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Abstract
Background

Peer Workers are increasingly employed in Australian mental health services. Unlike clinical staff, who receive discipline-specific supervision, Peer Workers
routinely lack structured support. There is currently limited evidence to understand Australian Peer Workers' supervision experiences.

Purpose

This study sought to understand Peer Workers' supervision experiences in Australian mental health settings, examining supervision expectations and
requirements, barriers, and consequences of inadequate support.

Methods

Using a qualitative narrative inquiry framework, 18 semi-structured interviews were conducted with Lived Experience workers across four Australian states.
Reflexive thematic analysis examined experiences across temporality, sociality, and place dimensions.

Results

Ten themes were identified from data analysis - revealing that Lived Experience workers require effective supervision that is externally provided, discipline-
specific, regularly scheduled, with trained Lived Experience supervisors in protected time. Participants described how current supervision was constrained by
power imbalances with line managers, conflation with performance management, lack of discipline-specific expertise, and positioning as optional rather than
essential. When organisations failed to provide supervision, Lived Experience workers self-organised alternatives through unpaid labour, inadvertently
legitimising organisational withdrawal from responsibility. The interviews showed that traits of an effective supervisor were a deep grounding in Lived
Experience values; a commitment to mutuality and non-hierarchy, a facilitative capacity to "sit in the mud" and through a non-judgemental presence to protect
the distinct integrity of the role.

Conclusions

Peer Workers possess clear knowledge of supervision requirements and access barriers; the challenge to the delivery of supervision is impacted by political
will and resource allocation. The current status of supervision offerings to peer workers perpetuate marginalisation, enabling clinical drift, and impacting
lived experience work's distinct epistemology. Discipline-specific supervision is essential to workforce wellbeing, practice integrity, and Lived Experience
work’s transformative potential. The absence of adequately resourced supervision for Lived Experience workers constitutes systemic inequity.

Introduction

Supervision for Lived Experience workers within the Australian mental health system remains inconsistent, frequently limited in scope or entirely unavailable
(Castles et al., 2023). This lack of access to equitable support mechanisms, relative to clinical colleagues, places Lived Experience workers at a heightened
risk of experiencing burnout, vicarious trauma, and the emotional demands of navigating persistent boundary tensions across service user and
interprofessional team relationships (Hodge et al., 2026; Chreim et al., 2026; Ser et al., 2024). When support is offered, clinician-led frameworks are relied on
that are not discipline-specific. This overlooks unique nuances and values of Lived Experience practice and, paradoxically, increase workers’ experience of
stigmatisation within the services they are employed to transform (Castles et al., 2023; Norton, 2025; Reeves et al., 2024; Shaw et al., 2026). Supervision by
non-Lived Experience professionals risks the co-option of the workforce into clinical paradigms, potentially distancing Lived Experience workers from their
foundational values (Hodge et al., 2026; Norton, 2025).

Research from UK, USA and Australia identified the need for discipline-specific supervision to maintain the integrity of Lived Experience work, supporting role
clarity, and enabling reflective professional development (Byrne, Roennfeldt, et al., 2021; Byrne, Wang, et al., 2021; Repper et al., 2013). Within Australian
contexts there is significant variability in how supervision is conceptualised and practiced within the Peer Workforce (Castles et al. 2023). A recent scoping
review (Hodge et al., 2026) showed that there are currently no models of supervision within the literature developed by Lived Experience workers to work
alongside Lived Experience workers in the mental health system. These reviews demonstrate that whilst discipline-specific supervision was widely
recognised as necessary for upholding the fidelity of Lived Experience practice, it was often unavailable despite best-practice recommendations. Lived
Experience leadership consistently advocates for supervision provided by senior or experienced Lived Experience workers, yet government and clinician-led
frameworks often fail to mandate these requirements (Castles et al., 2023). This discrepancy contributes to persistent challenges, including significant role
ambiguity, non-formalised roles where workers develop their own role definitions without organisational guidance (Robinson & Isaacs, 2025), and the
conflation of professional supervision with administrative line management. When supervision is reduced to a managerial or administrative task, Lived
Experience workers frequently report feeling unsupported and devalued in their roles (Castles et al., 2023; Hodge et al., 2026). Given the inherent isolation of
Lived Experience workers within clinical teams and the rapid growth of the workforce, there is an urgent need for supervision practices that reflect the
practical reality of the field (Hodge et al., 2026; Watson et al., 2024). This study centres Lived Experience workers' voices to examine their experiences of
supervision, the conditions that enable or undermine effective support, and the structural factors shaping supervision provision in Australian mental health
services.
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Methodology
Study Design

This qualitative study is underpinned by an interpretivist paradigm, asserting that knowledge regarding Lived Experience supervision is socially constructed
through the experience and narratives of the Lived Experience workforce themselves. The research design is guided by Clandinin and Connelly (2000)
Narrative Inquiry framework, three-dimensional narrative inquiry space of Temporality, Sociality, and Place to explore participants' experiences and the storied
nature of their professional roles. This structured application of narrative dimensions for data analysis is consistent with contemporary approaches to
narrative inquiry that seek to systematically derive meaning while preserving and valuing individual stories (Halverson, 2026).

