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Abstract

The University of Florida Counseling and Wellness Center (UFCWC) has implemented peer support and professional train-
ing programs to address human rights identified within advocacy groups comprised of individuals who have, themselves,
been diagnosed with mental illness. These programs are moving the UFCWC toward fulfilling a 2017 United Nations report
emphasizing rights-based professional training, provision of genuine informed consent, and availability of non-compromised
peer support alternatives. Collaborating with student peers, four UFCWC faculty members have facilitated forms of peer
support developed within service-user movements, while openly identifying experiences of reclaiming their own lives from
the impacts of adversity, intense mental distress, and traumatizing responses of others to their distress. In the wake of the
current pervasive health, economic, and social justice crises, professionals have a collective opportunity to recognize the
human experience and rights of those suffering mental distress. These UFCWC programs offer one example of steps taken

toward that goal.
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Introduction

In 2010, National Public Radio (NPR) called Judi Chamber-
lin a “civil rights hero from a civil rights movement you may
have never heard of” (Shapiro, 2010, para. 1). Today, many
people remain unaware of international advocacy groups
comprised of individuals who have, themselves, been diag-
nosed with mental illness and who have reclaimed or are
working to reclaim their lives from the impacts of adversity
and intense mental distress—and often from traumatizing
responses of others to their distress. In 1990, Chamberlin
observed common beliefs that mental patients are inherently
“incompetent, unable to do things for themselves, constantly
in need of supervision and assistance, unpredictable, [and]
likely to be violent or irrational” (p. 325). As Chamberlin
also noted, “Stigma and discrimination still make it difficult
for people to identify themselves as ex-mental patients if
they could otherwise pass as ‘normal,” reinforcing public
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perceptions” (pp. 324-325). Media accounts and govern-
ment actions often perpetuate these biases (Davidson, 2013;
Whitaker & Simonson, 2019; Probert, 2015c¢).

The psychiatrist and Special Rapporteur, Dainius Paras,
expressed a different view in a 2017 UN Human Rights
Council report calling for “bold political commitments,
urgent policy responses and immediate remedial action” to
address worldwide mental health systems “in crisis” (UN,
2017, para. 5). Paras commended “movements led by users
and former users of mental health services and organiza-
tions of persons with disabilities” for highlighting “failures
of traditional mental health services to meet their needs and
secure their rights” (Paras, 2017, p. 4). As Paras observed,
these movements have “challenged the drivers of human
rights violations, developed alternative treatments and re-
crafted a new narrative for mental health” (p. 4).

Considering these issues may be challenging even for
compassionate professionals working in conventional set-
tings. However, through years of cultivating collabora-
tive relationships and difficult dialogues, the University
of Florida Counseling and Wellness Center (UFCWC) has
developed peer support and training programs which begin
to address essential concerns identified within service user
movements. These programs are also beginning to move the
UFCWC toward meeting the two formally identified “critical
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indicators” of working in accordance with the UN report
(Paras, 2017, p. 19). These indicators are (1) education and
training on the use of non-consensual measures and (2)
availability of non-compromised peer support alternatives
(Puras, 2017; Probert & Nash, 2018).

There are few safeguards protecting rights of profes-
sionals who have received mental health services—or who
acknowledge experiences conventionally understood as
symptoms of mental illness. In 1972, John Fyer—the first
psychiatrist to identify publicly as being gay at an Ameri-
can Psychiatric Association meeting—wore a mask as a dis-
guise (Glass et al., 2002). Before that change process began,
healthcare professionals were routinely trained to classify
anyone who did not identify as heterosexual and cisgender
as having an impairment so far-reaching, they were inca-
pable of working professionally, regardless of their actual
capacity. An NPR reporter described how this professional
practice “gave scientific sanction for the rest of the country
to see it the same way. Gays were routinely fired from teach-
ing jobs, denied security clearances and U.S. citizenship.”
(Glass et al., 2002, para 21).

David Rosenhan’s, 1973 study “On Being Sane in Insane
Places” presented another opportunity for professionals to
recognize the global invalidation individuals frequently
experience after being diagnosed with mental illness. In
that study, professionals acting as “pseudopatients” reported
hearing an “unclear” voice saying something like “empty,”
“hollow,” and “thud” (p. 180). They were then scripted to
act naturally, trying to gain release from the psychiatric
hospitals where they had been admitted. Once diagnosed
with schizophrenia or manic-depressive psychosis, the pseu-
dopatients observed everything they did was taken out of
the potentially relevant contexts of the psychiatric ward, or
their lives, and identified as an expression of illness. Gain-
ing release required pseudopatients to promise to accept
and comply with this exclusively diagnostic view of their
lives. The experience of the pseudopatients reflects a wider
experience of inescapable defeat suffered by mental health
services users who, as the World Health Organization (n.d.)
reports, are routinely “excluded from community life and
denied basic rights such as shelter, food and clothing, and
are discriminated against in the fields of employment, educa-
tion and housing” (para. 3). For example, one service user
described repeated experiences of receiving substandard
medical care following the revelation of diagnosed bipolar
disorder, which “changes everything. It wipes clean the rest
of my résumé, my education, my accomplishments, reduces
me to a diagnosis” (Garey, 2013, para. 4).

