excessive or lack of sleep; hyperactivity, irritability, anxiety, paranoia or slowing 

down; change in schedule, withdrawal from usual activities and friends; argumentative or 

aggressive; coordination difficulties; lack of coherence, acceleration or slowed speech, unable to 

communicate; mood swings; confusion, memory loss, disorientation 

 Other - Missing items, requests for money     

Note that drugs can sometimes produce symptoms similar to those of psychotic illnesses such as 

schizophrenia 

 

SUICIDE  

Facts 

Nearly 2,200 Australians take their own lives every year with impacts on families, friends, workplaces 

and communities. 

People from all ages and from all walks of life in Australia take their own life and the causes often 

appear to be a complex mix of:  

– adverse life events,  

– mental and physical health,  

– social and geographical isolation,  

– cultural and family background,  

– socio-economic disadvantage,  

– genetic makeup  

http://www.sane.org/images/stories/information/factsheets/1007_info_21snqr.pdf
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– the extent of support of family and friends, and  

– the ability of a person to manage life events and bounce back from adversity. 

In 2008, the most recent year for which mortality data are available, there were 2,191 registered 

deaths from suicide representing an overall rate of 10.2 per 100,000 people. Suicide accounts for 

approximately 1.5% of all deaths in Australia. 

 

The rates of suicide in Australia have fallen consistently since a peak in 1997 when 2,720 suicide 

deaths were registered. 

 

Male suicides continue to outnumber female suicides, accounting for 78% of all suicide deaths in 

2008.  

 

Rates of suicide were generally high among males in their 30s and 40s, with the highest age-specific 

suicide death rate for males occurring in those 40-44 years (26.4 per 100,000). This represents 16% of 

all male deaths for those aged 40-44 years. 

 

The 2008 age-specific death rate for those males aged 85 years and over was also very high at 26.2 per 

100,000 population, however suicide deaths were a relatively low proportion of total deaths (0.2%) in 

this age group due to the relatively small population. 

 

While the 2008 age-specific death rate for young males aged 15-19 years (6.4 per 100,000) was the 

lowest for men overall, it is still accounting for a very high proportion of deaths among young males. 

 

Statistics taken from: 3303.0 - Suicides, Australia, 2008 Australian Bureau of Statistics. 

 

Myths   
 

 People who discuss suicide won’t actually do it.  

 Suicide is committed without warning.  

 Only people of a certain class commit suicide.  

 Membership in a particular religious group is a good predictor that a person will not commit suicide.  

 Motives for suicide are easily established.  

 All who commit suicide are depressed.  

 To commit suicide is insane.  

 Improvement in emotional state means lessened risk of suicide.  

 Suicide is a lonely event.  

 Suicidal people clearly want to die.  

 Asking a depressed person about suicide will push them over the edge & cause them to commit 

suicide.  

 People who attempt suicide by low-lethal means are not serious about killing themselves.  
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Risks   
 

Things to check:  
 

The following list contains known predictors of suicidal behaviour. It is important to check for these 

when assessing a person‘s risk level.  

 Prior suicide attempts (the risk increases with prior suicidal attempts or threats).  

 Specific plans for suicide (the risk increases where there is the presence of a detailed, clear plan.  

 Suicidal thinking.  

 Critical recent lift events (the risk increases where stress has increased from such things as a 

recent loss of a loved one or one’s job, increased responsibilities, or serious illness). 

 

The risk of suicide also increases when:  

1. The person is male and aged 50+ or 15-24.  

2. Experiences symptoms of sleep disturbance, depression, hopelessness, alcoholism. 

3. There is a sudden onset of specific symptoms or a recent increase of long standing symptoms.  

4. There is no family or social supports or they are not willing to help.  

 

Strategies for responding:  
 

 Take all suicide threats seriously: don’t just assume someone is being attention-seeking  

 Discuss the problem or options  

 Watch for signals of mood or behaviour change  

 Practice good communication skills – provide full attention, active listening, empathy 

 Remain calm  

 Get resources and back-up (professional psychological or psychiatric assistance).  

 

Prevention 

Aims:  

Short term 

 To help them pull back from self-destruction.  

 To open up their view to viable alternative options.  

Longer term 

 To increase support network and provide back up plans.  

