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Abstract

Integrating lived/living experience practitioners into health-care and social systems is crucial to realizing recovery-oriented
mental health care. Practitioners model recovery and bridge gaps between traditional health-care structures and service
users, humanizing and promoting inclusivity of services. This roadmap, co-created under the WHO Regional Office for
Europe’s collaboration with the European Commission under the “Addressing mental health challenges in the European
Union, Iceland and Norway” project, provides a structured framework to integrate lived/living experience expertise into
mental health systems and workforce through six essential actions. Case studies from a variety of European countries

are presented to illustrate these actions in practice. The roadmap is for use by governments, mental health policy-makers,
service providers, people who use services, lived/living experience workers and advocates.
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Glossary

This glossary integrates core definitions aligned with Mental Health Europe’s Glossary (7) and
the roadmap’s principles. It aims to provide clarity and promote shared understanding among
diverse stakeholders.

Authenticity

Boundary
management

Burnout
prevention

Co-creation

Community-
based care

Dual identity

Experts by
experience

Hierarchical
barriers

Lived/living
experience

Authenticity is the quality of being genuine, transparent and true to oneself,
reflected in the ability of lived/living experience practitioners to share their
stories, experiences and insights without compromising their individuality.
Authenticity is foundational to building trust, fostering connections and
modelling recovery in mental health systems.

This is the practice of establishing and maintaining clear boundaries in
professional relationships, especially in peer support roles.

Burnout prevention refers to strategies and practices aimed at reducing the
emotional, physical and mental exhaustion caused by prolonged stress or
demanding work environments.

Co-creation is a collaborative approach where stakeholders - including
individuals with lived experience, policy-makers, service providers and
communities — work together as equals to design, implement and evaluate
mental health policies and services. It is rooted in inclusivity, respect and
shared power to ensure that outcomes reflect diverse needs.

Community-based care includes a range of services that enable individuals
to live and thrive in their communities rather than in institutions. This model
promotes social inclusion, autonomy and access to mainstream services like
housing, health care and education.

The concept of dual identity refers to the combination of personal
experience and professional responsibilities of lived experience
practitioners.

Experts by experience are individuals with lived experience of mental health
problems who have gained expertise through advocacy, peer support roles
or policy contributions. Their input ensures that systems and services are
informed by firsthand insights.

Hierarchical barriers are structures or norms in organizations that
maintain a power imbalance between different roles, often limiting open
communication and collaboration.

In mental health systems, lived/living experience refers to personal
experience of emotional and cognitive challenges that may or may or may
not have led to encounters with mental health services. It is the learning that
arises from these experiences: how this feels; what helps and what hinders;
what could have been done better; and what was absent. These experiences
constitute the wisdom arising from adversity that can bring a distinct and
complementary expertise to mental health service design, delivery, policies,
practice and workforce. It highlights the expertise derived from these
experiences, emphasizing their value in shaping recovery-oriented systems
and policies.

Glossary



Mutuality In a peer support context, mutuality refers to the reciprocal and
non-hierarchical relationship between peer support workers and those they
support, where both individuals are seen as equally valuable and contribute
to the process.

Organizational ~Organizational capacity-building refers to the process of improving an

capacity- organization’s ability to achieve its goals by enhancing skills, resources and
building infrastructural support.
Peer support Peer support refers to the mutual support offered by individuals who have

experiences of similar struggles and challenges. Together they are able to
generate a sense of possibility/hope; develop shared solutions; and provide
practical, social and emotional support. Peer support fosters trust and
shared understanding, and can occur informally or through structured roles
like lived/living experience practitioners.

Recovery Recovery is a self-defined and personal process of building a meaningful life,
even with ongoing mental health problems. It emphasizes hope, autonomy
and the pursuit of individual goals, diverging from clinical recovery focused
solely on symptom reduction.

Role ambiguity Role ambiguity refers to uncertainty about job responsibilities and
expectations, which can lead to confusion in the workplace.

Service user A service user is an individual currently accessing mental health services.
The term shifts focus from clinical or passive identities to active participation
in service design and decision-making.