Professionals in the U.S. retain a collective opportunity to
reclaim responsibility both for how their own perspectives
and power can be crucial, relational aspects of what they
have been trained to identify as individual pathology and for
how their own practices impact the larger world’s responses

to mental distress. Unfortunately, many professionals are still
trained to identify intense mental distress and a range of
other experiences as symptoms of intractable disorders—
often subsumed into a prevailing scientific perspective of
strictly bottom-up physical causation (Kelly, et al, 2007)—
and often understood to require a lifetime of medications and
frequent involuntary or pressured professional interventions.
In an exploratory study of ways that various health care pro-
fessionals “conceptualize mental illness,” Aftab et al. (2020,
p- 848) suggest that the understandings “of mental disorder
held by respondents are complex, sometimes contradic-
tory, and do not fit easily within the biological psychiatry
paradigm” (p. 855). Yet, however expressive those results
may well be of genuine personal beliefs, there is also a vital
need to explore systemic pressures many professionals face
(Probert, 2014c¢, 2018c; Whitaker, 2010) to provide narrowly
medicalized explanations, especially to individuals who
communicate experiences perceived as threatening, includ-
ing suicide danger or experiences conventionally understood
as symptoms of mania or psychosis.

For example, while acknowledging the absence of sci-
entific validity and valid biomarkers, Thomas Insel (2013),
then director of the National Institutes of Mental Health
(NIMH), withdrew support for research based on catego-
ries from the American Psychiatric Association’s (APA)
Diagnostic and Statistical Manual of Mental Disorders
(DSM) (2013). Two weeks later, Insel and Jeffrey Lieber-
man (2013), then president-elect of the APA, clarified their
positions, that while “no longer sufficient for researchers,”
use of both the DSM and International Classification of Dis-
eases (ICD) (World Health Organization, 2011) “[represent]
the best information currently available for clinical diagnosis
of mental disorders” and “remain the contemporary consen-
sus standard for how mental disorders are diagnosed and
treated" (para. 2). They also stated, “It is increasingly evi-
dent that mental illness will be best understood as disorders
of brain structure and function....” (para. 3).

Neither of these statements included any support for pro-
viding informed consent to service users, family members,
or the public regarding the scientific limitations acknowl-
edged. However well-intentioned, this omission has had sig-
nificant impact. For example, any reluctance of service users
to accept their own experience as a literal illness for which
psychiatric medications are indispensable has, itself, been
claimed as a diagnosable symptom of a medically estab-
lished brain dysfunction. This view—with little of the com-
plexity reported by Aftab and colleagues (2020)—has been
widely advanced in support of involuntary outpatient medi-
cation commitment order laws (Harris, 2020; McCance-
Katz, 2018; NAMI, n.d.; Treatment Advocacy Center, n.d.;
Whitaker & Simonson, 2019).

These stated challenges to conventional systems may seem
polemic when separated from the author’s own experiences,
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first of crushing invalidation after being hospitalized and diag-
nosed with incurable mental illness, and then of a harrowing
journey into the mental health fields as a graduate student. A
highlight of this journey has been observing the values of the
service user movements becoming “part of the fabric of social
justice efforts embraced” by UFCWC clinical staff (Probert,
2018a, p. 4). As the author explained in an invited presenta-
tion to a SAMHSA-funded Roundtable on Collegiate Recov-
ery Supports for Underrepresented Student Populations, this
journey also:

included years spent working with other campus clini-
cians—whom I grew to respect and even love for their
dedication and passionate efforts to support students,
even when I did not agree with their approach. It broke
my heart to see therapists--with tremendous capacity for
supporting trauma recovery and individual empower-
ment--stop doing this same work with individual stu-
dents whose distress they perceived to be caused by an
intractable genetic condition. (Probert, 2018a, p. 4)

In 2021, with impacts of health disparities and violence
impacting people of color in general and Black people in spe-
cific demanding action, it is relevant and essential to recognize
studies demonstrating Black people being disproportionately
impacted by involuntary outpatient medication commitment
orders (Swanson, et al., 2009) and non-Hispanic Black and
Hispanic people being diagnosed with schizophrenia more
often than non-Hispanic White people (Coleman et al., 2016;
Gara et al., 2019). Yet, the British Psychological Society’s
(BPS) Division of Clinical Psychology (2015) has recognized
a “large and growing body of evidence suggesting... experi-
ences described in functional diagnostic terms may be better
understood as a response to psychosocial factors such as loss,
trauma, poverty, inequality, unemployment, discrimination,
and other social, relational and societal factors” (p. 3). The
National Coalition for Mental Health Recovery’s (NCMHR)
(2011) Guidelines for Promoting Recovery through Choice
and Alternatives has directed professionals to, “Educate indi-
viduals accurately about what is known and not known about
a psychiatric diagnosis and about the wide range of possi-
ble explanations of mental health symptoms” (guideline 5).
These issues have broad implications, given organized efforts
to expand conventional mental health practices domestically
and internationally (Cosgrove et al., 2020). In 2021, as human
impacts of health, economic, and social justice crises multi-
ply, professionals retain a collective opportunity to respond
to appeals for revisioning communal approaches to mental
distress (BPS, 2011; Kinderman, et al, 2020).
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Rights-Based Professional Training
at the UFCWC

