




 
DRAFT BEST PRACTICE 
GUIDELINES 

MHC COMMENT 

Draft Guideline 1: Pre-hearing case 
management and support for the 
person provides an opportunity to 
maximise participation by the 
person. 

This case-management and support should be tailored to 
the needs of the person about whom a tribunal decision is 
being made. The case-management and support should be 
trauma-informedi, recovery-orientedii and sensitive to 
Aboriginal people, CALD communities and LGBTIQ+ 
people. It should take into account the unique decision-
making ability of each person and take into account 
changes in that ability since the person’s previous 
involvement with the tribunal. That is, there is no one-sized-
fits-all model of support.  
 
AGAC should consider modifying the language used in 
these guidelines. While still widely-used, ‘case-
management’ is a paternalistic term and is inconsistent with 
contemporary approaches to disability support and 
supported decision-making. In this instance consider the 
alternative words: “Pre-hearing coordination, planning and 
support …”  

Draft Guideline 2: The person and 
other parties should be promptly 
notified of an application being 
made. 

It is unclear what period of time “promptly” constitutes. 

Draft Guideline 3: Written notice of 
hearing should be given to the 
person and other parties well in 
advance of the hearing. Registry 
staff may need to consider whether 
any additional steps need to be 
taken to ensure that the person is 
informed of the hearing details. 

Again, it is unclear what period of time “well in advance” 
constitutes. The time period should be long enough to 
enable the person and support people to prepare for the 
meeting with the Tribunal. The language used in written 
materials provided pre-hearing and used by the Tribunal 
members during the hearings should be simple and able to 
be easily understood by people with severe and complex 
mental health issues. 

Draft Guideline 4: Pre-hearing 
processes should seek to ensure 
that:  

• the person is made aware of 
the application  

• information is provided to 
assist the person to 
understand what the 
application and hearing is 
about  

• the person’s participation is 
encouraged (unless to do so 
would be detrimental to the 
person) 

• any further information that 
may assist the tribunal is 
obtained from the person  

• the person is provided with 
information as required 
about representation 
including advocacy  

• information is given to the 
person about tribunal 
practice and procedure and 
to assist in addressing any 

Pre-hearing processes should be tailored to the needs of 
the person about whom a tribunal decision is being 
considered. The pre-hearing processes should be trauma-
informed, recovery-oriented and sensitive to CALD 
communities, Aboriginal communities and LGBTIQ+ 
people. 
 
There is a practical question over whether the person has 
the ability to understand that an application is being made 
and what this may entail. The language of the guidelines 
could be adjusted to emphasise maximising the 
understanding and participation of the person, rather than 
simply on information provision. Communication support 
may also include relational or emotional support as well as 
technical support. 
 
There is also a question about the sharing of information 
that may harm a person with mental health issues. For 
example, a person with psychosis may experience the 
information provided interacting with their delusions. 
Essentially, the Tribunal must seek to maximise safety of 
the person before the Tribunal whilst respecting their right 
to be informed. 



confusion or anxiety where 
possible  

• the person has an 
opportunity to ask questions 
about any of these matters  

• information is sought as to 
whether any communication 
supports are required, for 
example, interpreting 
services, visual or auditory 
aids or communication aids  

Draft Guideline 5: Optimally, the 
listing of a hearing should take into 
account:  

• whether any particular 
needs of the person require 
a hearing at certain times of 
the day (for example, a 
morning hearing rather than 
the afternoon, or taking into 
account the effects of 
medication)  

• an estimate of the length of 
time the person may need to 
give their views to the 
tribunal, having regard to 
their communication needs  

• any need for breaks during 
the hearing  

• any additional time required 
for the use of an interpreter.  

The ability of the person to travel, either by car or public 
transport, should also influence the listing of a hearing.  
An important issue also arises if the person about whom 
the process is taking place is in a hospital or clinic or aged-
care facility and unable to attend the Tribunal. 

Draft Guideline 6: Information about 
various aspects of the tribunal’s 
practice and procedure (both in hard 
copy and online) should be made 
available to the person who is the 
subject of proceedings in formats 
that are accessible to people:  

• from culturally and 
linguistically diverse 
backgrounds  

• with a vision or hearing 
impairment  

• with cognitive disabilities  

No additional comment. 