 To reduce their pain and suffering.  
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 MY ROLE AS PEER SUPPORTER 
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APPENDIX 5: SELF-CARE AND RESILIENCE 
 

“Resi l ience is  the capacity to rebound from adversity  

strengthened and more resourceful”  

−  Sutc l i f fe  & Vogus,  2003  

 

We often associate the word stress with surviving and coping.  However this is a limited definition.  It 

is possible that under stress we can do even more than just bouncing back to our original state.  We 

can aspire to actually gain ground as a result of the stress we deal with.  We can thrive rather than 

survive.  As a result of the stress we can come out wiser, with more skills and resources. 

When we are truly resilient we are thriving rather than surviving. We are facing challenges and 

difficulties with confidence that we can turn risk into opportunity.  We take an optimistic rather than 

pessimistic view of the future.    

 

Reflection point:   

 Think of someone who you know who is resilient. How did they become resilient? 

 What are the particular qualities, factors and characteristics that make this person resilient? 

  

 

 

 

 

 

 

 

Stress and 
Vicarious  
Trauma 

Working with stressed 
or traumatised people 

has the potential to 
cause stress and 
vicarious trauma 

This, in turn, can result 
in serious and chronic 

emotional and 
behavioral problems, 
in workers, helpers 

and carers 
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Strategies for personal resilience 

So what are the things I need to do as a Peer Supporter to gain the resilience required to be effective 

on an ongoing basis as a Peer Supporter?     

1. Training and ongoing CPD 

2. Debriefing 

3. Supervision 

4. Limit involvement 

5. Assertiveness 

6. Understanding your personality 

7. Developing emotional awareness 

8. Changing our thinking 

 

1. Attending training and ongoing CPD.  

Skills and knowledge give you the power to be the most effective Peer Supporter you can be.  The 

more you have developed the necessary skills and knowledge the more confident you will be to tackle 

any problem you are confronted with.  Whilst there are minimum training and CPD requirements, the 

more professional development and information sessions you can attend, the greater the opportunity 

to learn more that you can apply back in the role.  To get most out of training and CPD you need to be 

an active participant.  This means not being afraid to ask what you might think is a silly question.  It 

also means getting involved in role plays even though they might be uncomfortable.  It can also be 

beneficial to develop an inventory of your strengths and areas for development and seek out training 

and CPD as opportunities to role model your strengths to others and tap into opportunities to develop 

in areas that need improvement.         

 

2. Debriefing with other Peer Supporters 

Debriefing with other Peer Supporters and coordinators provides you with an opportunity to gain 

support and acquire different perspectives on how to handle difficult issues and subjects.  Just 

because you are a supporter doesn’t mean you don’t need support yourself.  It is not a sign of 

weakness to reach out to someone for help in dealing with issues that you confront in the peer 

support context.  On the contrary, one is required to make ‘self-development’ a high priority for the 

sake of the well-being of Peers.  As a Peer Supporter you will be confronted with a number of 

challenging situations from time to time in the role.  These situations will test your resilience, problem 

solving and decision making skills.  Choosing to debrief your approach enables you to enhance your 

development in these areas.  Potentially tricky issues regarding confidentiality, dual relationships and 

boundaries will come up from time to time and often there may not be an easily identifiable answer to 

resolution.  It may also be the case that the content of the discussion becomes challenging or you 

question the approach you have taken with a Peer.   It’s in these instances that you can gain much 

comfort from sharing your experiences with other Peer Supporters, gaining empathy from those with 

similar experiences and gaining fresh ideas about handling the presenting issues ensuring at all times 

that confidentiality is maintained...             
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3. Supervision to discuss cases and improve skills in managing cases 

Another important avenue for skill development is gaining formal supervision through those with 

greater experience and expertise than other Peer Supporters.  The Coaches Group will provide this 

supervision to Peer Supporters...   

 

4. Limit involvement   

Whilst it is important to demonstrate commitment, to be motivated and to fulfill all the obligations of 

the Peer Supporter role, it is also important not to take on too much.  Many Peer Supporters find that 

they like to undertake the duties of the role within and outside their normal working hours, however, 

doing too much may cause a number of side effects.  These include stress and burn out which may 

have flow on effects to putting a strain on personal relationships and impacting effectiveness as a Peer 

Supporter and in one’s primary work role.    

It is also important to actively manage the amount of interaction you have with any Peer.  This 

includes managing the duration and content of discussions with Peers.  For example, in a number of 

instances it may be appropriate to draw an interaction to a close in order to focus the Peer on taking 

ownership of their issue or to clarify that a particular topic is best addressed in a different forum, i.e. 

counselling.   

The amount of interaction may also need to be managed when a Peer attempts to make repeated 

contact with the supporter on issues the supporter judges could and should be dealt with through 

other channels.     