In 2010, the UFCWC began addressing these issues,
locally, with training seminars provided to its American
Psychological Association internship program (Prob-
ert, 2012, 2014d, 2019) and, subsequently, to remaining
trainees and therapy staff. These seminars have supported
trauma-informed, rights-based approaches to suicide pre-
vention and reframing mental health recovery with an
essential focus on reclaiming human rights. One training
goal is to open dialogue, moving beyond pressures training
seminar participants have acknowledged experiencing, to
avoid challenging conventional approaches. As one par-
ticipant reported to the author (Probert, 2014c, para. 2),
“I’m afraid if I do anything unconventional, I’ll be sued
or fired.” Yet, the 2017 UN Human Rights Council report
identifies informed consent as a “core element of the right
to health, both as a freedom and an integral safeguard to
its enjoyment” (Puras, p. 14). Accordingly, these seminars
include citations of evidence and position statements, from
mainstream sources, which participants frequently report
were not included in previous education.

For example, the 2020 UFCWC seminars included cita-
tion of statements, in 2013, from Thomas Insel acknowl-
edging the lack of scientific validity of conventional diag-
nostic categories, and from Steven Hyman, then a former
NIMH director, acknowledging the “molecular and cellular
underpinnings of psychiatric disorders remain unknown”
(p- 3). (Hyman also described a crisis in psychopharma-
cology, reporting available psychiatric medications work
well for some individuals, have partial effectiveness for
others, and do not work at all for the rest.) The seminars
included citation of a 2011 British Psychological Soci-
ety (BPS) statement expressing concern that conventional
diagnostic systems which identify “problems as located
within individuals” miss the “relational context of prob-
lems” (p. 2). The BPS recommended, “a revision of the
way mental distress is thought about, starting with recog-
nition of the overwhelming evidence that it is on a spec-
trum with ‘normal’ experience, and that psychosocial fac-
tors such as poverty, unemployment and trauma are the
most strongly-evidenced causal factors” (p. 3).

The UFCWC seminars presented other evidence and
position statements—reporting, for example, that

— the overwhelming majority of individuals diagnosed
with mental illness will never be violent toward others
(Binder, 2015; Davidson, 2013);
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— after being diagnosed with serious mental illness, far
more people reclaim their lives, or move into the pro-
cess of reclaiming their lives, than most professionals
or members of the public realize (Davidson & Roe,
2007; Harding et al., 1987);

— kinds of support available are distinctly related to recov-
ery rates (DeSisto et al, 1995; Whitaker, 2010);

— literature reviews indicate continuing risks for electro-
convulsive therapy, including high risk of long-term
memory loss (Read & Arnold, 2017; Read & Bentall,
2010; see also Dundas, 2013);

— while many do find them helpful, the role of medications
in all this is not nearly as simple, nor are medications
as universally helpful, safe, and necessary as often con-
ventionally portrayed (Guy et al., 2019; Harrow & Jobe,
2013; Horowitz & Taylor, 2019; Ostrow et al., 2017).

[Multimedia presentation, with complete references,
available online (Probert, 2020).]

Addressing Suicide Danger and Traumatic
Impacts of Non-Consensual Measures

Professionals and trainees practicing at the UFCWC are also
supported to move toward developing a clinically thorough,
humanly engaging approach to suicide danger (Probert,
2007, 2015a), consistent with the 2017 UN report, calling
for “immediate measures towards... radical reduction” of
“non-consensual measures” (Paras, p. 15). This is consist-
ent with another 2011 NCMHR guideline (3), “The use of
involuntary interventions, which should never be considered
treatment, is indicative of a failure to effectively engage the
individual(s) involved. Involuntary interventions should only
be used as a last resort, when all other approaches have been
exhausted,”

These rights-based, trauma-informed seminars are the
formal UFCWC clinical lethality assessment training.
One guiding document for participants—available online
(Probert, 2014b)—describes a philosophy and practice for
addressing suicide danger within a process intended to sup-
port “recovery and healing” (p. 12). This was written by the
author, and first published by the American Association of
Suicidology (AAS) in 2011. It was a revision and expansion
of an earlier essay (Probert, 2006) published as part of the
lethality assessment standard within the AAS Organizational
Accreditation Standards Manual. The revised article was re-
published to a larger audience by SAMHSA’s Recovery to
Practice (RTP) Initiative (Probert, 2014b)—with an invited
introductory article (Probert, 2014a)—and then also posted
as a Crisis Alternative by the peer-run National Empower-
ment Center.