Ethical Considerations and Reporting Guidelines
Ethical approval

for this research project (HE-2025-2212-4448) was granted by the University of New England Human Research Ethics Committee (01/02/25 - 01/10/26). All
participants provided informed consent prior to participation, understanding their right to withdraw at any time without consequence, and were assured of
confidentiality and anonymity through pseudonymisation. To ensure comprehensive and transparent presentation of findings, the study's methodology and
reporting is aligned with the Standards for Reporting Qualitative Research (SRQR) guidelines (O'Brien et al., 2014).

Participant Recruitment

Using a purposeful sampling strategy, Author 1 recruited using a multi-pronged approach, which involved a targeted social media campaign on platforms
relevant to the mental health and lived experience work sectors, alongside direct email correspondence with organisations known to employ Lived
Experience workers within mental health services with the following inclusion criteria.

e Currently working in an identified Lived Experience role.
¢ Receiving dedicated supervision.
¢ Over the age of 18 and able to provide informed consent.

¢ In paid or volunteer Lived Experience roles.

Those who expressed interested were provided with a Participant Information Sheet, with potential participants completing an informed consent document.
Participants were also offered a Visa/Mastercard voucher ($40 AUD) to compensate for time. This amount was selected inline with National Health and
Medical Research Council (NHMRC) guidelines for renumeration for participants, and guided by the Social, Community, Home Care and Disability Services
Industry Award (SCHADS) (Fair Work Ombudsman, 2025; NHMRC et al., 2019).

Data Collection

Data collection involved gathering information on participants' professional backgrounds, including their years of experience in Peer Work and their level of
sector-specific education. Basic demographic details, such as age, gender, ethnicity, and socioeconomic factors, were also recorded. Primary data was
collected through individual, semi-structured interviews conducted by Author 1, with each participant engaging in a single session lasting between 60 and 90
minutes. These interviews were guided by open-ended questions designed to explore participants’ experiences of Peer Work supervision, the impact on their
practice, and their perspectives on necessary improvements. All interviews were audio-recorded to ensure an accurate record of the narrative.

Data Analysis

The analytical process was guided by Clandinin and Connelly's (2000) three-dimensional narrative inquiry space, which provided an initial deductive
framework for understanding the storied plotlines of participants' experiences. Following transcription and de-identification of all participant data, an iterative
process of familiarisation with the data was undertaken. NVivo 14, was used to initially code into the three broad dimensions of Narrative Inquiry:

1. Temporality (Past, Present and Future): Exploring the ongoing cost of Lived Experience over time.
2. Sociality (Relationships, Power, Protection): Examining what makes supervision work or fail through relational dynamics.
3. Place (Structure, Integration, Positioning): Investigating where Lived Experience workers are (and are not) supported within organisational structures.

Inductive thematic analysis was conducted, allowing for identification of specific themes and sub-themes directly from the participant narratives. This
iterative process of moving between deductive application of the Clandinin and Connelly's framework and inductive generation of sub-themes resulted in a
total of ten distinct themes, organised as follows in Table 1. To ensure the trustworthiness and consistency of the findings, consultations were held across
the research team to consolidate the thematic process. This collaborative approach addressed potential biases and strengthened the interpretive
thoroughness of the analysis.

Results
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Twenty (n = 20) interviews were conducted. 18 participants met eligibility criteria and were included in analysis; two transcripts were identified as duplicates
and were removed during the data cleaning process. While all 18 participants contributed to the qualitative findings via interview, 12 chose to complete the
optional pre-interview questionnaire, which provided the specific demographic and professional data for this cohort (thus demographic information for six
participants is missing). These participants predominantly identified as male (n = 8), with three identifying as female and one as non-binary. Geographically,
representation was concentrated across New South Wales (n = 4), Victoria (n = 4), and South Australia (n = 3), with one participant located in Western
Australia. No participants identified as Aboriginal and/or Torres Strait Islander.

