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Introducing peer support work in Latin
American mental health services
Introduzindo o trabalho de pares nos serviços de saúde mental da
América Latina
Peter Stastny1

Abstract
In the course of implementing a recently funded network of hubs for building capacities in mental health service development,
training, and research (RedeAmericas), the peer support workers are being introduced into the mental health workforce in
three Latin American countries for the very first time. They will be part of a team, along with community mental health workers,
that provides a modified Critical Time Intervention to individuals with severe psychiatric disorders living in the community. This
article reviewed the background of this increasingly widespread development, and discussed its merits, as well as potential
obstacles within local contexts.
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Resumo
No decorrer da implementação de uma rede recentemente financiada para realizar capacitações na formação de profissionais, na pesquisa e no aprimoramento dos serviços de saúde mental na América Latina (RedeAmericas), os trabalhadores de
apoio de pares estão sendo introduzidos na força de trabalho da saúde mental em três países latino-americanos pela primeira
vez. Tais profissionais farão parte de uma equipe, juntamente com agentes comunitários de saúde mental, que fornece uma
intervenção no período crítico, adaptada para indivíduos com transtornos psiquiátricos graves residentes na comunidade.
Este artigo revisou o conhecimento prévio desta intervenção cada vez mais difundida e discutiu seus méritos, assim como os
potenciais obstáculos nos contextos locais.
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BACKGROUND (WHY PEER WORKERS?)
It has long been recognized in community healthcare
that the employment of lay community members helps
building connections between clinic and community1-3, as
well as enhancing the well-being of service recipients, at
least for certain medical conditions4. Methods for recruiting and training workers diagnosed with severe mental
disorders and/or experiences as service users have now
been widely developed, and roles for peer support workers (PSWs) different from those of lay community mental
health workers (CMHWs) have been defined and, in turn,
can provide such workers with equal status and salaries5,6.
Among Latin American countries, Brazil has been a
pioneer in the area of mental health reform for the past
20 years, with an enormous amount of grassroots organizing experience and conceptual work on the significance of
advocacy and community organizations7,8. Chile has also
made substantial strides in developing a sophisticated
community mental health system, with special emphasis
on its linkages to primary care services9. However, neither
country has made a significant headway in integrating former patients as providers.
The concept of peer support is based on the notion that
people who have experienced and overcome a particular
type of adversity can be useful sources of support, encouragement, and hope to others experiencing similar situations10. This tenet has been widely accepted in the substance
abuse field, in which former users are increasingly assuming
important roles as expert service providers and administrators of rehabilitation and recovery programs11. In mental
health, the idea of integrating consumer/ex-patients into
the workforce has led to large array of ventures in many
countries. Thousands of former patients have become employed in the past two decades, who might otherwise have
remained on the rolls of disability pensions1. For example,
a survey of consumer perspectives on the management of
psychiatric emergencies identified peer support as a future
priority to use in emergency settings12. Among other areas,
peer support has become an important element in crisis
management, be that in traditional emergency services13,
inpatient units14, during the aftermath of disasters15, or in
crisis residential settings, including peer-run alternatives to
hospitalization16-18. Recently, several research projects have
focused on the importance of peer support in the transition
from hospital to community. Currently, one pilot study in
Australia has been investigating the impact of peer support
following discharge from a specialist first-episode psychosis
treatment center19.
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PSWs have successfully become integrated into Assertive
Community Treatment (ACT) teams20,21, intensive case management services22,23, psychiatric emergency rooms, and inpatient units, where they are likely to encounter consumers experiencing major mental health crises with the attendant florid
symptomatology. Such involvement of peers has contributed
to the reduction of coercive interventions, involuntary admissions, and self-harming behaviors18.
For a vulnerable group, such as individuals being discharged from inpatient care, the employment of PSWs adds
a potent ingredient to help bridge the gap between hospitaland community-based services, resulting in better engagement and satisfaction with services24,25.
The ability of PSWs to serve as a role model for their
peers going through crises and adjustments in the community has been demonstrated frequently over the past
20 years20,26-28. With the benefit of specifically developed
training programs, combined with personal experiences
as psychiatric patients, PSWs have demonstrated that
they can adequately perform in such jobs with a certain
amount of support and without undue risk to their own
mental health29,30. The employment of PSWs helps aligning
services that are being offered with the concerns of those
in need of such services and their supporters, resulting in
greater engagement and benefits25,31,32.