As explained in the introductory RTP article:

It is not possible to estimate suicide danger, or respond
to it appropriately, without understanding the depth
of terror, rage, hopelessness, and powerlessness—and
the potential for escalation of suicide danger—that can
be evoked within many distressed individuals by the
threat of involuntary hospitalization and all that can go
with it. Yet instead of being heard with empathy—and
with an awareness of the potential for either trauma
reenactment or trauma renegotiation—the resistance
of suicidal individuals to hospitalization, if it is voiced
at all, may be dismissed as merely an indication of a
symptomatic lack of insight into the necessity of medi-
cal stabilization for their disorders. (Probert, 2014a,
para. 1)

In “Confessions of a Non-Compliant Patient,” Judi
Chamberlin (1998) explained why professionals may not
realize the depth of trauma many service users have suf-
fered through involuntary interventions. Chamberlin’s
description of what allowed her and others to reclaim their
lives, after hospitalization, evokes both Martin Luther King
Jr.’s description of the “transformed nonconformist” (1963,
p. 8), and holistic surgeon Bernie Siegel’s description of
“good/bad” cancer patients (1989, p. 144). Yet, as Chamber-
lin explained, getting and staying out of the hospital—and
avoiding escalation of adverse interventions while hospital-
ized—frequently requires mental patients to avoid openly
expressing suicide danger and painful emotions or challeng-
ing anything done to them.

Well-intending professionals might accept that escalated
suicide danger is optimally addressed through interventions
aimed to treat disordered brains in controlled hospital envi-
ronments. Yet, in 2019, Lisa Brophy and colleagues sug-
gested the “experience of coercion, or being subjected to
restrictive interventions associated with involuntary admis-
sions,” often leads to a “potentially spirit-breaking” vicious
cycle of repeated hospitalizations (p. 974). Researchers have
also begun exploring how intersecting perceptions of mad-
ness, race, and dangerousness (Keating, 2016)—as well as
responses to gender identity, sexual orientation, and other
intersecting, marginalized identities—can amplify traumatic
impacts of non-consensual interventions (Trac et al., 2020).
In a 2019 statement calling for a rights-based approach to
suicide prevention, Special Rapporteur Piras wrote, “There
is an urgent need to transition from addressing depression
and suicide as the products of chemical imbalances toward
examining how distress arises within power imbalances”
(para. 10).

For example, evidence suggests lifetime suicide risk for
service users is highest following discharge from psychiatric
hospitalization (Crawford, 2004). Perceived coercion dur-
ing the hospitalization process appears to increase risk of
suicide attempts (Jordan & McNiel, 2019). A demonstrated
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post-hospitalization impact on trust, among individuals aged
17-27, specifically included “unwillingness to disclose sui-
cidal feelings and intentions” (Jones, et al, 2021, para. 3). In
the Adverse Childhood Experience (ACE) study, individuals
with the highest ACE Scores demonstrated a 3000-5100%
increase in suicide attempts over those with the lowest scores
(Dube et al., 2001). Other studies have also demonstrated a
strong relationship between historical trauma and extreme
states conventionally diagnosed as psychosis (Read et al.,
2005).

If mental distress were understood to be caused (or even
exacerbated) by adversity, professionals might be trained to
be more aware of dangers of adding to the trauma burden of
distressed individuals. As Special Rapporteur Piras (2019)
wrote, “Interventions are needed that avoid medicalizing
emotional pain and empower individuals in vulnerable situa-
tions” (para. 16). As Piras also wrote, “We must pursue new
routes to suicide prevention that invest in fortifying healthy,
respectful, and trustful relationships and community con-
nectedness” (para. 4).

Individual Experience in Professional
Training

The core sessions of these UFCWC seminars have been
presented by the author, a psychologist who acknowledges
reclaiming his own life and human rights after experiencing
extreme states diagnosed as serious mental illness in the
1980s. As the author (Probert, 2014a) wrote for RTP:

I never thought about suicide at all until after my two
hospitalizations, when I finally accepted what I was
told to be true—that I had a severe and incurable men-
tal illness. . . . In my case, the psychiatric medication
I was taking did hold off my more extreme states—in
which I heard commanding voices, became Superman
and Jesus, experienced a terrifying demon seizing con-
trol of my face and mind, and had many other expe-
riences a good southern Presbyterian choir boy and
National Merit Scholar was not generally expected to
have. The medications held off those experiences but
did not alleviate the misery of severe depression, anxi-
ety, panic, and so much inner torment that remained.
And I understood, then, after the hospitalizations, that
my continuing misery was caused by an incurable
chemical imbalance in my brain—which was not cor-
rected by medication and over which I had no possible
influence. . ..

During my hospitalizations, no one even appeared to
consider the potential impact of life experiences and
childhood trauma. . .. No one addressed the teasing,
repeated assaults, and death threats that I suffered
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at the hands of childhood schoolmates or the sexual
abuse by a mentor. No one addressed the traumatic
impact of being overwhelmed as I was by my own
inner states. No one addressed the traumatic impact
of the hospitalization itself—of being handcuffed, put
in isolation and restraint, and medicated with Haldol
so I could barely walk and until my legs began to
move uncontrollably, of being told what I must do to
be released from the locked ward, and of becoming a
mental patient, as we are conventionally treated in our
world. (para. 5-8)