In terms of academic attainment, 11 of the 12 participants held university qualifications (eight bachelor’s degrees and three master’s degrees). Professional
tenure within the sector was also significant, with nearly half the participants reporting more than six years of practice. Participants most frequently reported
receiving supervision monthly (n = 5) or quarterly (n = 5).

Theme one: Past, Present and Future: The Ongoing Cost of Lived Experience

Lived Experience as Ongoing Professional Credential: The Daily Cost of Embodied
Knowledge

Participants described lived experience as a professional credential requiring daily emotional and psychological labour:

“So | can see the challenges that people are facing with their own mental health that are parallel to my own...There's something that | can bring to this
situation.” (Participant 5)

And;
"I think it's a superpower... my lived experience is my superpower” (Participant 12)

This expertise was continuously embodied in their practice, drawing on personal experiences of distress, system contact, and recovery to inform their work
with consumers:

“I've got a Lived Experience and I'm bringing that with me every day. You went to university for three years and you paid this money. I'm paying every single
day and every moment of my life to bring myself to this role. When I'm talking to that clinician, they don't understand that. They think | just went and did a
course.” (Participant 18)

Supervision Experiences: Performance Management, Not Professional Development

Participants reported that internal or organisation provided supervision was characterised by performance-oriented feedback, rigid formats, operational
timing that created competing demands, and a lack of confidentiality that led to self-censorship. When supervisors also held line management
responsibilities, participants described withholding information due to concerns about career progression and how their disclosures would be perceived:

“I don't feel value in the conversation. | don't feel like it gets to a place where I'm able to think, 'OK, this is how | could have dealt with this or sorted that out.
It's more, 'Yep, you did a great job' or 'you need to do your notes better’...Sometimes we have set questions that we're going to talk about and then | get stuck
in those questions and maybe don't talk about what's on my mind. It is normally done on a shift...Whereas my other supervision was done outside of work or
a dedicated time where | had nothing else to do.” (Participant 11)

And;

“Obviously | know that [I am] human as well. So, whatever | say, they're going to be thinking about, they're going to remember. So, if I'm saying I'm struggling
with something and then the next week | want to go for a higher position and now the person that's employing for that, | know that they're going to
[remember].” (Participant 11)

In contrast, participants who accessed externally funded, Lived Experience-led supervision described fundamentally different experiences marked by
honesty, choice, and alignment with Lived Experience work values:

“Having an outsider where | could be completely honest with how | was feeling about things, different interpersonal issues. And knew that there was nothing
that was going to come back to the organisation or impact my work...I think having space to talk about how to stay in the peer work, like stay in the peer
space and not go clinical” (Participant 11)

Despite National Lived Experience (Peer) Workforce Development Guidelines advocating for discipline-specific supervision, participants reported a
significant gap between policy and practice, with many having to advocate repeatedly for access to external supervisors or receiving no dedicated
supervision at all (Byrne, Wang, et al., 2021).

Lived Experience work as Calling: Fighting Against What Pushes People Down

Participants explained that lived experience work was experienced less as employment and more as “calling”, driven by personal history, moral purpose, and
commitment to transformation emerging from profound experiences of loss, injustice, and system failure. Here, the “calling” was framed as temporal
transformation: past trauma (then) and system contact converted into present purpose (now) and future (next) commitment. “The Then” is characterised by
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experiences of loss, harm, and system failure. “The Now” represents finding a role where Lived Experiences becomes credential and moral authority. “The
Next” is sustained through commitment to preventing others from experiencing what they endured similar harms:

“I had a friend of mine really suffering suicidal thoughts...Just seeing within your life based on a particular experience, | felt really broken down when she took
her life. So, | felt that | could make more impact being a Peer Worker than just, you know, choosing the normal career or normal venture and just going to
work every day... | see that as something that | could channel as an energy, that's a boost to help me keep going; to help me try to do my work better...It's like
my drive, like my passion.” (Participant 4)

Roles became a calling, sustained through ongoing commitment. Other participants described similar experiences prompted by system inadequacy:

“Looking into the healthcare system as a worker really changed my point of view about it. The healthcare system in general has so many drawbacks in it that
are resulting in negative outcomes for people, not only the consumers but also the workers...Three reasons why we're there: one is to use our lived experience
as an asset; two is to improve the outcomes for our consumers; and three is to improve the system. And when we improve the system, everything else
benefits.” (Participant 5)

Theme two: Relationships, Power, Protection: What Makes Supervision Work or Fail

Co-Reflection Without Discipline-Specific Supervision Erodes Lived Experience Work
Values