A unique role for peer workers in the promotion of individual recovery among their peers has been widely discussed
and it is anticipated as a considerable benefit for service users in Latin America. This effect can be mediated in a variety
of ways, both general and specific. For instance, such peers
work toward promoting hope and optimism instead of the
bleak outlook that has been portrayed by psychiatry for individuals suffering from serious disorders. They can model
the possibility of recovery and regained functioning through
their own examples; instruct their peers in specific self-help
and coping strategies; and support a more effective engagement in health and mental health services25. Peer worker
involvement in service provision has also been shown to
enhance subjective quality of life in a number of key areas22.
Finally, the possibility that PSWs may serve as change
agents in a mental health system that aims at transforming
itself has to be seriously considered. Mental health professionals and paraprofessionals are likely to be influenced in positive
ways if PSWs can prove their mettle and demonstrate their
capacities in the field. We assume that some of the effects on
clients in our study of peer specialists as members of intensive
case management teams were mediated by changed attitudes
and behaviors of the case managers’ themselves22.
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RATIONALE FOR INTRODUCING PEER
SUPPORT WORKERS TO LATIN AMERICA AND
OTHER LOW AND MIDDLE INCOME COUNTRIES
Integrating specialized and experience-based knowledge would be an asset to any mental health system that
seeks to broaden its benefits for service users by enhancing recovery, empowerment, and peer networks33,34. Fact is
that, up to this point, virtually, all such positions have been
created in developed countries, with the Anglophone contries leading the way (Canada, United States of America,
United Kingdom, New Zealand, and Australia). Holland,
Germany, Austria, and Sweden have followed the lead,
while several Western European countries are either resisting (France), or have yet to develop their own ways
of approaching this opportunity. Even though the World
Network of Users and Survivors of Psychiatry incorporates
individual members and organizations from many countries, including low and midle income countries (LMICs),
only a small number of them have enabled former service
users to become employed in support of their peers.
A recent development in primary healthcare services
has been introducing lay workers into the workforce, either
as community health workers (‘service extenders’) or as
other types of basic service providers with considerably lower
levels of education3. This strategy of ‘task shifting’ has been
especially effective in African countries, which are greatly
suffering from the HIV/AIDS epidemic and where medical
specialists and other professional personnel are seriously
lacking35. Compensating for such deficiencies by expanding
post-secundary education would take a great deal of financial
investment and time, by which point many people affected by
HIV/AIDS might succumb to the disease. In contrast, task
shifting offers a timely and efficacious solution, and people
with other infectious diseases, minor injuries, and uncomplicated medical conditions that do not require surgery have
also benefitted from this relatively quick and economical
expansion of the workforce. Similar developments have happened in the field of substance abuse treatment, especially in
Eastern Europe and Central Asia, where addiction and related
diseases are widespread, and specialty care is often lacking.
Though the translation of these experiences into the mental health field of Latin America has yet to occur, the situation
is progressing, and peer support in such region is currently
being promoted by RedeAmericas, funded by a federal US
grant. This planned research project (a randomized controled
study of critical time intervention — task shifting — CTI-TS,
which is a modification of the multiply replicated critical
time intervention) combines the rationale of extending the
service system via paraprofessional workers (CMHWs), with

the added benefit of introducing experienced service users
(PSWs) into uniquely created positions. In those positions,
the PSWs will provide peer- and recovery-oriented services to
people who have never been exposed to such opportunities.
Introducing the special position of PSW is expected to lead
to a synergistic combination of task shifting with the added
value of personal experience.
The issue of whether the introduction of PSWs might have
a reinforcing effect on the advocacy and self-help movement
of current or former psychiatric patients has never been formally investigated. Nevertheless, it can be assumed that such
opportunities would encourage some ex-patients who may
hesitate to become involved. In New York, USA, for example,
where peer worker positions have grown significantly over the
past two decades, it is safe to say that the increasing number
of training programs and job opportunities has enabled many
people to step forward, who would otherwise have remained
isolated and unlikely to apply their own experiences to others in similar predicaments. In Latin America, only Brazil
has a well-formed and long established advocacy movement,
composed of current or former service users, their friends
and relatives, and a select number of mental health professionals, mostly working in academic domains36. It remains
to be seen to what extent the introduction of PSWs into the
mental health workforce of Brazil can further galvanize this
movement, and whether former patients will rise to the occasion and demand additional opportunities, beyond the small
number of positions to be created through RedeAmericas.

SETTING THE STAGE FOR PEER SUPPORT IN
LATIN AMERICA: LOCAL EXAMPLES FROM
BRAZIL, ARGENTINA, AND CHILE
Important developments have occurred in Brazil,
Argentina, and Chile over the past two decades,which need
to be considered while developing new roles for PSWs in the
mental health system.