Draft Guideline 7: Optimally, 
hearings should be listed in a 
location that allows the person to 
participate in the hearing in person. 

It may be hard for some segments of the population – 
particularly those who are less mobile – to attend the 
hearing in person. AGAC should consider recommending 
that taxi fares should be provided. Many clients with mental 
health issues may be on the Disability Support Person and 
require support to pay for transport. Again, the issue of the 
person involved being in a hospital or clinic or aged-care 
facility and unable to attend the Tribunal arises. 

Draft Guideline 8: If a face-to-face 
hearing is not possible or 
practicable, then other means by 
which the person can participate in 
the hearing should be explored. This 
may include:  

The particular symptoms, experiences and wishes of the 
person should be taken into account in deciding alternative 
arrangements.  
 
It is unclear how a ‘representative’ differs from other types 
of people appointed or defined under legislation. It is 
unclear how a representative is chosen when the person 



• measures similar to that 
undertaken by the South 
Australian Civil and 
Administrative Tribunal 
involving a “Visit to the 
Person” by a Tribunal 
member  

• the views of the person 
being provided by way of a 
representative  

• videoconferencing  
• telephone participation  

about whom the hearing is held may lack decision-making 
ability to appoint a representative, and who would 
determine this ability. Presumably a letter from a medical 
professional such as a GP or Psychiatrist would help make 
these decisions.  
 
Across several guidelines consideration should be given to 
the role of carers and how provisions for carers under other 
Acts, particularly mental health legislation, interact with 
provisions here.  
 
There are also issues around the privacy of the person 
concerned when their personal information is shared by 
third parties. 

Draft Guideline 9: Tribunals should 
collect data and report publicly on 
the participation rates of persons in 
hearings, broken down into in-
person participation, hearings by 
videoconference, and hearings by 
telephone. 

The relevant privacy legislation should be observed.  

Draft Guideline 10: Tribunals 
should also collect data and report 
publicly on the rate of appointment of 
representatives. 

Again, the process for choosing representatives is unclear 
and the relevant privacy legislation should be observed. 

Draft Guideline 11: Hearing venues 
should: 

• be wheelchair accessible 
• have drop-off zones for 

people with mobility 
restrictions 

• have easily accessible 
parking 

• be accessible by public 
transport 

• provide accessible toilets 

For this and the following guideline, it should be kept in 
mind that hearing venues and waiting room spaces should 
be designed to communicate respect for diversity – for 
CALD people, LGBTIQ+ people, and Aboriginal people. 
Markers such as posters or pamphlets may help achieve 
this goal.  
 
Provision should also be made for people who have 
therapeutic companion animals.  
 
Venues should be reviewed as to their possible impact on 
people who have experienced trauma and alternative 
venues should be made available if requested.  

Draft Guideline 12: Tribunals 
should give consideration to the 
amenity of waiting room spaces, 
given the impact this can have on 
the person’s anxiety levels, leading 
up to the hearing, and their ability to 
participate in the hearing. 

See commentary above and below.  

Draft Guideline 13: Tribunals 
should give consideration to the 
amenity and configuration of hearing 
rooms. Hearing rooms should: 

• provide the option of a more 
informal setting that is 
distinct from a traditional 
courtroom; for example, a 
meeting table, no elevated 
bench for Tribunal members, 
and flexible seating 
arrangements to assist in 
putting the person at ease; 

• provide hearing induction 
loop facilities; and 

Tribunals should also facilitate trauma-informed layout and 
be designed to ensure people who have experienced 
trauma feel comfortable. This may be achieved, inter alia, 
by designing hearing rooms more informally and, as the 
Guideline states, through flexible seating arrangements; 
clearly identifying entry and exit; and provision of a quiet 
room for time out. Trauma-informed room designs may also 
include placement of windows and doors. More guidance 
on trauma-informed considerations can be found here: 
http://www.mhcc.org.au/wp-
content/uploads/2018/05/ticp_checklist_v4_20180222.pdf  

http://www.mhcc.org.au/wp-content/uploads/2018/05/ticp_checklist_v4_20180222.pdf
http://www.mhcc.org.au/wp-content/uploads/2018/05/ticp_checklist_v4_20180222.pdf


• provide videoconference 
and teleconference facilities. 