Trauma- Trauma-informed care is an approach to service delivery that acknowledges

informed care thatthere are situational contexts and relationships with characteristics of
past traumatic events or in which there is a perceived threat, which may
occasion trauma responses. The approach recognizes the impact of trauma;
emphasizes physical, psychological and emotional safety; and fosters an
environment that promotes recovery and empowerment. It incorporates an
understanding of the prevalence of trauma and its effects on individuals,
which can be used in all aspects of life as well as within mental health
systems.

Reference

1. Mental health: the power of language. Brussels: Mental Health Europe; 2024 (https://www.
mentalhealtheurope.org/wp-content/uploads/2025/02/Mental-Health-Europes-Glossary-
2024-edition-FINAL.pdf, accessed on 12 May 2025).
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Executive summary

Lived/living experience refers to the wisdom
arising from mental health adversity - it

can bring a distinct and complementary
expertise to mental health service design,
delivery, policy and practice and the mental
health workforce. Integrating lived/living
experience practitioners into health-care and
social systems is crucial to realizing recovery-
oriented mental health care. Lived/living
experience practitioners model recovery and
bridge gaps between traditional health-care
structures and service users, humanizing and
promoting inclusivity of services.

This roadmap, co-created under the WHO
Regional Office for Europe’s collaboration
with the European Commission under the
"Addressing mental health challenges in

the European Union, Iceland and Norway”
project, provides a structured framework to
integrate lived/living experience expertise
into mental health systems and workforce.
Its goal is to empower countries to move
away from tokenistic inclusion and towards
co-creation of mental health services, while
acknowledging the systemic challenges of
integrating these roles - including resistance
from traditional staff, policy constraints and
funding inconsistencies.

The roadmap framework is laid out in six
actions:

1. strengthening policy by advocating
for including lived/living experience
practitioners within national mental
health policies and strategies, ensuring
alignment with recovery-oriented
principles;

2. building capacity for organizational
readiness by strengthening
organizational systems and culture to
support the effective integration of
lived/living experience practitioners into
multidisciplinary teams and broader

mental health systems, ensuring
alignment with recovery-oriented
principles;

3. promoting co-creation, collaboration
and integration by embedding co-
creation principles in designing,
delivering and evaluating mental health
services to ensure that lived/living
experience and other forms of expertise
inform systemic improvements;

4. standardizing training and certification
by co-creating and implementing
standardized training and certification
programmes for lived/living experience
practitioners that ensure consistency,
professionalism, fidelity to lived
experience principles and recovery-
oriented practice;

5. enhancing supervision and support
by establishing reflective and
strengths-based clinical/practice
supervision models to provide lived/
living experience practitioners with
the support to manage emotional
challenges and navigate professional
expectations, while maintaining best
practice and fidelity to the principles of
lived experience professional roles; and

6. expanding access through accessible
and digital tools by using digital
platforms to expand the reach of
lived/living experience practitioners,
particularly in remote and
underserved areas.

Understanding the transformative potential
of lived/living experience practitioners in
creating recovery-oriented services is critical
to envisioning a future where mental health
systems are accessible to everyone.

Executive summary



Quick guide

The purpose of this roadmap

This roadmap provides a structured
framework to integrate lived/living experience
expertise into mental health systems and the
mental health workforce. It emphasizes the
value of personal experience of recovery in
creating more inclusive, engaged and effective
mental health systems. The roadmap offers
actionable steps to recognize and embed
lived/living experiences as a core component
of policy, practice and culture.

Why this roadmap is needed

WHO has been promoting the value of lived/
living experience in mental health systems for
decades. However, in practice, the inclusion
of lived/living experience in professional
capacities is often tokenistic, and frequently
lacks sustainability. This roadmap aims to
correct the course across the WHO European
Region by offering a set of essential actions
that support a standardized approach to
integrating people with lived/living experience
into mental health systems. The European
Commission has also long been a champion
of this approach, and this work has been
made possible thanks to the Commission’s
collaboration with the WHO Regional Office
for Europe on the “Addressing mental health
challenges in the European Union, Iceland and
Norway" project.

Transforming mental health through lived experience

Who this roadmap is for

The roadmap is for use by governments,
mental health policy-makers, service
providers, people who use services, lived/
living experience workers and advocates.

It is particularly relevant for organizations
transitioning to recovery-oriented care models
and those looking to integrate intentional
lived/living experience practitioners into their
services. Additionally, it provides guidance for
training institutions and community leaders
involved in mental health reform.