Brazil
As mentioned, Brazil has the most elaborate and widespread network of family and patient advocates in Latin
America36. This movement originated in affiliation to the antiinstitutional reform that was stimulated in the early 1980s
by members of the Italian Democratic Psychiatry scene37.
Franco Basaglia, the pater familias of the Italian psychiatric
reform, visited Brazil on several occasions towards the end
of his life and, according to many, had a powerful impact on
the developments in this country. A national plan to reform
mental health services, with emphasis on creating community
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mental health centers while gradually reducing the census of
long-term inpatients and (possibly) closing some of the more
remote institutions, has so far yielded more than 1600 such
centers (Centro de Atenção Psicossocial – CAPS) across the entire country38,39. Along with this impressive development, akin
to the CMHC-movement of the 1960s and 1970s in the USA,
a strong advocacy movement (Movimiento Antimanicomial)
has articulated its positions in several formats (national meetings, publications, etc.) over the past 15 years36,40.
Alongside this movement, Richard Weingarten, an
American consumer advocate and former patient, visited
and interviewed a number of Brazilian survivors, resulting in
a collection of narratives that reflect individual experiences
as well as the national advocacy movement41. Richard (see
his article in this issue) has contributed a great deal to the
connection between Brazilian self-help activists and developments in the US and elsewhere.
The Brazilian Ministry of Health charged Professor
Eduardo Vasconcelos with the development of a manual for
the establishment of mutual support and self-help groups by
and for users and family members, which was recently published42. Relying on it, a number of ex-users are being trained
to facilitate mutual support groups within and separate from
community mental health services. Due to the relative lack
of experience in this area, mixed groups of users, family
members, and mental health workers/professionals are being
trained in this methodology, so that they can support each
other in this early phase of implementation. Facilitator positions are unpaid and, so far, only a limited number of groups
have gotten off the ground. Vasconcelos envisions that facilitators will ultimately be reimbursed for their services, and
positions of ‘mental health coach’ will be created, not unlike
the positions of ‘arts and crafts instructor’, ‘substance abuse
technician,’ or ‘community health agent,’ which have existed
for a number of years in Brazil42.
Argentina
The situation in Argentina with respect to mental health
reform is more complex, and a comprehensive policy has
yet to be formulated at the national level. Recently, changes
in the law overseeing institutional mental health care have
been promulgated, which might affect the lives of people with
psychiatric disabilties in more positive ways43. Argentinian
mental institutions have been singled out for conditions that
do not adequately protect the human rights of its residents44,
which has galvanized a movement of legal advocacy to help
improve the situation45. An outstanding example of a regional
mental health reform took place in the Patagonian province
of Rio Negro, where de-institutionalization has gone along
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with a series of community-based interventions, including
mutual support and self-help groups46. Rio Negro model
has attracted international attention, reflected in several
World Health Organization (WHO) policy papers47. Along
similar lines of local reform, the Instituto Austral de Salud
Mental in Patagonia, under the leadership of psychiatrist Jose
Lumerman, has developed exemplary practices in community-based rehabilitation and linkage to primary care48. In
doing so, Lumerman and his team have prepared the ground
for the establishment of task shifting and peer involvement in
the mental health workforce, while engaging the medical and
general community in this process.
One exceptional example of patient empowerment in the
Argentinian mental health system that has attracted international attention is Radio La Colifata, a group-based radio
transmission from La Borda hospital in Buenos Aires, one
of the largest mental institutions in the country. This project
was initiated by psychologist Alfredo Olivera in 1991, and
though it has struggled to survive financially, it has certainly
represented an avenue for articulating and broadcasting the
views of psychiatric patients (including long-stay inmates) in
a public frame.
Finally, Proyecto Suma in Buenos Aires has become one of
the premier experimental programs where user participation
is writ large, and the process of recovery is being considered
from a variety of perspectives49,50. This exemplary program
appears well-positioned to further advance in this progressive
direction and to develop opportunities for user employment
and new roles in and around the mental health system.
Chile
Similar to Brazil, but unlike to Argentina, Chile has been
engaged in a process of undertaking mental health services
reform at the national level over the past two decades. The
emphasis was on improving the availability and accessibility of mental health services, while aiming at a significant
reduction of long-term inpatient census51,52. A crucial step
in the Chilean mental health reform was the formulation of
a National Mental Health Plan in 1993 (further refined in
2000), which defined the model and the route that the policy
was going to follow53,54.