 

SCENARIOS  

You are in a peer support discussion and the Peer begins to take the conversation into an area that 

doesn’t belong in the peer support context.   What do you do/say? 

 

You are in a peer support discussion and you sense that the Peer is developing a dependency on you 

and should be dealing with the issues in question via other avenues.  What do you do/say? 
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5. Developing your assertiveness skills 

People who are able to avoid situations that result in stress and burnout typically have developed 

their assertiveness skills.  People who have developed the ability to say what one wants from a 

situation, comfortably, unapologetically and non-aggressively has developed the skill of being 

assertive.  The term passive-aggressive is used to describe someone who swings between both ends of 

the continuum.  On the one hand – passivity – they allow themselves to be taken advantage of by not 

speaking up and letting others know what they want or need.  For example, in a peer support context 

this would mean saying yes to accepting another case from a coordinator when you are exhausted and 

need a break.  In this instance the passive Peer Supporter may feel guilty if they say no because they 

believe that saying no means ‘letting the team down’.  The Peer Supporter may avoid saying no 

because doing so causes anxiety that something terrible will happen to the Peer if they don’t accept 

the case.   On the other hand, acting aggressively may be exhibited through a Peer Supporter who 

becomes critical of a Peer and begins to berate them for making unwise decisions or for not listening.   

Someone who is passive aggressive may therefore deny their own needs by continually saying yes to 

cases or avoiding telling a Peer  some difficult messages, but then becoming angry for displaying such 

avoidance by becoming critical and judgmental with a Peer .   

 

SCENARIOS  

You are a Peer Supporter and you have determined that you need to tell the coordinator that you 

cannot take on another case when the coordinator is doing his/her best to influence you that you are 

the best person to take this case on.  

What do you do/say? 

 

 

You are a Peer Supporter and a Peer has requested that you approach their manager and take action 

to resolve the bullying they are receiving.      

What do you do/say? 
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6. Understanding your personality 

The more we know about ourselves the better placed we are to look after ourselves and adapt our 

responses to meet our needs.  For example if we are aware of our tendency to put others needs ahead 

of our own we can decide to monitor that natural tendency and make sure we don’t start to 

overcommit ourselves to the peer support role.  If we know that we are a meticulous person with high 

attention to detail we can decide to monitor our natural tendency to cover off all the details or 

potentially take responsibility for things.  Instead we can consciously resist these behaviours allowing 

the Peer space and empowering them to take action.      

Are you someone who is an introvert and needs space to re-charge?  If so are you ensuring you are 

getting that time and not taking on too much such that you don’t have time left over for yourself? 

You can also monitor the personality style of those who seek your support.  For example, you may find 

some people who naturally take charge and have strong opinions.  It may be relatively easy to allow 

these people to develop their own goals and actions.  However, for those who are more compliant, it 

may be more difficult for them to make firm decisions and take action.  You may need to be more 

patient with such people.   

 
 

7. Developing emotional awareness 

In the earlier section where we discussed transference and countertransference we noted how 

important it is as a Peer Supporter to be aware of your own reactions to what the Peer says during 

discussions.  What they say could trigger emotional responses in you associated with your unresolved 

issues.  The more we are aware and understand our emotions, the better we can manage them in the 

peer support context to optimize outcomes.  

 

There are four key skills related to what has been termed emotional intelligence.  They are:  

a. Perceiving emotions – the ability to correctly identify emotions.  For instance the ability to 

recognize fury and differentiate it from disappointment or contentment from relief.    

b. Understanding emotions – the ability to comprehend what the emotion means.  For instance if 

someone is angry, we need to be able to understand why that might be.  

c. Managing emotions – the ability to regulate emotions in both ourselves and in others. This 

might include our ability to maintain a neutral look even when we are quite upset or it might 

mean our ability to say the right things in order to calm someone down. 

d. Using emotions – the ability to use the appropriate emotion in order to convey a message or 

respond to someone appropriately. 
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8. Changing our thinking 

Here are some examples of thinking patterns you or your Peer may adopt from time to time. 

 

All or nothing thinking – Also call this “black or white” thinking. Everything is all good, or all bad. 

There is nothing in between. 

Supporter Example:  I have to fix this person.  If I don’t then I will have failed.  

Peer Example:  Everything in my life is terrible.  Nothing good ever happens to me!    

 

Overgeneralisation – You tend to view any single negative thing as an eternal pattern of negativity. If 

one bad thing happens, the world is obviously coming to an end. 