Draft Guideline 14: Tribunals 
should, wherever beneficial for the 
subject person, allow the person to 
be accompanied by a support 
person during the hearing. A support 
person could be a family member, 
close friend, disability advocate, or 
other person who is able to provide 
assistance and support. 

It is good that this guideline suggests possible support 
persons to accompany the subject person. However, it is 
unclear how such a person is chosen where the subject 
person is unable to make this selection. The support person 
must be a person acceptable to the subject person. 

Draft Guideline 15: In those 
jurisdictions that require the leave of 
the tribunal for a party to be legally 
represented at the hearing, any 
application made by or on behalf of 
the person who is the subject of the 
application should be determined at 
the earliest possible opportunity. 
This ensures that the person and 
their legal representative have 
adequate time to prepare. 

It is unclear what “adequate time to prepare” and “earliest 
possible opportunity” constitutes. 

Draft Guideline 16: In those 
jurisdictions that provide for the 
appointment of a separate 
representative or guardian ad litem 
for the person, consideration of 
whether such an appointment should 
be made should occur at the earliest 
opportunity. 

Assuming here that ‘representative’ or ‘guardian’ is as 
defined under relevant legislation then the principle of early 
resolution is supported to the extent that it does not hinder 
the ability of the person to participate.  

Draft Guideline 17: Tribunal 
members need to be trained in the 
use of communication supports that 
a person may require in order to 
participate in the hearing including 
interpreting services, visual and 
auditory aids and other 
communication aids including 
different forms of augmentative and 
alternative communication tools. 

Tribunal members should use recovery-oriented language 
that is strength-based and empowers people to have 
choices wherever possible. The use of appropriate 
language to discuss people with lived experience of mental 
health issues is outlined in the NSW Mental Health 
Commission document Lived Experience Framework for 
NSW, attached. Tribunal members should also use 
empathetic communication where possible.  
 
Tribunal members may also benefit from training in 
understanding severe and complex mental health issues so 
they can tailor communication and understand illness-
related behaviours and the impact of the episodic nature of 
an illness. The high prevalence of mental health issues 
among people with intellectual disabilityiii and aged care 
residentsiv means that an understanding of the 
communication needs of people with co-existing disability is 
required.  
 
Professionally trained support staff with skills at supporting 
with people with trauma histories and/or mental health 
issues would also be helpful. Support given should be 
emotional/relational as well as technical. 

Draft Guideline 18: Given the 
centrality of the person who is the 
subject of guardianship and/or 
administration proceedings, the 
person should have a genuine 
opportunity to participate in an oral 

People whose ability to participate in an oral hearing is 
affected by a mental health issue should also have the right 
to bring in a written statement. This may be read by the 
person or their supporter.  
 
 



hearing before a determination is 
made. 
Draft Guideline 19: As a matter of 
good practice, original applications 
should be determined after an oral 
hearing. 

All applications should maximise the participation of the 
person to the extent this is their will and preference and 
would not cause harm. 

Draft Guideline 20: As a matter of 
good practice, reviews of existing 
orders should ordinarily be 
determined after an oral hearing. 
Given, however, the practical 
constraints (both in terms of 
legislation and resources) that exist 
for each of the jurisdictions, in the 
event that reviews of orders are 
determined without an oral hearing, 
tribunals should consider their 
respective statutory obligations 
about considering the views of the 
person before making a 
determination. 

Good practice would suggest that a person should have an 
opportunity to make a submission in some form. Reviews of 
existing orders can raise complex issues. For example the 
person may be experiencing an episodic mental health 
issue during which their decision-making ability may 
fluctuate over time. They should be given every opportunity 
to demonstrate this.   

Draft Guideline 21: Acknowledging 
that some jurisdictions are 
constrained regarding composition of 
panels (such as WA), consideration 
should be given to the composition 
of tribunal panels that hear 
guardianship and administration 
matters. 