Chilean policies have stressed the relevance of: primary
care for the treatment of common mental disorders (depression and anxiety); specialized outpatient centers to support
primary care teams and to treat people with severe mental
disorders; day hospitals and psychiatric beds in general hospitals to manage acutely ill people and severe crises; and group
homes to address the need for social supports for those with
severe mental disability, enabling them to exert their rights
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to live in the community10. Among the key strategies applied
during the following years were:
• developing mental health and psychiatric service networks, based on a sectorized and community-based model
that combines several elements to provide comprehensive
care for people in need and to ensure continuity of care for
patients with low to high levels of complexity;
• designing programs that support the prioritization and
implementation of resources toward mental disorders
with the highest prevalence and social impact, which
include severe mental disorders, focusing on depression,
schizophrenia, and substance abuse/dependence; and
• Forming mutual help groups of patients and family
members, with the intention of progressively integrating
them in planning and evaluating the programs and
interventions.
An important focus of the Chilean health system has been
on establishing comprehensive community mental health centers with strong linkages to primary health care services51,55,56.
Families and user organizations have been actively involved
in this process, although little has been published about their
independent activities, and with the emphasis placed on family members, the potential for user development has been left
unclear. The notion of advocacy has found its way into the
language of reform, while empowerment and recovery remain
to be explored52.

REDEAMERICAS RESEARCH DEMONSTRATION
PROJECT – CRITICAL TIME INTERVENTION –
TASK SHIFTING
Within the context of the recently funded federal
grant “Mental Health Hubs for Latin America” (grant
# NIMH1U19MH095718-01), it was decided to implement a
randomized controlled trial of CTI-TS. This intervention is
a modified version of CTI, which has been replicated in several countries with various target populations, including most
recently in Rio de Janeiro57. It is a time limited, three-phased
intervention, usually provided by one middle-level mental
health worker, at a juncture where individuals are deemed
most vulnerable (transition from homeless shelter to permanent housing; discharge from acute or long-term hospitaliztion; first episode of psychosis; particularly challenging situations with poor treatment adherence)58,59. The primary goal
of CTI-TS is to engage individuals with major mental health
conditions (psychosis spectrum disorders) at the point of
entry into the community care system. It is assumed that such
individuals will be particularly vulnerable at this critical time

of transition and may fail to make effective connections to the
new services, while remaining symptomatic, dysfunctional,
and as a burden to their families.
CTI-TS addresses a fundamental gap in mental health
services in the urban areas of Latin America in several ways:
it employs PSWs in a community-based service for people
with psychoses, which is still rare in the Latin American
context8,60. CTI-TS (like the original CTI) is feasible for
use in marginalized (as well as other) communities, which
is essential for reaching the neediest people; it is tailored
to overcome the challenge of limited resources in order to
take advantage of an opportunity created by the policy environment in Latin America; the pilot regional of CTI-TS
establishes the capacity for regional RCTs of task shifting
interventions in Latin America.
The development of CTI-TS to address this gap was a
joint effort of the three leading (Hub Latin America – HLA)
sites (Federal University of Rio de Janeiro – UFRJ, University
of Chile – UCH, and Columbia University Global Mental
Health Program – CUGMHP). CTI-TS was based on CTI;
investigators at UCH and CUGMHP (Valencia and Susser
respectively) were its creators58,61, have been involved in its
adaptation and testing in other contexts62-65, and were closely
involved in all the UFRJ studies from their inception. UFRJ
colleagues conducted a series of studies supported by grants
from the Brazilian government: firstly, qualitative and quantitative studies of service users, their family members, and
service providers at mental health clinics; then, adaptation
and translation of CTI informed by these data; next, a pilot
study, further adaptation, and a second pilot study66; and
finally the formulation of CTI-TS. The pilot studies included
the marginal communities of Rio de Janeiro, where approximately 28% of the city’s population lives, and in which basic
infrastructure such as transportation is lacking, formal jobs
are scarce, and violence is endemic. The problems that we
confronted in Rio are shared by many urban areas of the
region, and CTI-TS was designed to be broadly applicable
across these areas.
Based on a year-long process of planning, the intervention in a collaborative fashion, we expect CTI-TS to address
this risky situation in the following manner: a team of two
workers — a traditional CMHW and a PSW — will engage
the consumer within three months of their enrollment, and
begin to work with him/her in two areas at the same time:
strengthening fledgling (or nonexistent) links to mental
and physical health services, while offering support to the
individual and their families (primary focus of the CMHW);
and strengthening the recovery orientation of the individual
consumer, while supporting him/her in making meaningful
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connections in the larger community beyond their homes
(primary focus of the PSW).