UFCWC seminar participants learn about individuals
who experienced extreme states—not unlike those acknowl-
edged by the presenter—but who were essentially erased as
human beings, spending the last decades of their lives in
a NY state psychiatric hospital. [After the hospital closed
in 1995, their lives were restored to some degree of post-
humous dignity through the breathtaking Suitcase Project
(Penney & Stastny, 2008).] Seminar participants also learn
about a Pulitzer Prize-winning report documenting horrify-
ing conditions still existing in Florida state hospitals in 2015
and 2016 (Anton et al., n.d.; Pulitzer Prizes, n.d.). Learn-
ing from another professional, clinicians may understand
more vividly the inescapable defeat and trauma that often
still “occur when individuals experiencing a mental health
crisis interact with emergency services and other systems of
care”—including the “loss of rights... [and] social capital,”
“substitute decision-making [which] can remain in force for
years,” and/or “legally mandated treatment with psychiat-
ric medications” (Stastny, et al, 2020, p. 109). The train-
ing includes exploration of recovery-oriented projects like
Soteria (Mosher, 1999) and Open Dialogue (Seikkula et al,
2006) and varied forms of evidence emerging, internation-
ally, through peer organizations—illustrating what has sup-
ported many individuals to reclaim their lives (Hall, 2012;
Mead & Copeland, 2000; Romme et al., 2013). While these
seminars are brief, participants may consult with peer sup-
port facilitators or observe the impact of these liberational
principals, indirectly, as the students they work with as cli-
ents participate in peer support groups.

Providing the education necessary for clinicians to inte-
grate all of this into their practice (e.g., Karter & Kamens,
2019) would likely require several full-semester courses
incorporated into a larger graduate curriculum. From that
perspective, providing several two-hour training sessions is
clearly only a beginning of what is possible. None of these
clinical practices are mandatory. The UFCWC has conse-
quently not incorporated formal accountability measures
nor does it incorporate the full range of other elements also
identified as essential for thorough implementation of human
rights-based responses to mental health crises (Stastny et al,
2020).
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Yet, all these UFCWC programs together have, at least,
provided formal validation for more rights-based clinical
practice. Many UFCWC clinical staff members have also
completed more extensive training in the empowerment
based, trauma-informed-approach to suicide prevention
practiced at the Alachua County (Florida) Crisis Center—
from which the approach documented above was developed
(Probert, 2014a, b). These clinicians include members of the
dedicated on-call team and the two crisis services admin-
istrators who also serve as UFCWC representatives to the
campus-wide Behavioral Consultation (threat assessment
and management) Team. These two faculty members were
also co-chairs of the task force which launched the peer sup-
port program (Nash, et al., 2015), and one was a founding
co-coordinator of the program (Probert & Nash, 2015).

Accordingly, many but not all UFCWC clinicians prac-
tice a kind of harm reduction (Stastny, et al, 2020). Con-
sistent with the training principals, they work, to support
a vital reduction of non-consensual measures related both
to suicide danger and to “extreme, ‘unusual,’... or alterna-
tive beliefs, perspectives, or experiences” (Probert, n.d.,
para. 2). These experiences might otherwise be understood,
conventionally—as invariable symptoms of psychosis or
mania—and without any essential clinical efforts, empha-
sized in the UFCWC training, to explore and support the
readiness of individuals to navigate potential hazards in their
lives. The students these clinicians work with in these ways
are also frequently offered opportunities to meet with peer
support group facilitators for rights-based, trauma-informed
consultation sessions and/or to dialogue about possible par-
ticipation in peer support groups. (Affiliated UF Student
Health Care Center Psychiatry service providers have their
own standards, practices, and individual differences, often
addressed in the informed consent process included in these
consultation sessions.)

Moving Toward Provision
of Non-compromised Peer Support
Alternatives

At the heart of struggles with mental distress is a psycho-
spiritual-existential question recognizable as a human right
to address. Psychiatrist Patte Randal has acknowledged
reclaiming her own life after experiencing overwhelming
mental distress and “‘out of the ordinary’ experiences”
diagnosed as serious mental illness (Randal et al., 2008, p.
333). Randal and colleagues wrote about coming to terms
with human experience based upon their own diverse back-
grounds, including traditional Western spiritual perspectives,
Maori tribal healing practices, and South African shamanic
traditions. They advocated for increasing awareness of “the
importance of power relationships in determining who is

allowed to provide an explanation” for experiences conven-
tionally diagnosed as mental illness, which they described
as “inherently contestable”—citing “Shotter’s (1981) notion
of ‘authoring,” as the ‘moral right’ of individuals to ‘decide
what’ [their own] experience means to [them]” (Randal
et al., 2008, pp. 333-335).

At the 2018 World Hearing Voices Congress, Special
Rapporteur Piiras acknowledged hearing voices as a human
right. In the 2017 UN report, Paras addressed the universal
rights of those experiencing mental distress:

Diversity must be broadly understood, recognizing the
diversity of human experience and the variety of ways
in which people process and experience life. Respect-
ing that diversity is crucial to ending discrimination.
Peer-led movements and self-help groups, which help
to normalize human experiences that are considered
unconventional, contribute towards more tolerant,
peaceful and just societies. (p. 12)

In 2015, the UFCWC began offering forms of support,
developed within these movements, which may be engaged
as alternatives or compliments to conventional supports.
Collaborating with pioneering student peers, four UFCWC
faculty members have formally facilitated peer support
groups while openly identifying their own varied experi-
ences of overwhelming mental distress. Building this pro-
gram, as a bridge between worlds, each of these UFCWC
peer support group facilitators have borne an intensified
mental load as they have worked to embody genuine integ-
rity to two often conflicting cultures and identities. They
have done this without wearing a disguise, as John Fyer did
in 1972, and without formal protections from discrimina-
tion and human rights violations, including the potential for
state-sanctioned, non-consensual psychiatric interventions.
(UFCWC administrators and other colleagues, including
available case managers, have shouldered their own mental
loads, supporting these programs.)