Participants consistently distinguished between co-reflection, group supervision, and discipline-specific supervision, describing each as serving a different
function in their professional support. When organisations substituted co-worker interactions or informal lived experience contact for structured supervision,
participants reported that sessions often devolved into shared venting rather than opportunities for growth, exploration, or skill development:

“Sometimes it can feel a bit like just having a whinge together rather than having someone kind of help me explore these things and maybe look at alternative
ideas, resources, solutions. It can just feel like this is ****. Yeah, this is ****" (Participant 9)

External discipline-specific supervision was described as creating conditions for honesty and serving as protection against clinical drift, enabling participants
to maintain alignment with Lived Experience values in environments where clinical perspectives risked eroding their relational approach:

“Having a space to talk about how to stay in Peer [Lived Experience] Work..sometimes the [clinician] might be saying really negative things and the more you
hear those things, almost stigmatising things, | guess you're going to start to sway to those views...focusing on staying here is probably an important part
that | like to reflect on in Supervision” (Participant 11)

Group supervision offered complementary support through collective reflection, providing validation, diverse perspectives, and a shared space to address
workplace culture:

"It is helpful if you can have maybe even better than one person is better to be able to kind of discuss these things in a in a group setting because then you
get a range of perspectives and it yes it kind of opened my mind to other possibilities that discussion." (Participant 8)

Participants consistently articulated a need for both individual and group formats, viewing them as complementary rather than interchangeable; substituting
one for the other resulted in gaps in support that neither format alone could address.

Discipline-Specific Expertise: Limits Lived Experience Work Drifting toward Clinical
Conformity

Participants described discipline-specific expertise as essential for effective Lived Experience work supervision, requiring supervisors to be grounded in
Lived Experience values, actively connected to the consumer movement, and able to recognise when practice drifted from discipline principles:

"When we're looking at discipline specific supervision for other disciplines, you've got your clinical supervision for clinicians. When you're thinking of
supervision for psychologists and therapists... the supervisors will have the same training, background, and expertise to provide supervision. We wouldn't
expect to see a clinical psychologist receive supervision from a nurse or occupational therapist. It's the exact same logic with Peer [Lived Experience] Work
where... the clinical expertise can't really be extended to the Lived Experience workforce" (Participant 13)

This expertise was not understood as a static credential but as an ongoing capacity that functioned in practice through values alignment, practical resource
provision, and the ability to see workplace dilemmas through a Lived Experience lens. When supervisors possessed this expertise, participants described
supervision that began with values alignment and returned to it consistently, creating a foundation for reflecting on practice, navigating scope, and
maintaining connection to the broader movement:

“The first session | had with her, she said. Look, | don't normally do every session on this, but let's go through the Peer [Lived Experience] values. Let's see
where you're aligning in your current role. Let's just go. And it was really, | found it really helpful because we just, we went through each one and worked out
where there's certain things that I'm not aligning, why I'm aligning.” (Participant 18)

And;
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“[The supervisor] is really good at sending me through, like a summary of our catch ups...there's sometimes those little bit of extra stuff that she'll help
support me with after...I'm going to send her through my position description today...she's going to have a look at some of the stuff that | said | was
questioning whether that's within my role or not” (Participant 18)

Some participants also identified that some experienced supervisors had shifted toward managerial norms, becoming disconnected from lived experience
principles and replicating the hierarchical dynamics that discipline-specific supervision was intended to counter:

“Like to be super blunt, managerialist dirtbags who left their Peer [Lived Experience] values way back in the rearview mirror... [they have] become very
disconnected from Peer practise and [their] peer principles and are no longer applying those Peer principles. In [their] role... [they have] become indoctrinated
into the cult of bureaucrat.” (Participant 17)

Crucially, participants expected this expertise to be modelled within the supervisory relationship itself; a supervisor's commitment to mutuality and non-
hierarchy was described as what distinguished Lived Experience supervision from traditional clinical oversight.