How to use this roadmap

This roadmap outlines essential actions for
including lived/living experience in a variety
of professional roles within mental health
systems. It offers a flexible, best-practice
approach wherein actions should be taken
based on the user’s starting-point and
needs. It can also be used to advocate
transformation of policy, practice and

culture within local and national contexts.

It emphasizes a collaborative approach,
encouraging co-creation/co-production
between stakeholders, including individuals
with lived experience, clinicians and
community organizations. The roadmap also
sets out actions to address systemic barriers,
foster inclusion, build capacity and promote
sustainable frameworks for lived/living
experience roles. Within each action area,
there are several country case studies to show
the application of action steps in practice.

Roadmap for integrating lived and living experience practitioners into policy, services and community



Background

Lived/living experience is the wisdom arising
from experiencing - and in many cases
recovering from - a mental health adversity.
It can bring a distinct and complementary
expertise to mental health service design,
delivery, policy and practice and the

mental health workforce. This roadmap
aims to support countries in applying this
wisdom effectively.

The evolution of lived/living experience in
mental health care is deeply rooted in the
human rights and equity movements that
stress dignity, self-determination and access
to high-quality care. Recovery has been
described as the new worldwide paradigm
of the 21st century in mental health systems,
and there is increasing recognition that the
transformation of mental health systems to
a recovery perspective requires collaboration
among all stakeholders (7). Recovery can be
defined in a number of ways. Mental Health
Europe defines it as a personal process
aimed at leading a meaningful life, regardless
of symptoms (2). Anthony's (3) description

of recovery is frequently used within

the literature:

a deeply personal, unique process

of changing one’s attitudes, values,
feelings, goals, skills and/ or roles. It is

a way of living a satisfying, hopeful, and
contributing life even with limitations
caused by illness. Recovery involves

the development of new meaning and
purpose in one’s life as one grows beyond
the catastrophic effects of mental illness.

According to the WHO QualityRights training
modules, the meaning of recovery can

be different for each person. For many
people, recovery is about regaining control
of their identity and life, having hope for
their life, and living a life that has meaning
for them - through work, relationships,

community engagement, spirituality or some
or all of these (4).

This concept of recovery in mental health
differs from clinical recovery, which focuses on
alleviating symptoms and restoring previous
levels of functioning. Personal recovery is
about managing mental health problems

and achieving a fulfilling life as defined by the
individual. However, the interconnectedness
of health, economic stability, social interaction,
housing, personal relationships and support
systems in shaping mental health outcomes
should not be neglected, as these are all
intertwined within and across a person’s life
(5). Recovery can therefore be considered

an umbrella term that encompasses the

range of elements that contribute to

a person'’s wellness.

Grass-roots movements have played a pivotal
role in advocating inclusion of lived/living
experience in mental health care, where
equity is a key guiding principle. Based on
shared experience and mutuality, lived/
living experience interventions such as

peer support work have proved effective in
creating culturally relevant and accessible
care pathways for those often excluded

from traditional systems (6,7). Evidence also
highlights that lived/living experience roles
contribute significantly to personal recovery
and professional development, strengthening
recovery-oriented systems (8). Moreover,

the integration of lived/living experience
practitioners has fostered cultural shifts
within organizations, making mental health
systems more inclusive and equitable (9,70).
The role of lived/living experience is crucial in
promoting equitable mental health care, and
should be highlighted to policy-makers and
stakeholders (77).

International human rights frameworks have
further reinforced the importance of lived/

Background




living experience in mental health systems.
Notably, the United Nations Convention

on the Rights of Persons with Disabilities

(12) emphasizes the right of individuals

with disabilities - including mental health
conditions - to participate in decisions
affecting their lives, and to access support
that promotes independence and inclusion in
society. Lived/living experience practitioners
help to uphold these rights by:

promoting autonomy: empowering
individuals to define their recovery
journeys;

reducing stigma and discrimination:
challenging societal and systemic
discrimination through shared lived/
living experience;

enhancing accessibility: addressing
barriers disproportionately affecting
marginalized groups, such as language,
culture, and socioeconomic status (77);
and

Box 1. The WHO QualityRights initiative

inspiring hope: modelling recovery,
which inspires hope in other
experiencing mental health challenges
and acts as a key catalyst of

recovery (13).