Alicia King and colleagues (2020) have summarized bar-
riers to inclusion, safety, and actualization of the potential
for “improving service users’ experience of care” which pro-
fessionals with “lived experience” (p. 1047) have reported
facing. Robert Whitaker (2010) also documented margin-
alization and exclusion suffered by mental health profes-
sionals who challenged conventional approaches without
identifying any relevant lived experience. Elsewhere, the
author (Probert, 2018a, c) has described his own experi-
ences facing a number of these challenges. This included a
decision, in 2006, to risk disclosing his own lived experi-
ence while advocating with UF Student Health Care Center
psychiatric providers for more open dialogue about harm
reduction approaches to medication use.

It is not the author’s role to breach the autonomy of
other current or former service users to narrate their own
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life stories. Yet, the other faculty members who have facili-
tated peer support groups at the UFCWC have also risked
both advocating for more trauma-informed and rights-based
approaches and working openly from personal lived experi-
ences consistent with the sphere of lived experience shared
by students within each type of group. Before beginning to
facilitate or co-facilitate any peer support group, each faculty
member has also completed the formal training required by
the corresponding peer-run organizations (Intentional Peer
Support, n.d.; Copeland Center for Wellness and Recovery,
n.d.; Hearing Voices Network, U.S.A., n.d.).

To the greatest extent possible these faculty members
have participated as peers in these groups, dialoguing from
their own lives—including what they still struggle with and
are working to learn as humans—and acknowledging that
what has helped them may or may not help others. All three
forms of peer support offered by the UFCWC, and described
below, share a premise. Peers worldwide have experienced
what happens when they create relatively safe spaces to dia-
logue about whatever they are experiencing, in the context
of their own lives. If they can do this, without being dis-
qualified as human beings and while respecting each other’s
choices and worldviews, they have found they often move
toward living in more creative, meaningful, engaged, and
productive ways.

Intentional Peer Support

Intentional Peer Support (IPS) group dialogues are informed
by four tasks: connection, worldview, mutuality, and moving
toward (Mead, 2014). The importance of connection, and
dialoguing about experiences of disconnection, are empha-
sized. Individual participants retain authorship of their own
worldviews, while exploring how they each have come to
understand as they do and considering alternative possibili-
ties. Attention is paid to mutuality—working to engage each
other in mutually supportive and fulfilling ways that may
translate more naturally into other life relationships than
conventional clinical roles. Rather than avoiding or decreas-
ing unwanted experiences, IPS focuses on moving toward
desired goals, which may include finding more engaged,
intentional ways of coming to terms with challenging expe-
riences. (Given concerns they might not reach the fidelity
of in-person groups, online IPS groups meeting during the
pandemic have been named “Moving Toward Intentional
Peer Support.”) Participants in IPS groups often describe
realizing increased personal agency for coming to term
with their own experiences of distress and marginalization,
within their own chosen worldviews; for rebuilding goals
and dreams, as needed; and for learning to communicate
with others within more open, sustainable relationships that
can include dialogues about both intense mental distress
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and other life experiences—and without others responding
reflexively to fix them. This is not written to minimize pain
or ongoing exclusion still experienced by any group mem-
bers, but to acknowledge many have continued to participate
in these groups for multiple semesters or years, reporting to
new members how that participation has supported them to
continue moving forward in their lives.

IPS provides general values for UFCWC peer support
groups. Participants frequently talk about suicide danger,
and other taboo issues or potential dangers, in ways consist-
ent with IPS training and the process described above. This
is also consistent with shared efforts to cultivate a group
value of members supporting each other to live through
(Stage, 2020; Stage et al, 2014) any such danger and to work,
whenever possible, toward more genuine healing. Facilita-
tors acknowledge, in advance, in what have been uncommon
circumstances, if they continue to perceive expressions of
immediate danger after engaging extensively in peer sup-
port, they will move into clinical roles. Then, engagement
will be guided by the approach, documented above (Probert,
2014a, b), supporting a radical reduction of non-consensual
responses. Consistent with IPS training, facilitators and
other participants engage in dialogue about the unavoid-
able impact of this power differential on mutuality (Probert,
2018a). This includes engaging in dialogue before students
ever join a group, sometimes over multiple meetings. Then, a
facilitator and student talk about their own lived experience,
identities, and roles; power differentials; the coercion service
users frequently experience through involuntary interven-
tions; and whether or not they can co-create a more authentic
practice of “shared risk” (Mead, n.d., p. 1) to engage with
fidelity in the peer support process. Through this entire pro-
cess, student peers become co-creators of a healing com-
munity, as well as in human-rights advocacy.