Supervision Fails When Hierarchical Structures Override Relational Trust

Participants identified three conditions of supervision as foundational: trust that enabled honesty, flexibility that centred supervisee agency, and a non-
hierarchical relationship that embodied Lived Experience work's relational values:

“So | think you really have to develop relationships based on respect and mutual trust where people are willing to share some of their experiences with you
and so you need to have a like it's very important to have a diverse network so that you have that lived experience knowledge.” (Participant 14)

Effective supervision required flexibility to adapt format, frequency, and focus to support the practice:

“I like the flexibility [of supervision] because | often need something different each time...Sometimes I'm kind of like, yep, cool, I'm feeling good. | just need
someone to reflect back to me that I'm doing alright” (Participant 9)

Non-hierarchical supervision did not mean absence of expertise or challenges. The supervisor's role was facilitating the supervisee's thinking rather than
prescribing correct answers:

“He [supervisor] wouldn't tell me what to do necessarily, he would probe me with questions in scenarios and get me to think about things a little bit differently
through questions...giving examples of his own when he's been in a similar situation and what worked and what didn't work, but not in a way that's telling me
to do those things.” (Participant 11)

When these conditions were absent, particularly where supervisors also held line management responsibilities, supervision was experienced as performance
management or tokenistic check-ins that prioritised organisational compliance over professional development and emotional support. Participants
described rigid structures, prescribed questions, and administrative focus replacing the relational trust and flexibility they identified as essential for
meaningful reflection and growth.

‘Sitting in the Mud'’: The Relational Foundation of Lived Experience Work

Participants described the relational foundation of lived experience as the practice of holding space without judgement or urgency to fix, a practice they
referred to as "sitting in the mud":

“Not trying to change someone too much and just being there as a listener sitting in the mud with someone, especially within that crisis work, which is what |
do. So, people are coming in and maybe only seeing you once and you're just giving them an hour of just sitting and non-judgmental listening, which is really
nice.” (Participant 11)

This approach, characterised by non-directive presence, non-judgmental listening, and a willingness to sit alongside someone in distress without prescribing
solutions, was identified as what distinguished Lived Experience work from clinical intervention. Participants reported that effective supervision mirrored this
same relational approach; supervisors grounded in Lived Experience values modelled patience, validated non-directive practice, and supported supervisees
to navigate ethical dilemmas and organisational pressures without imposing answers:

“When | sit there, talk with her, and often things like the ethical dilemma that | bring to it, | know, | know, like where I'm coming from is correct. But having
someone that's so like deeply embedded in the peer like principles and stuff, be able to come off and back that that gives me that little bit of empowerment
of like cool, like I'm on the right track. I've got these other people behind me.” (Participant 18)

When workplace structures require Lived Experience workers to operate outside their scope or adopt clinical frameworks, discipline-specific supervisors
provided values-based analysis and validation that enabled participants to maintain boundaries and feel supported in their distinct approach. Supervision
that understood "sitting in the mud" functioned as both a mirror of Lived Experience practice and a protective mechanism for it.

Theme Three: Structure, Integration, Positioning: Where Lived Experience Workers Are
(and Are Not) Supported

Present But Not Integrated: Lived Experience Workers' Subordinate Positioning
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Participants described being physically present within organisations without corresponding integration into decision-making, team processes, or clinical
discussions. This positioning was experienced as tokenistic, where organisations publicly valued Lived Experience but consistently shut down Peer Worker
contributions when they challenged clinical perspectives or offered alternative approaches:

"It often feels that Peer Work is very tokenistic of just "we really value Lived Experience voices, here's a Peer Worker,... it's like you try and join in the
conversations with the people who are in a conversation, and they look at you being like 'why are you here?" (Participant 13)

And;

"So let's just say my manager is a great person and she has taken a time to listen to me and account for what I've said. But at the start. She said there was no
role for me in the team beyond being on the payroll. | had no capacity to make any contribution." (Participant 5)

This subordinate positioning contributed to isolation, burnout, and emotional distress, with participants describing the experience of witnessing harm they
were unable to influence. Organisations that had invested in expanding the Lived Experience workforce were described as approaching integration
superficially, recruiting the workforce without undertaking the cultural change necessary to genuinely include them:

“People just think, oh, we should get Peer [Lived Experience] workers, and they don't think it all the way through. So they haven't done the culture change. They
haven't done all of that kind of deep thinking. It's really just like Peer [Lived Experience] workers are the dressing on the salad. You know, that's the thing that
we add and then, you know, bingo bango.” (Participant 17)

The weight of these hierarchical structures reinforced participants' need for supervision that remained flexible, relational, and external to the organisational
dynamics that contributed to their marginalisation.