In this guideline, and the following two guidelines, it is 
important that Tribunal members have expertise in 
understanding disability related to mental health issues. 
Even in areas constrained regarding composition of panels, 
panel members should as far as possible have particular 
professional experience or community-based experience in 
the needs of people with mental health issues if they are 
considering applications related to them. This experience, 
or training, should extend to training in the needs people 
with co-existing age-related disability and/or cognitive 
impairment or intellectual disability.  Again, it is worth noting 
that a significant number of people with disability also 
experience mental health issues. 

Draft Guideline 22: Multi-
disciplinary panels, constituted by 
members with relevant and different 
areas of expertise, are optimal in 
appropriate circumstances. 

See above. 

Draft Guideline 23: Given, however, 
the practical constraints that exist for 
each of the jurisdictions, multi-
disciplinary panels should at least be 
utilised in matters assessed as being 
complex, or that would otherwise 
benefit from particular professional 
expertise or community based 
experience. 

See above. 

Draft Guideline 24: Tribunals 
should have available to them 
members from a diversity of 
backgrounds with particular 
expertise in relation to 
communicating with people with 
disabilities. 

The Tribunal should be a culturally safe environment for 
people from a range of backgrounds. Part of achieving this  
will come from members coming from a range of 
backgrounds, including those with lived experience of 
mental health issues and caring.  

Draft Guideline 25: Training for 
members and registry staff about 
strategies to involve persons who 
are the subject of applications is 
critical. Such training would allow 

Part of this training must focus on understanding the needs 
of people with mental health issues, including the 
fluctuating or episodic nature of some mental illnesses 
(such as schizophrenia or bipolar) that have particular 
effects on decision-making ability over time. It should also 



members and registry staff to be 
better informed about the 
communication needs of persons 
with particular disabilities and the 
characteristics associated with 
different disabilities. 

focus on the experiences of people with other primary 
disabilities who also experience mental health issues.  

Draft Guideline 26: Tribunals 
should seek to increase their staffing 
and membership of Aboriginal and 
Torres Strait Islander people as well 
as non-Indigenous members and 
staff with an understanding of the 
culture, values and beliefs held by 
Aboriginal and Torres Strait Islander 
people. 

Understanding the culture, values and beliefs of Aboriginal 
and Torres Strait Islander people is central. It is worth 
noting, however, that members of the Tribunal and staff 
should have an understanding of the culture and/or needs 
and circumstances of people from CALD backgrounds and 
LGBTIQ+ people. 

Draft Guideline 27: Members and 
registry staff should have access to 
training which promotes awareness 
of specific cultural considerations 
relevant to Aboriginal and Torres 
Strait Islander people. 

See above. 

Other Issues  A remaining issue is the potential confusion for people 
appearing at hearings who may also appear before 
tribunals relevant to mental health legislation such as (in 
NSW) the Mental Health Review Tribunal.  People 
appearing before the tribunals relevant to these guidelines 
must be provided every opportunity to understand how 
these tribunals differ from other tribunals they may have 
experience with.  
 
 
 
 

 

i Trauma-informed means being “responsive to the impact of trauma, emphasising physical, 
psychological, and emotional safety for both service providers and survivors; and creates 
opportunities for survivors to rebuild a sense of control and empowerment.” See 
https://www.mhcc.org.au/project/trauma-informed-care-and-practice-ticp/  
 
ii Recovery-oriented means supporting a person to “create and live a meaningful and 
contributing life in a community of choice with or without the presence of mental illness.” See 
http://peerworkhub.com.au/wp-content/uploads/2016/11/MHC_223072_Language-
Guide_Consumer_v4.pdf  
 
iii It has been reported that “Australians with intellectual disability experience very high rates 
of mental ill-health, with prevalence estimates being 2–3-fold higher than the general 
population.”  Cooper S, Smiley E, Morrison J, et al. 2007; cited in Trollor, J.N. 2018. It’s time 
to address the mental health needs of people with intellectual disability. Australian 
Psychiatry, 26(6).  

iv It has been reported that “52 per cent of aged care residents experience symptoms of 
depression” Australian Institute of Health and Welfare 2013. Cited in Mental Health 
Commission of NSW. 2017. Living Well in Later Life: The Case for Change. Sydney, Mental 
Health Commission of NSW. 
 