Supporter Example:  Mike hasn’t come back to see me.  I must not be any good as a Peer Supporter. 

Peer Example:  Jan doesn’t like me.  I don’t think anyone is going to like me here.     

 

Disqualifying the positive – You can’t accept anything positive ever happening. So if something good 

happens, you always find a way to turn it into a negative thing, or explain why it was a fluke or it 

doesn’t count.  

Supporter Example:  Bill said thank you for helping him out.  He’s just saying that to be nice, he 

doesn’t really mean it. 

Peer Example:  ‘Meets expectations’ is a terrible rating.  It means I am average.  I’m not average, I 

should have received Outstanding!     

 

Jumping to conclusions – You become a mind reader and a fortune teller. You interpret everything in 

a negative way without any supporting evidence.  

Supporter Example: I’ve just received a call from someone who says he has hit his wife.  It really 

annoys me when men can’t control themselves.  His wife must be devastated.    

Peer Example:  My boss didn’t say anything about my idea in the meeting today.  I know he hates it.  

He’s going to tell me off, I can feel it! 

 

Catastrophising or minimisation – You blow minor things out of proportion, and minimise positive 

things.  

Supporter Example: I don’t think I should have asked her about what she intends to do after our 

session.  I’ve probably put suicide in her mind now.  She’s going to kill herself and it’s all my fault!  

Peer Example:  I had an argument with my brother this morning about how he hasn’t even bothered 

to visit Mum in hospital.  He’s going to hate me now and he’ll probably never want to talk to me again.      
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Should statements – You try and mould the world to your vision of reality, instead of accepting the 

world’s reality. A very common version of this in relationships is, “If he (or she) loved me he (or she) 

wouldn’t ….” 

Supporter Example: I should be solving their problems.  She doesn’t have the capacity to help herself  

Peer Example:  I should be a better mother.  I shouldn’t be depressed when I have children!      

 

Labelling and mislabelling - Overgeneralisation in the extreme. You actually believe the 

overgeneralizations and make them reality in your own mind.  

Supporter Example: This woman is arrogant.  She clearly enjoys blaming others all the time  

Peer Example:  This is a disaster.  I cannot work with such a selfish person!       

 

Personalisation – You take things personally. You become very defensive at even the slightest 

perceived criticism. 

Supporter Example: I haven’t received any calls this week.  People must not feel comfortable talking to 

me.   

Peer Example:  My manager told me this morning that I am doing well and then pointed out a few 

areas I could improve in.  He’s bullying me.  Nothing I ever do is good enough for him.  I reckon he’s 

setting me up to fail!   

 
Practice Asking Yourself These Questions 

 What truth is there in my thinking? 

 What is the evidence? 

 Will thinking like this help me? 

 How else could I think about this? 

 Where is it written that it must be so? 

 Is my belief desirable or essential? 

 What is the worst thing that could happen to me? 

 What can I do if that happens? 

 

 

 

 

 

 



 
 

FBG | Monash Health Peer Support Program –Workbook  Page 60 

Are we born with resilience, or do we develop it? 

 to a degree, something you're born with 

 influenced by: 

– age and gender  

– social care and support   

– thinking style  

– life experience (exposure to trauma) 

 is part of the normal human adaptive process 

 can be both reactive and proactive 

 resilience can be developed and enhanced 

 

Reflection point: 

What helps you be resilient? 

 

A framework to understand resilience 

 

PSYCHOLOGICAL    

 

EMOTIONAL  

PHYSICAL  SOCIAL  
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 MY ROLE AS PEER SUPPORTER 
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APPENDIX 6: CRITICAL INCIDENT MANAGEMENT 
 

 

 

 

 

 

 

 

A Critical Incident is… 

"any sudden event or situation that involves actual,  threatened, 

witnessed or perceived death, serious injury, or threat to the 

physical or psychological integrity of an individual or group"   

(Source: Diagnostic Statistical  Manual IV)  

 

A person may have been directly involved in an incident, witnessed it or be a friend or carer of 

someone affected. Critical incidents can cause severe physical injury, emotional distress, fear or harm.  

The event may be directly experienced or witnessed. A key issue is that a traumatic event is primarily 

determined by the perception of the person involved.  

 

 “Critical incidents” could include (but not limited to):  

 Financial distress 

 Dealing with aggressive customers 

 Threats / abuse 

 Suicide 

 Family break-up 

 

What are some types of Critical Incidents from a Monash Health perspective? 
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What is the role of Peer Support in the event of a critical incident? 