Professionalisation Risks Reproducing the Exclusion Lived Experience Work Challenges

Participants held diverse and often conflicting views about professionalisation, describing it as both a pathway to structural legitimacy and a risk of
reproducing the exclusionary gatekeeping that Lived Experience work was founded to challenge. Some participants described professionalisation as
necessary for recognition, noting that the transition from voluntary, unpaid contributions to a recognised discipline with its own values and principles
represented significant progress:

“In the beginning, a lot of the work was voluntary and then they expected you to be grateful for giving your time for free...now I think that the workforce has
become more professional and a discipline in its own right with its own values and principles. Yes, it's not just a tick box exercise, now it's part of the national
standards and a requirement.” (Participant 14)

Others viewed it as essential for providing the labels and structures needed to be taken seriously within multidisciplinary teams and the broader medical
system:

"We're constantly fighting against the medical system to be recognised saying, hey, no, recognise us as a discipline, recognise us as a collective. And a lot of
the time it ends up coming down to the labels. At much as sometimes having those labels can suck, not align with our values and how we authentically hold
ourselves within lived experience roles, we can still hold onto the hope that it could potentially be something we can utilise to take a step in a direction of
where we want to be going" (Participant 13)

However, participants also expressed significant concerns that professionalisation would facilitate clinical co-option, attract practitioners disconnected from
the consumer survivor movement, and create educational barriers that excluded people whose lived experiences of extreme states, involuntary treatment,
and system contact were precisely what made them effective Peer Workers:

“I personally am extremely anti the creation of a professional body. | think it's a product of being a small discipline that emerged in the last 40 years...it's still
very much in a lot of places seen as supported employment...I have a real concern about the way in which Peer [Lived Experience] Work is shifting to have a
Peer workforce that is entirely essentially people like me, privileged, tertiary educated white people who've had relatively easy experiences of the mental
health system and it's not leaving space for people who experience voices, who experience extreme states, who are on medications, who've been on CTOs,
who've experienced involuntary treatment. And | think this professionalisation is just a way of pushing...moving further towards that para-clinician role.”
(Participant 17)

Participants described professionalisation as acceptable only if it protected core Lived Experience discipline values, avoided educational gatekeeping, and
centred cultural safety; without these safeguards, they feared it would erase the transformative foundations of the role it claimed to legitimise.
Discussion

There is a dearth of literature on Lived Experience workers encounters of supervision in mental health settings. The findings of this qualitative study reveal a
critical disconnect where Lived Experience workers possess clear knowledge of what constitutes effective supervision (external, funded, discipline-specific,
culturally safe, with trained supervisors and protected time) in opposition to organisations who lack the external mandates compelling investment in these
structures. The absence of streamlined accreditation requirements for Lived Experience supervision and frameworks for practice removes organisational
accountability and positions supervision as discretionary rather than essential infrastructure.

What Peer Workers Know About Supervision
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Participants in this study articulated clear requirements for effective supervision, which aligns with existing evidence for other professions. They identified
that supervision should be external to management structures, organisationally funded, discipline-specific, culturally safe, delivered by trained supervisors,
occur during protected time, and allow supervisor choice. The Victorian Consumer Perspective Supervision Framework emphasises principles and values
that guide reflexive practice, promote system change, and improve consumer rights and outcomes, distinguishing its focus from clinical supervision
(Victorian Department of Health, 2023). The consequences of inadequate supervision, including isolation, burnout, inability to process challenging
experiences, and erosion of confidence in Lived Experience practice, were consistently described across the interviews. Equally, participants who accessed
quality supervision described validation of their expertise, confidence to advocate within clinical teams, space for honest reflection without fear of workplace
consequences, and sustainability in emotionally demanding roles. Participants are not seeking emotional support; they articulated a need for supervisors
who could model a non-judgmental stance and provide strengths-focused, objective performance evaluation that respects peer values rather than clinical
performance indicators (Edwards et al., 2026).

This alignment between Lived Experience workers' experiential knowledge and evidence-based requirements of supervision is not unique to Australia. For
example, Lara et al. (2026), surveying 101 Peer Workers across 14 countries, found that while participants possessed clear understanding of effective
supervision requirements and preferred lived experience-led models, most received clinical supervision instead, mirroring the disconnect documented in this
study. The problem is that organisations lack external mandates compelling investment. Clinical disciplines maintain supervision through professional
registration requirements, workplace health and safety obligations, and accreditation standards. Lived Experience work lacks equivalent structural
protections, positioning supervision as optional professional development rather than essential workforce infrastructure, despite the unique demands of
drawing on lived experience daily.

Structural Marginalisation Creates Supervision Inadequacy

The inadequacy of supervision for Lived Experience workers is not an isolated workforce development failure. It is a symptom of broader structural
marginalisation within mental health systems. Participants described being physically present in organisations without corresponding integration into
decision-making, team processes, or valued roles, lacking the authority, resource control, and cultural legitimacy necessary to practice Lived Experience work
authentically or influence organisational cultures.