The UFCWC has also offered students semester-long IPS
Core Trainings which cultivate deepened peer-value based
communication and relationship skills and support con-
sciousness-raising with a social justice emphasis. Students
who have participated in these trainings have facilitated
peer support in the off-campus community and/or moved
into more involved informal co-facilitating roles within the
UFCWC peer support groups. Before offering these trainings
to students, several UFCWC faculty peer-support facilita-
tors have been formally recognized by IPS administrators as
organizational trainers—after applying for and completing a
second round of required training.

Beyond all the trainings, the UFCWC peer support
program has emerged through active immersion and per-
sonal identity-building within service-user movements—by
the author and other facilitators, all individuals with lived
experience. Engaging in ongoing dialogues and relationship-
building with leaders and other participants in the wider
service-user movements has been crucial—providing both
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ongoing supports and challenges related to the integrity of
these programs. The importance of this aspect of program
development cannot likely be emphasized enough or reduced
to any definitive formula, although Brown and Jones (2021)
have described key elements of this process. With four or
five peer support groups offered per typical semester, there
is no assumption these supports yet adequately address the
needs of a large UF student population. Decisions have been
made to advance these programs only as fast as organic
growth allows voices and practices which have emerged
through participation in service user movements to remain
authentic. Through all these efforts, UFCWC peer support
facilitators have worked with determination to limit real dan-
gers of contributing to the co-optation of peer support values
and practices into conventional mental health values and
practices (Davidow, 2013a, b; Penney, 2018), an occurrence
which effectively eliminates alternatives identified as human
rights by the UN (Paras, 2017 & 2019).

Wellness Recovery Action Plan

Wellness Recovery Action Plan (WRAP) supports individu-
als to recognize what is already strong within themselves
within a structured, self-directed group process (Copeland,
1997/2018). Building a WRAP includes creating a person-
alized daily plan for practicing wellness tools. It includes
making a plan for getting through the worst possible crises
each participant faces. It also includes working to recognize
personal patterns of increasing distress, sooner, and then
brainstorming which wellness tools each participant might
try practicing then, with reasonable hope of learning, over
time, to move through these patterns differently. For some,
wellness tools may include conventional mental health
resources, yet participants freely choose what to include in
their own WRAP.

Experiential Peer Support and the Hearing
Voices Network

Since 2017, the UFCWC has also offered Experiential Peer
Support—a group incorporating Hearing Voices Network
(HVN) facilitator training—and supporting individuals com-
ing to terms with the full range of experiences acknowl-
edged as human rights under the umbrella of the hearing
voices movement (Probert, 2018a, b). These include “voices,
visions, plurality, presences, premonitions, and other
extreme, ‘unusual,” poetic, spiritual or otherwise alterna-
tive beliefs, perspectives, or experiences” (Probert, n.d.,
para. 2). The Experiential Peer Support group is facilitated
with awareness of evidence such experiences are far more
common than openly acknowledged (British Psychological

Society Division of Clinical Psychology, 2000; Moss, 1990),
and that whether individuals suffer having their capacity to
cope overwhelmed is often impacted by a history of trauma/
adversity (Corstens & Longden, 2013), and whether individ-
uals respond to the experiences, themselves, as distressing
and not “normal” (British Psychological Society Division of
Clinical Psychology, 2000, pp. 13).

In general, hearing voices groups support participants
to work toward making sense of whatever they experience
within their own worldview. As Jaqui Dillon and Gail Horn-
stein (2013, p. 289) have written:

HVN sees voice-hearing as significant, decipher-
able and intimately connected to a person’s life story.
Despite the well-established link between hearing
voices and traumatic life experiences, HVN explic-
itly accepts all explanations for hearing voices, and
encourages people to explore their own beliefs, be
they spiritual, religious, paranormal, technological,
cultural, counter-cultural, philosophical, medical, and
SO on.

From this perspective, recovery may be reframed as a
process of decolonization and reclamation (Probert, 2018c;
Dillon, 2013; Dillon & May, 2002). This may involve par-
ticipants reading about or learning directly from others who
have come to terms with similar experiences through per-
spectives that resonate with them personally. Through this
process, if needed, participants may also learn to stand up
to experiences that interfere with living, disparage them, or
push them toward destructive acts (Intervoice, 2011; Prob-
ert, 2014e, 2015b).

Because attendance and very general, non-identifying
group notes are recorded, Experiential Peer Support is not a
charter Hearing Voices Network USA (2019) group. These
limitations are addressed on the UFCWC website (Probert,
n.d.) and in conversations with potential participants, before
they join the group. Steps have also been taken to address
the potential devastating impact of these limitations. For
example, UFCWC therapists made a collective decision to
stop routinely diagnosing students served as clients (Probert,
2018a).

Disability, Adversity, and Diversity

While individual practices vary, UFCWC clinical services
are gradually being transformed by the impact of peer sup-
port groups and rights-based training seminars, which may
best be understood within a larger context of inclusion and
advocacy efforts necessary to improve supports for individ-
uals with often intersecting marginalized social identities
(Harris, 2019; Matai, 2020; UFCWC, 2021a, b; Probert &
Nash, 2015). The seminars offer a framework, Disability,
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Adversity, and Diversity, highlighting essential rights of
individuals experiencing mental distress (Probert, 2018a).
Seminar participants generally understand that overwhelm-
ing mental distress—widely understood as mental illness—
can be disabling and that choosing to engage essential dis-
ability rights or conventional mental health resources may
support individuals to maintain or reclaim valued social
roles.