 
 

How do individuals respond to Critical Incidents? 

 

Physiological Emotional Psychological 
 

 “Startle” response   Shock   Flashbacks to the incident 

 Appetite changes   Guilt   Nightmares 

 Heart palpitations   Fear   Difficulty concentrating 

 Sleep disturbance  

 Sweating 

 Trembling  

 Pains (e.g. headaches) 

 Breathing difficulties 

 Gastrointestinal problems 
Persistent feeling of 
alertness where not 
appropriate  

 

 Helplessness  

 Anger 

 Sadness  

 Shame 

 Emotional Numbness 

 Longing  

 Irritation at other’s lack of 

understanding 

 Confusion & difficulty 

making decisions 

 Reduced motivation and 

interest in work & other 

activities  

 A desire to avoid anything 

which reminds you of the 

incident  

 Particular difficulties on 

anniversaries of the 

incident 
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IDEOLOGY AND APPROACH TO CISM  

 

 

 History of CISM training 

– Mitchell Model  

 Latest research  

 Psychological First Aid  

 Modern approaches to CISM  

 What works? - the evidence   

 

 

 

 

 

YOUR ROLE AND RESPONSIBILITIES IN CISM 

 

What are your roles and responsibilities in CISM as a Peer Supporter? 
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Debriefing following Critical Incidents 

The aims of debriefing:  

 To ventilate & air emotions 

 To try to understand the situation better 

 Normalisation 

 Immediate support 

 Return of control: don’t take it personally 

 To move on from the situation 

 

Debriefing process 

 Different types of approaches to debriefing 

 Who does “debriefing”? 

 What is involved? 

 Practical strategies 

 The current debate about “debriefing” and its efficacy 

 

Handling return to work 

 Encourage return to work the following day, where appropriate 

 The purpose of immediate return to work is to assist recovery  

 Staff may attend for a shorter number of hours and perform different duties — it is being there 
that is important 

 Encourage a gradual return to performing normal duties 

 What is the role of peer support in this process? 
 

 

COMMON MYTHS ABOUT CRITICAL INCIDENTS 

 It is better to take a few days off after a traumatic incident then just try to forget about it 

 Don’t talk about the incident otherwise you will find it harder to get over it 

 If you have been through a previous traumatic incident, it will be easier the second time 

 If you know someone who has been through something traumatic, don’t talk about it with them 

because they might get upset 
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APPENDIX 7: HELPFUL REFERRAL OPTIONS 
AND RESOURCES 
Monash Health internal resources 

1. Monash Health People Assist Program-1300 687 327 

The Monash Health People Assist Program (previously Employee Assist Program-EAP) is an 

independent, confidential professional counselling and support service for employees of an 

organisation delivered by trained mental health experts.  The provider is usually contracted by the 

organisation to deliver the service.  EAPs are designed to enhance the emotional, mental and general 

psychological wellbeing of all employees.  The aim is to allow for the early identification of issues and 

to assist employees in discovering solutions.   The issues raised can include work and personal ones 

including relationships, health, trauma, substance abuse and psychiatric disorders to name a few. 

2. Monash Doctors Wellbeing Officer-0427 409 310 

This is a special role at Monash Health that   

 Provide supportive consultations to junior medical staff who seek assistance or are referred by 
others 

 Conduct regular walk-arounds at all sites to meet and build relationships with junior medical 
staff 

 Raise awareness about Monash Care support structures 

 Liaise with training supervisors, Medical Education Officers, Directors of Clinical Training and 
other relevant staff who can assist and support the doctor in distress 

3. Human Resource Advice Line-92652786 
 

External partners of Monash Health 

1. Victorian Doctors Health Program-94956011 

2. beyondblue helpline-1300224636 

3. Lifeline-131114 

4. AMA Peer Support Program-1300853338 

OTHER USEFUL RESOURCES 
 
Relationships Australia  

 Relationships Australia is one of Australia’s largest community-based organisations providing 

relationship support to people regardless of age, religion, gender, cultural or economic background. 

 Call 1300 364 277 for the cost of a local call, to be connected to your nearest Relationships Australia 

in your area 

 
Family Relationships Online 

 Australian Government has established the Family Relationship Advice Line and Family Relationships 

Online to assist people affected by family relationship or separation issues 

http://www.relationships.com.au/
http://www.familyrelationships.gov.au/index.html
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 Call 1800 050 321 (8am to 8pm Monday to Friday, 10am to 4pm on Saturday) 

 
Lifeline 

 Lifeline provides 24-hour telephone counselling services with the national accessible number 13 11 

14 for the cost of local call. This is available through 42 Lifeline Centres across Australia. 