This pattern is not unique to Australia. The National Lived Experience (Peer) Workforce Development Guidelines identified that a mature supervision system
should provide flexible and resources supervision options to the Lived Experience workforce (Byrne, Wang, et al., 2021). Yet, Edwards et al. (2026) found that
even in the United States, where Lived Experience is recognised as an evidence-based discipline, many supervisors remain clinically orientated and unfamiliar
with core Lived Experience principles, contributing to role confusion and burnout. Internationally, Lived Experience workers are positioned as optional
additions rather than integral practitioners, and their supervision follows accordingly: treated as a discretionary add-on rather than essential infrastructure
(Jorgenson & Schmook, 2014; Kilpatrick et al., 2017). In Australia, Reeves et al. (2024) found that 16 of 18 Lived Experience workers reported experiencing
stigma from colleagues, with participants describing being psychologically harmed in workplaces where leadership failed to actively champion Lived
Experience roles. Kilpatrick et al. (2017) found that staff viewed Lived Experience workers as a "cheap option to do something that always looks good,'
creating a structural ceiling where roles are conceptualised as ongoing entry-level positions without clear career pathways. This positioning ignores the
emotional and relational labour inherent in lived experience, labour that requires structured debriefing as a professional necessity rather than an optional
extra (Cao et al., 2026).

When these structural forces converge, they produce a tokenistic cycle: if a Lived Experience worker is not a cohesive part of the team but is instead treated
as an add-on, the supervision they receive will inevitably reflect that positioning (Kilpatrick et al., 2017). Lived Experience workers' experience of
stigmatisation, reinforcing the cycle of marginalisation that supervision should interrupt (Shaw, et. al. 2026). Organisations that have not defined a clear
structural place for Lived Experience workers to practice, contribute, and grow will not invest in the supervision infrastructure required to sustain them.
Organisations need to have a ‘whole-of-organisation’ strategy and commitment for effective integration (Byrne et al., 2021). The result is a self-reinforcing
pattern where marginalisation produces inadequate supervision, and inadequate supervision deepens marginalisation, highlighted by participants in this
study.

The absence of adequate supervision infrastructure does not mean Lived Experience workers simply go without. Participants described self-organising
alternatives: seeking unpaid co-reflection spaces outside work hours, drawing on personal networks for informal debriefing, and advocating repeatedly for
access to external supervisors that clinical colleagues received as standard. These initiatives demonstrate that Lived Experience workers recognise
supervision as essential for safe practice. However, their existence is both necessary and problematic: necessary because organisations are failing to
provide adequate support; problematic because self-organised alternatives reduce the impetus for organisations to invest in proper provision (Jorgenson &
Schmook, 2014). Lived Experience Workers who lack financial resources, supportive colleagues, or who work in isolated services cannot access these
informal structures, meaning the burden of compensating for systemic failure falls disproportionately on those already managing substantial workloads and
emotional demands. Framing these self-organised responses as evidence of workforce ‘resilience’ risks romanticising exploitation, transforming
resourcefulness under constraint into a narrative that suggests such conditions are acceptable rather than demanding they change (Kilpatrick et al., 2017).
While, these alternatives should not have been necessary, their existence underscores both the strength of the workforce and the depth of organisational
failure.

Protecting Lived Experience Work Epistemology Through Adequate Supervision

Lived Experience work is grounded in a distinct epistemology that differentiates it from clinical practice. Norton (2025) identifies 'informality' as central to
Lived Experience work; it is the mutual, equal, and authentic human connection that enables the change process. This ‘informality’ is not a lack of structure or
professionalism but a deliberate departure from clinical relationships characterised by expert/patient hierarchies and intervention-focused interactions
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(Byrne, Wang, et al., 2021; Norton, 2025). Peer Work relationships are built on shared experience, reciprocity, and what participants in this study described as
‘sitting in the mud'. This practice requires Peer Workers to draw on their own knowledge of distress while maintaining boundaries that protect both
themselves and the people they support, a tension that discipline-specific supervision is uniquely positioned to hold. This ongoing complexity reinforces that
discipline-specific supervision is not a one-off orientation but a continuous professional necessity (Chreim et al. 2026).

The emotional labour of ‘sitting in the mud’ requires what Edwards et al. (2026) refer to as the ‘support’ function of supervision. By building trust through
mutuality, respect, and transparency, supervisors ensure that the Lived Experience worker's use of self remains a professional asset rather than a deficit.
Without adequate supervision, Lived Experience work risks losing its distinct identity. Participants described organisational pressure to adopt clinical
language and methods, shifting their role toward para-clinician rather than Lived Experience practitioner (Edwards et al. 2026). Foglesong et al. (2022)
documented this dynamic, finding that non-Lived Experience supervisors often monitored for ‘signs of decompensation’ rather than supporting practice,
pathologising the worker and eroding the trust essential for authentic Lived Experience work.