                                                           

https://www.mhcc.org.au/project/trauma-informed-care-and-practice-ticp/
http://peerworkhub.com.au/wp-content/uploads/2016/11/MHC_223072_Language-Guide_Consumer_v4.pdf
http://peerworkhub.com.au/wp-content/uploads/2016/11/MHC_223072_Language-Guide_Consumer_v4.pdf


Why we need this Lived Experience Framework

People across NSW have called for our mental health and social services to be truly centred on 
the people who use them and supportive of their individual journeys of recovery. To achieve this, 
we must embrace the participation, influence and leadership of people with lived experience of 
mental health issues and caring, families and kinship groups in service design, delivery, monitoring, 
reporting, research, evaluation and improvement activities. This will lead to better outcomes for 
people experiencing mental health issues and those who offer them hope and support, as well as 
improving the working environment of those who give professional help.  
  

This Lived Experience Framework (Framework) is the response to the call for embedding lived 
experience across the sector and system processes, comprises a language guide, vision, guiding 
principles, actions and implementation approach to embed lived experience across mental health 
and social services systems.

In co-designing this Framework, participants endeavoured to live out this vision by bringing 
together people with lived experience of mental health issues and caring, families and kinship 
groups as well as stakeholders from within the mental health and social services systems. 
Together, their challenge was to listen, acknowledge their differences and find a common ground 
that extended respect to the needs and hopes of all. This document reflects their wisdom, 
compassion and commitment.
 

This Framework provides a guide to encourage efforts to be brave, generous and curious in spirit, 
to seek out opportunities to learn and improve, and for people with lived experience of mental 
health issues and caring, families and kinship groups to work together with service providers as 
equal partners. This Framework is to be implemented by mental health and social services in NSW 
so that people with lived experience of mental health issues and caring, families and kinship groups 
participate in, influence and have leadership in mental health and social services in NSW.   



Who this Framework is for? 

This Framework puts forward a shared vision for substantive change in the culture, leadership and 
structures that underpin our mental health and social services systems in NSW to embed the voice of lived 
experience in the way they design, deliver, monitor, report on, evaluate and improve services and conduct 
research. 

Mental health and social services systems include: 
• government health services including local health districts, specialty health networks, drug and alcohol 

services, and all NSW Health structures 
• government social services providers including, but not limited to, the NSW Department of Family and 

Community Services, Department of Justice, Department of Education, Aboriginal Affairs and Department 
of Finance, Services and Innovation 

• primary health networks
• private health and social service providers
• non-government organisations, including Aboriginal Community Controlled Health Services
• education providers (primary, tertiary and vocational)
• policy, advocacy and research organisations
• community groups and other service providers.

Guiding language
 
Language has a profound impact on people and the use of inclusive and contemporary language empowers 
people, minimises stigma and changes culture over time. The co-design process used to develop this 
Framework included extensive work on the development of the most respectful, inclusive language that 
represents the lived experience of people with mental health issues and caring, families and kinship groups. 
The language used is explained below.

People who have experienced a mental health issue and have recovered, or who currently have a personal 
lived experience of mental health issues and are on their recovery journey, are referred to as ‘people with 
lived experience of mental health issues’ in this Framework.

The Framework also uses language which acknowledges the lived experience of carers, families, kinship 
groups and friends supporting people with lived experience of mental health issues.

When speaking collectively, the Framework refers to the ‘lived experience of people with mental health 
issues and caring, families and kinship groups’.

What is the purpose of this Framework?

To improve the mental health and wellbeing of people living in NSW, it is essential that people with a lived 
experience of mental health issues and caring, families and kinship groups can participate in, influence and 
lead service design, delivery, monitoring, reporting, research, evaluation and improvement activities. This will 
achieve stronger services and better outcomes for all people in NSW.  
This Framework:

Provides strategic direction and vision for embedding lived experience of mental health issues 
and caring, families and kinship groups



How this Framework was developed

Living Well: A Strategic Plan for Mental Health in NSW 2014-2024, provided actions to guide mental health 
reform including the participation of people with lived experience of mental health issues and  caring, families 
and kinship groups in service design and improvements. 