Alcoholics Anonymous 

 The only requirement for membership is a desire to stop drinking. There are no dues or fees for A.A. 

membership; they are self-supporting through their own contributions. 

 The Central Service Offices are the main contact point for members and people who are new to AA. 

If you want extra information about meetings and literature please contact the Melbourne CSO:  

– Address: 127 win St North, Croydon, 2132 

– Postal: PO Box 56, Croydon, 2132 

– Phone: (02) 9799 1199 (24hrs) 

 
Narcotics Anonymous 

 Narcotics Anonymous is a non-profit, international, community-based organisation for recovering 

addicts active in over sixty countries. 

 http://na.org.au/community/index.php 

 
 
Gamblers Help 

 Gambler’s Help offers a number of free counselling services that included immediate telephone 

support via a 24-hour Gambler’s Helpline 1800 858 858. 

 
 
Victorian Centres Against Sexual Assault 

 To contact any CASA and the after-hours Sexual Assault Crisis Line (SACL) simply call 1800 806 292 

 
GriefLine 

 Griefline, a 15 hour, 7 day per week telephone counselling service is available to everyone within the 

community. Phone: (03) 9596 7799 

 
Directline 

 This Victorian Government website contains useful information about drugs for a various range of 

people, including drug users, families, friends or anyone who is affected by drugs or wants to learn 

more about the harms of drugs. 

 You will find all the information you need about drugs, counselling services, treatment and services 

in Victoria. 

 http://www.health.vic.gov.au/aod/ 

 

http://www.lifeline.org.au/
http://www.aa.org.au/
http://na.org.au/community/index.php
http://na.org.au/community/index.php
http://www.problemgambling.vic.gov.au/
http://www.casa.org.au/index.php/1
http://www.bethlehem.org.au/Griefline/
http://www.health.vic.gov.au/drugs/
http://www.health.vic.gov.au/aod/
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Australian Psychological Society 

 The Australian Psychological Society (APS) is the largest professional association for psychologists in 

Australia, representing more than 15,000 members. 

 Look on line for a psychologist in your area on their website or call 1800 333 497 

 http://www.psychology.org.au/ 

For more information on mental health and information that may help you 
support your peers see the following sites: 
 
Mental health  

 Beyond Blue: 

Website: http://www.beyondblue.org.au 

 The Black Dog Institute: 

Website: http://www.blackdoginstitute.org.au 

 SANE Australia: 

Website: http://www.sane.org 

 Anxiety Disorders Association of Victoria: 

Website: http://www.adavic.org.au 

 The Royal Australian and New Zealand College of Psychiatrists: 

Website: http://www.ranzcp.org/resources/clinical-practice-guidelines.html 

 Multicultural Mental Health Australia:  

Website: http://www.dhi.gov.au/Multicultural-Mental-Health-Australia 

 

Drugs & Alcohol 

 Australian Government Department of Health & Ageing (National Drugs Campaign):  

Website: http://www.drugs.health.gov.au 

 Australian Drug Foundation:  

Website: http://www.adf.org.au 

 Australian Drug Information Network:  

Website: http://www.adin.com.au 

 DirectLine:  

Phone: 1800 888 236 

Details: 24 hours a day, 7 days a week, Confidential alcohol and drug counselling and referral 

line. 

 Family Drug Help: 

Phone: 1300 660 068    Details: 9am–9pm, Monday to Friday  

http://www.psychology.org.au/
http://www.psychology.org.au/
http://www.beyondblue.org.au/
http://www.blackdoginstitute.org.au/
http://www.sane.org/
http://www.adavic.org.au/
http://www.ranzcp.org/resources/clinical-practice-guidelines.html
http://www.dhi.gov.au/Multicultural-Mental-Health-Australia
http://www.drugs.health.gov.au/
http://www.adf.org.au/
http://www.adin.com.au/
http://www.health.vic.gov.au/aod/directline.htm
http://www.familydrughelp.com.au/
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ROLE OF MENTAL HEALTH PROFESSIONAL SUPPORT 

– Ongoing support to the Peer Support Program 

WRAP UP AND ACTION PLANNING 

What have been your key learnings from this Peer Supporter Coaches program? 

 

 

THANK YOU 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 