The tension observed in this study reflects a broader national concern that professionalisation must protect the sense of shared power and two-way support
established in Lived Experience work (Byrne, Wang, et al., 2021). Participants who supported professionalisation saw it as creating structural legitimacy and
protection from exploitation, while those who resisted it feared clinical co-option. Without addressing the underlying power dynamics that position Lived
Experience work as subordinate to clinical practice, professionalisation risks producing credentials that do not translate to structural power, funding that
remains discretionary, and supervision frameworks that exist on paper but are inadequately resourced. The difficulty of maintaining this 'fine line" highlights
the absence of authentic allyship and Lived Experience leadership at the executive level. The National Lived Experience (Peer) Workforce Development
Guidelines argue that protecting role integrity requires Lived Experience perspectives to be embedded 'at all levels of the sector, including funding bodies and
boards (Byrne, Wang, et al., 2021). Without this systemic guardianship, the individual 'mud-sitting' practitioner is left to resist clinical co-option in isolation.
Discipline-specific supervision provides the protective space where Lived Experience work epistemology can be maintained. Without supervision frameworks
developed alongside Lived Experience workers, the consequences are not merely individual but disciplinary: burnout, vicarious trauma, and the erosion of
lived experience capacity to offer an alternative to clinical models through the informal, reciprocal relationships that enable recovery through connection
rather than intervention. Effective supervision must evolve from, what is currently a mechanism of clinical surveillance into a site of disciplinary guardianship,
ensuring that the transformative capacity to 'sit in the mud' is not merely permitted but protected as vital professional expertise.

Implications for Practice

Organisations employing Lived Experience workers must recognise that discipline-specific supervision is not optional enhancement but fundamental
infrastructure. This requires committed investment: funding external supervision from trained Lived Experience supervisors, protecting time within work
hours, ensuring supervisor choice, and resisting pressures to substitute line management or co-reflection for discipline-specific support. At a systems level,
policy makers should mandate supervision standards through accreditation frameworks or funding body requirements. Without external accountability
mechanismes, supervision provision will remain dependent on individual organisational commitment. Further research should prioritise the co-creation of
supervision frameworks developed alongside Lived Experience Workers, ensuring that guidelines reflect epistemology rather than adapting clinical models.

Implications for Research

Research across diverse populations, including Aboriginal and Torres Strait Islander Peer Workers, culturally and linguistically diverse communities, and rural
and remote contexts, would illuminate how cultural safety intersects with supervision adequacy. Longitudinal studies examining relationships between
supervision quality, workforce retention, and practice integrity would strengthen the evidence base for systemic change.

Conclusion

This study reveals that supervision inadequacy for Lived Experience workers is not an isolated workforce development failure but a symptom of broader
structural marginalisation within mental health systems. Lived Experience workers are present but not integrated, employed but not empowered, visible but
not validated. This positioning produces a self-reinforcing cycle: marginalisation leads to discretionary supervision, discretionary supervision deepens
marginalisation and Lived Experience workers are left to compensate for systemic failure through unpaid labour and self-organised alternatives.

Yet participants in this study were not passive recipients of inadequate systems. They articulated precisely what effective supervision requires and identified
the structural conditions preventing its provision, the challenger here is accountability. Until external mandates, co-created frameworks, and genuine
organisational commitment replace the current reliance on individual advocacy and managerial goodwill, Lived Experience supervision will remain
inadequate, and the distinct epistemology that makes lived experience transformative will continue to be eroded.

Limitations:

This study’s limitations include recruitment primarily through professional networks. This likely over-represented Lived Experience workers who already have
access to supervision and the capacity for advocacy. Participants were concentrated in New South Wales, Victoria, and South Australia; therefore, the
findings may not fully apply to other states with different system structures or integration histories. No Aboriginal and/or Torres Strait Islander participants
were recruited despite efforts. This is a significant gap given the vital need for culturally safe supervision for Aboriginal and/or Torres Strait Islander Lived
Experience Workers.

Including the experiences of supervisors and organisational decision-makers could offer a more complete view of the structural factors at play. Qualitative
analysis showed that many participants used the term "supervision" interchangeably with administrative line management, within the data collection tools.

Page 9/11



Because of this, data regarding supervision frequency and tenure should be interpreted with caution. The support participants described often did not reflect
the discipline-specific reflective practice intended by the term.
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