The NSW Mental Health Commission implemented these actions by supporting the development of this 
Framework through a two-staged co-design approach. Stage one included a Consumer-led Lived Experience 
Project and a Carer-led Lived Experience Project. Stage two involved establishing an Advisory Group, 
including Deputy Commissioner Fay Jackson, three members of each of the previous projects’ steering 
groups and three additional stakeholders. 

The Advisory Group met to design processes and inform a co-design workshop. The co-design workshop 
brought together members of the previous projects’ steering groups and stakeholders from a mix of mental 
health services, peak bodies, government and non-government health, education/vocation, justice, disability 
and social service providers and policy makers.

Getting started

All mental health and social services need to be proactive, move quickly, invest energy and show commitment 
to embedding this Framework. This will require collaboration between people with lived experience of 
mental health issues and caring, families and kinship groups, government agencies and non-government 
organisations to build the conditions for necessary capability building. 

The following approach will help support agencies, service providers and other stakeholders to develop their 
own action plans to embed this Framework:
• trust the expertise and lived experience of people with mental health issues and caring, families and 

kinship groups
• respectfully apply and embed lived experience skills, information and insights
• develop a ‘safe’ space for dialogue and respectful inclusion of people with lived experience and caring, 

families and kinship groups and continued learning
• allow for ongoing capacity building of all participants (awareness and skills to change culture)
• work to challenge the status quo regarding mindsets, values, culture and current work practices
• develop a response with a structured and phased implementation (embedding) process
• create or adopt existing practical tools for change and provide support and training
• commit to ongoing collaborative engagement through co-leadership, co-design, co-creation, co-production, 

evaluation and shared accountability across the system.



The vision 

• Every aspect of mental health and social service design, delivery, monitoring, reporting, research, 
evaluation and improvement activities are informed by the insights of people with lived experience of 
mental health issues and caring, families and kinship groups.

• Every aspect of mental health and social service design, delivery, monitoring, reporting, research, 
evaluation and improvement activities are done in respectful and equitable partnership with people with 
lived experience of mental health issues and caring, families and kinship groups.

• Mental health and wellbeing is seen, responded to and prioritised equally with physical health. 
• Mental health and social services across NSW recognise, respect and support the leadership and 

participation of people with lived experience of mental health issues and caring, families and kinship 
groups.

• Mental health and social services provide access to work opportunities in supportive and inclusive 
workplaces for people with lived experience of mental health issues to support their recovery. 

Guiding principles 

The following principles guide action.

How can change be achieved?
The Framework provides an overarching set of objectives, immediate actions and future priority actions, 
under three focus areas: services, leadership and systems.  

To support the change required a range of possible outcomes, or measures of success, are proposed. Given 
the variety of settings, range and focus of services, services or individuals should use this Framework to 
develop and plan their own actions and measure the related outcomes tailored to their circumstances.

The table over the page outlines the actions to achieve change and nine key outcomes from implementing 
the Framework.

Lorem ipsum

The Mental Health Commission of NSW would like to thank everyone who contributed to the development of this 
Framework during the co-design process. This document was co-produced with suppliers with lived experience and 
was designed by Graphics for Good and printed by Flourish Australia.

© 2018 State of New South Wales |  Lived Experience Framework for NSW   
nswmentalhealthcommission.com.au  ISBN: 978-0-6481120-8-2



Service action

Shifting the usual way of doing things, 
the cultures we foster, the assumptions 
we make and the stories we tell.

Leadership action

Demonstrating leadership 
commitment and action and 
building leadership capacity in 
teams.

Systems level action

Refocusing policies, resources, education and employment opportunities and 
structures.  

Culture and approach
• The value of lived experience of      
    people with mental health issues and  
    caring, families and kinship groups is  
    recognised across services and         
    communities.
• Holistic, person centered and trauma-     
    informed approaches to care are     
    focused on solutions and leverage    
    people’s strengths. 

Quality improvement
• Organisations are safe, empathic,  
    inclusive, curious and continually  
    learning and improving.       