It is hypothesized that this combined intervention will
result in better connections to services, improved quality of
life, enhanced communty integration, reduced family burden,
and greater recovery orientation. The PSW will have a key
role in this intervention, pairing off with the CMHW as well
as interacting with the clinical treatment team at community
mental health services. Thus, the role of the PSW is similar to
the role of Peer Specialist in ICM and ACT teams22,67, however
it is also distinct due to a more specific focus of the work and
its phasic/time-limited course. The PSWs, given his/her specific expertise in managing their own recovery and navigating
the mental health system, will be expected to provide hope
and role modeling for the consumers, and also link them with
normatizing community activities, such as leisure, sports, art,
music, and more or less formal self-help groups.

ANTICIPATED OBSTACLES AND OUTLOOK FOR
THE FUTURE
Challenges are likely to happen on several levels, especially
due to the novelty of this approach and the near total lack
of experiences in recruiting, hiring, training, and retaining
PSWs in Latin America.
Recruitment will focus on two general directions:
aiming at involving current or former patients within
the services who are likely to participate in this project
(including some in the neighboring catchment areas);
and engaging with known activists either through existing support groups, advocacy organizations, or through
personal acquaintances. The first method might lead to
difficulties for the consumer who may be receiving services in the same clinic where he or she is likely to work.
Relationships to their peers will undoubtedly be altered in
ways that are hard to predict, both adversely and positively.
Competition among users within the same service might
ensue, as well as difficulties with former service providers who are now working as colleagues. There are several
recent articles with specific recommendations that address some of these difficulties early on in order to avoid
irreversible conflicts and other ongoing problems28,29,68.
More than likely, a broad outreach effort may yield a
considerable number of more or less qualified candidates,
and given the limited number of positions being offered
at this time, it might leave many individuals high and dry
with little hope for immediate employment. Therefore, it
would make sense to begin developing similar positions
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outside of the RedeAmericas CTI-TS research project, if
local funding can be made available.
Training the new PSWs will be another challenge, given
that no such training has ever taken place in Latin America.
Fortunately, there is a great deal of experience in training
lower and middle-level community mental health (and
general health) workers, especially in Brazil69. Integrating
the CMHWs and PSWs into this existing framework will
have several advantages (i.e. normalization, team-building,
shared knowledge, etc.) without necessarily covering certain content areas that are specific to PSW. To address this
deficiency, the project developers in Rio de Janeiro intend
to engage with known activists in the early phases of the
training in rder to see whether any of them could join
the training team and cover some of these essential areas
. Several training modules on recovery and peer support
have been created in or translated into Spanish and may
become useful in the trainings that are being developed
for CTI-TS and RedeAmericas70,71. While there are by now
many comprehensive training programs, ranging from a
few days to several months, for peer support/peer specialist6,30,72,73 these have taken many years to develop, and due
to language and financial obstacles, they cannot easily be
replicated in the new contexts. Consultation and technical
support from known expert trainers from other countries
are advised. It should be expected that developing a cadre
of peer trainers will take a number of years, not unlike during the early phases of peer specialist projects in the US
and elsewhere.
The response of the broader mental health system and
provider groups to this novel intervention is hard to predict,
due to the unique role of the RedeAmericas teams, which are
at the forefront of public health and community mental health
movements. More traditional providers, as well as unionized
workers, might take a somewhat jaundiced view to these new
roles for patients, which should be seen as an opportunity for
community education, rather than a source of insurmountable conflict. It is worth noting that the US and several other
countries are slowly, but surely, embracing this practice, even
in areas that have traditionally been devoid of an advocacy
and recovery orientation.
Hiring, integrating, and supervising these new workers
will also present a challenge, especially given the unfamiliary
of the various parties with their new roles and relationships.
Some of these difficulties can be anticipated and addressed,
using several recent publications as guidelines28,68. The issue
of cooptation (i.e. usurpation and suppression of peer values by traditional services) has been raised by a number of
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consumer and former patient advocates and will be an ongoing concern, which can only be addressed through regular
supervision and contact with independent peer support/
advocacy organizations.
Promoting a recovery orientation through the employment
of PSWs alone is a risky strategy. Unless a broader buy-in into
these novel concepts can be achieved, the PSWs might remain
isolated in advancing these perspectives, and clients they are
working with may potentially be trapped in conflicting orientations between peer workers and other clinicians. While there

is a beginning literature in Spanish and Portuguese on defining and advancing recovery-oriented mental health services74,
these developments are in their very early stages.
Ultimately, integrating peer workers into Latin American
mental health services presents a unique opportunity that is
likely to galvanize providers and self-help activists at the same
time. The outcomes of this demonstration project will hopefully lead the way to broad integration and upscaling of peer
support services within the three partner countries and across
all Latin America.
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