However, these UFCWC seminars also invite dialogue
about social justice implications of defining mental distress
narrowly as individual psychopathology (e.g., Coleman
et al., 2016; Gara et al., 2019; Swanson, et al., 2009). The
significance of this concern could become more widely rec-
ognizable while the economic and psychological impacts
of the COVID-19 pandemic multiply and while support for
addressing the devastating intergenerational impacts of anti-
Black racism and other experiences of systemic oppression
deepens. As written in an open letter from the American Psy-
chological Association’s Society for Humanistic Psychology,
“A true paradigm shift would start with recognition of the
overwhelming empirical evidence that the experiences we
call mental illness are understandable and essentially ‘nor-
mal’ human responses, and that psychosocial and structural
factors such as inequity, abuse, poverty, housing insecurity,
unemployment and trauma are the most robustly evidenced
social determinants” (Kinderman, et al, 2020, para. 8). These
factors include experiences of adversity disproportionately
impacting vulnerable individuals, including members of his-
torically marginalized social groups.

Accordingly, the seminars emphasize offering distressed
individuals support for coming to terms with whatever
external/communal or internal/private experiences have
overwhelmed their capacity to cope—whether or not they
also find more conventional mental health supports or per-
spectives helpful. UFCWC clinicians have opportunities to
question why they would limit the potential value of their
engagement with students by pressuring them to understand
their own mental distress strictly within professional world-
views. Clinicians may understand why the seminar presenter
describes his own diagnosis and treatment while experienc-
ing extreme states, however well-intended, as involving
another form of conversion therapy (Probert, 2014a, paras.
16-20):

I experienced falling into the grip of that exclusively
medical approach to my life, and all the power behind
it, as a profound violation of my innermost self. This
experience stripped me of my remaining capacity to
author my own life in even the most basic ways.

... I have heard researchers and even clinicians dispar-
age those who try to understand and negotiate ‘men-
tal illness’ in terms of religion, spirituality, or other
traditional and nonscientific terms. Yet I did eventu-

@ Springer

ally reclaim my human right to make sense of my own
‘inner experience’—which is not in any event subject
to verifiable empirical measurement. This included
reclaiming my right to understand my experience from
many very different perspectives.

For instance, I can now view and experience my
emotions as emotions again—drawing on my expe-
riences of heart-to-heart connection with so many
individuals experiencing a full range of painful and
joyous life events. I can look at the impact of trau-
matic experience—continuing to heal the deepest roots
of old traumas as well as the impact of working as
a therapist with so many traumatized people. I have
also reclaimed my right to look at my spiritual experi-
ence—and my whole life—from a spiritual perspec-
tive.

A commitment to honoring each individual’s freely cho-
sen and developing worldview is consistent with a broader
philosophy informing UFCWC services. Students retain
access to conventional approaches for addressing mental dis-
tress, including psychiatry. At the same time, increasingly,
therapists acknowledge students deserve the same fluidity
for establishing social identities which include what Special
Rapporteur Paras called “the diversity of human experience
and the variety of ways in which people process and experi-
ence life” (Paras, 2017, p. 12; see also Kadic, 2017) as they
do for other historically marginalized social identities.

Given allocated resources and the size of the student
body, the UFCWC'’s overall mission is focused on providing
predominantly short-term services. Efforts are made to offset
this real limitation through trauma-informed case manage-
ment services; a range of therapy groups and clinical train-
ings aimed to address social justice goals (e.g., UFCWC,
n.d., 2021a, b); the rights-based programs outlined in this
article; and efforts to serve at least a meaningful number
of students who may benefit fundamentally from longer-
term or intermittent, trauma-informed, rights-based clini-
cal services—and who lack resources to engage adequate
community-based clinical services.

Conclusion

These UFCWC training and peer support programs offer
one example of a campus mental health agency beginning
to acknowledge and honor human rights identified by ser-
vice users and the UN. Efforts have been made to vet and
document each step of establishing these programs, within
service-user movement and professional circles, as cited
throughout the article. The goal of this effort has not been
to create a proprietary, manualized practice, but to advocate
for rights-based system change, while detailing localized
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(Sastny, et al., 2020) programs implementing these princi-
ples in a mainstream setting. (As the heart of these pro-
grams were pre-pandemic creations; reworking, rebuild-
ing, and even continuing to offer them all remain ongoing
challenges.)

In the wake of current health, economic, and social justice
crises, as experiences of trauma and loss multiply, mental
health professionals have a crucial opportunity to recognize
the human experience and rights of those suffering men-
tal distress. Professionals might collectively acknowledge
responsibilities to move toward implementing more rights-
based clinical approaches—with “increased service-user
leadership and influence” to promote authentic “engage-
ment with a plurality of critical perspectives” (Brown &
Jones, 2021, para. 2)—and to support cultivation of more
trauma-informed communities (Stevens, 2014)—through
both addressing the “cultural, political, and economic con-
ditions that produce distress and disability” (Cosgrove et al.,
2020, p. 5) and restoring communal capacities for supporting
those coming to terms with overwhelming life experiences.
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