Agile leadership
• Leaders are publicly committed    
    to implementing this    
    Framework and influence      
    current and emerging leaders  
    to do the same.
• Leaders are committed to  
    collaboration, transparency,  
    shared power in leadership  
    and shared responsibility.

Capacity building
• Leaders sponsor formal  
    change management  
    processes to embed this  
    Framework.
• Leaders support staff to attend  
    training opportunities to assist  
    with embedding lived    
    experience. 
• Leaders ensure their services  
   are employing people with lived  
   experience of mental health   
   issues and/or families and  
   carers and provide them with  
   development opportunities in  
   leadership. 

Policy 
• All policy, planning, service design, evaluation, research, monitoring,  
    improvement activities and reporting is done collaboratively and transparently  
    through co-design and co-production. These efforts explicitly state they are  
    co-designed.

Organisational structures
• Organisations are structured in a way that is relevant to people with lived  
    experience of mental health issues and caring, families and kinship groups  
    and are supportive of their participation, influence and leadership. 

Resources
• Resources are allocated fairly for equity and greatest impact.

Education
• People with lived experience of mental health issues and caring, families and  
    kinship groups are partners in education and training design (including  
    resources), delivery, assessment, evaluation and improvement.
• Education, training and supervision is available for people with lived  
    experience of mental health issues and caring, families and kinship groups. 

Employment opportunities
• Employment opportunities and support is available for people with lived  
    experience of mental health issues and caring, families and kinship groups  
    across the mental health and social support system.

Lived Experience Framework for NSW  
Actions to achieve change
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Service action Leadership action Systems level action

Language
• Assertively apply a recovery oriented and trauma 

informed language guide such as the Mental 
Health Coordinating Council Recovery Oriented 
Language Guide or the National Communications 
Charter.

Culture and approach
• Mental health services implement recovery-

oriented guidance such as the National 
Framework for Recovery Oriented Mental Health 
Services. 

• Services implement guidance in delivering 
trauma-informed care such as the ‘The Last 
Frontier’ Practice Guidelines for Treatment of 
Complex Trauma and Trauma Informed Care and 
Service Delivery (Blue Knot Foundation).

• Embrace and support “dignity of risk” for people 
receiving support. This will involve balancing 
service risks with opportunities to embrace 
innovation.

Co-design and co-production
• Co-design mental health service environments 

(including emergency departments, inpatient 
and forensic units, community mental health and 
other specialist facilities) with people with lived 
experience of mental health issues and caring, 
families and kinship groups to provide care in the 
most respectful environment possible. 

Quality improvement
• Use recovery-oriented service assessment tools 

and outcome measures such as the World Health  
Organization Disability Assessment Schedule 
and Recovery Oriented Service Self-Assessment 
Toolkit.

Agile leadership
• Advocate for commitment to this 

Framework from leaders across mental 
health and social services.

• Identify champions across all levels of 
mental health and social services and  
incentivise them to lead changes 
described in this Framework. 

• Establish consumer peer worker and 
carer peer worker roles across all levels 
in mental health and social services.

• Advocate for roles for people with lived 
experience of mental health issues and 
lived experience of caring roles across 
all levels of mental health and social 
services. 

Capacity building
• Create and support opportunities for 

people with lived experience of mental 
health issues and caring, families and 
kinship groups to develop leadership  
capabilities.

•  Apply and monitor formal change 
management processes to embed this  
Framework.

• Sponsor the development and use 
of available tools to implement this 
Framework across mental health and  
social services.

Policy and organisational change
• Develop an approach to deliver this Framework and ensure 

its application in all mental health and social services. 
• Co-design mental health and social policies, procedures 

and guidelines with people with lived experience of mental 
health issues and caring, families and kinship groups. 

• Review, develop and implement paid participation policies 
for people with lived experience of mental health issues and 
caring, families and kinship groups in all mental health and 
social services.         

Resources
• Audit existing policies, procedures, guidelines and 

resources in mental health and social services to better 
understand what are in existence, how they are being used, 
what is needed to implement this Framework and identify 
resources to undertake this change.

• Ensure the participation, influence and leadership of people 
with lived  
experience of mental health issues and caring, families 
and kinship groups is considered in all new funding 
arrangements, including research.

Education
• Develop and deliver training focused on challenging 

assumptions, beliefs  
and behaviours around the value of the lived experience of 
people with mental health issues and caring, families and 
kinship groups in mental health and social services.

Employment opportunities
• Co-design a system of paid opportunities for a variety of 

people with lived experience, including carers, families and 
kinship groups to participate, influence and lead mental 
health and social services.

• Annually increase the number of consumer peer worker 
and carer peer worker roles in all government and non-
government mental health and social services. 

• Formalise supervision structures for consumer peer 
workers and carer peer workers in all government and non-
government mental health and social services.
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Service action Leadership action Systems level action

Culture and approach
• Undertake and document mandatory   
    staff training in the value of holistic,  
    person-centered, recovery-oriented  
    and trauma-informed care in all  
    mental health and social services.
Co-design and co-production
• Include people with lived experience     
    of mental health issues and caring,  
    families and kinship groups in   
    accreditation or other review  
    processes to reflect and record   
    changing attitudes to risk and  
    compare performance.
• Capture feedback from people with  
    lived experience of mental health  
    issues and caring, families and  
    kinship groups on their experience of  
    mental health and social service  
    experiences regularly. Include  
    measures of social inclusion and  
    citizenship.
Quality improvement
• Compare performance of mental  
    health and social services in  
    implementing and embedding this  
    Framework.
• Contribute to the evidence base.

Agile leadership
• Establish leadership roles for  
    people with lived experience of  
    mental health issues, and  
    caring, families and kinship  
    groups in mental health and  
    social services.
• Adopt shared evaluation  
    systems and commit to  
    continual improvement across  
    the mental health and social  
    services system.
Capacity building
• Develop peer-to-peer networks  
    across the mental health and  
    social services system for  
    those leading change.

Policy and organisational change
• Develop new structures that favour collaboration, inclusion and active  
    citizenship over competition and unbalanced power.
• Foster new mentoring and development pathways and career progression for  
    people with lived experience of mental health issues and caring, families  
    and kinship groups.
• Ensure zero tolerance of stigma and discrimination and adopt recovery-based  
    practice in all system wide policies.
• Design workplaces that are flexible and provide support to all.
• Increase current and open new services that are led by people with lived  
    experience of mental health issues and caring, families and kinship groups.   
    These are often called peer operated services.
• Build networks at all system levels that encourage positive interactions.
• Develop shared measurement processes for transparent monitoring and  
    reporting of progress.
Education
• Work with education, training and accreditation providers to incorporate lived  
    experience of people with mental health issues and caring, families and  
    kinship groups into their curriculum and frameworks.
Resources - Explore creative ways to generate income and share resources.
Employment opportunities
• Increase designated and non-designated roles for people with lived  
    experience of mental health issues and caring, families and kinship groups    
    and include this in service funding agreements.
• Ensure that people with lived experience of mental health issues and caring,  
    families and kinship groups are involved in the design, delivery, research  
    and evaluation of all services.
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1. The number of full time equivalent paid positions for people with lived experience of mental 
health issues and caring, families and kinship groups increase in each mental health and 
social service annually to optimal levels.

2. Designated roles of people with lived experience of mental health issues and caring, 
families and kinship groups are identified across all levels in mental health and social 
services.

3. Service accreditation processes demonstrate that they meet or exceed standards for lived 
experience participation and leadership.

4. NSW Government reports and publicly releases data to demonstrate increases in and 
impacts of projects co-designed with people with lived experience of mental health issues 
and caring, families and kinship groups. 

5.  Paid participation policies have been developed and implemented in all 
mental health and social services. 

6.  Lived experience participation is formalised in policy of all government and 
non-government mental health and social services.

7.  All public mental health services meet National Safety and Quality Health 
Service Standard 2: Partnering with Consumers.

8.  All mental health programs and services demonstrate they are 
implementing A National Framework for Recovery Oriented  
Mental Health Services.

9.  Non-government organisations adopt suitable recovery-oriented tools to 
reflect the recovery-focus of their service. 
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