Since the adoption of the Convention on the
Rights of Persons with Disabilities, WHO has
worked continuously to support countries in
its implementation. The WHO QualityRights
initiative has been the backbone of these
efforts, aiming to build capacity to fight
stigma and discrimination, and to promote
community-based services that respect

and uphold human rights, while advocating
for better policy and legislation. Key to
making these services effective, helpful and
acceptable to people is creating a service
culture that embraces lived/living experience
as essential to person-centred, rights-based
and recovery-oriented mental health care.
To date, the WHO QualityRights initiative has
produced extensive training and guidance
materials to facilitate these efforts (4) (Box 1).

The WHO QualityRights initiative aims to address the extensive and wide-ranging violations
and discrimination experienced by people with mental health conditions around the
world. Under the initiative, WHO has developed a comprehensive package of training

and guidance materials (4) to build capacity and knowledge about how to implement

a human rights and recovery approach in mental health, based on the United Nations
Convention on the Rights of Persons with Disabilities and other international human

rights standards. The target audience for these materials includes mental health workers;
people with psychosocial, intellectual and cognitive disabilities; people using mental

health services, their families, care partners and other supporters; nongovernmental
organizations; organizations of people with disabilities; and others. The WHO QualityRights
initiative ultimately aims to change mindsets and practices in a sustainable way, and to
empower all stakeholders to promote rights and recovery in order to improve the lives

of people with psychosocial, intellectual or cognitive disabilities. The full list of WHO
QualityRights tools and other relevant guidance is found in the Annex.

Transforming mental health through lived experience
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Recovery-oriented care is a key principle of
lived/living experience practice, emphasizing
self-determination, hope and personal
empowerment over clinical symptom
management. It recognizes recovery as

a unique journey shaped by individual values
(17). Empowerment and mutuality are central
to lived/living experience practitioners,
fostering relationships where everyone
involved gains insight (74,15). Lived/living
experience as expertise also challenges
traditional knowledge hierarchies, highlighting
the importance of the perspectives of those
who have faced mental health problems (6).

Lived/living experience practitioners use this
expertise to enhance understanding of the
experiences of people using services and

of the practices, relationships and cultures
that sustain power imbalance; perpetuate
hopelessness and helplessness; impose
limitations and lack of opportunity; and keep
the focus on disability and dysfunction rather
than strengths and resources. By drawing on
their own experiences of recovery, people in
these roles can normalize individual journeys,
break down hierarchical barriers, and
encourage open conversations that promote
recovery and - above all - introduce the hope
that recovery is possible.

Lived/living experience roles require

a context in which equity and human rights
are protected and fulfilled. However, this
varies considerably by country and region.
There is also variation within countries and
across demographic groups (76). Marginalized
groups - including migrants and refugees,
people from LGBTQI+ communities, people
with disabilities, people from minoritized
ethnic and racial groups, and people with
unstable housing or who are homeless - face
additional barriers that require targeted
interventions. Lived/living experience
practitioners can transform mental health
systems, but ongoing efforts are needed to
ensure that everyone benefits.

Background



Defining lived/living experience

practitioners

The terminology related to lived/living
experience practice can differ based on
context, role expectations and level of
involvement. Table 1 provides a snapshot

of terminology found in the literature to
illustrate differences in lived/living experience

allows organizations and policy-makers to
create frameworks that support collaboration
while maintaining role clarity (77). However, for
ease and a common shared understanding of
language, this roadmap uses the term “lived/
living experience practitioner” to capture the

roles and their application in mental health

systems. Recognizing the diversity in roles

broadness and diversity of roles.

Table 1. Different lived experience roles and their applications in mental health systems

Role

Experienced
involvement worker

Peer consultant
Recovery specialist
Consumer provider

Peer supporter

Peer mentor

Lived/living
experience
practitioner

Mental health peer or
recovery specialist

Peer support worker

Recovery coordinator

Expert by experience

Application

Formalized lived/living experience practitioner

Adviser on service design
Practitioner offering recovery-oriented care
Lived/living experience practitioner

Lived/living experience practitioner

Lived/living experience practitioner; often used
in addiction recovery

Practitioner with recovery expertise

Practitioner with lived experience of mental
health and/or substance use problems

Lived/living experience practitioner

Lived/living experience practitioner with
organizational responsibilities

Practitioner of mental health education or
service delivery

Transforming mental health through lived experience
Roadmap for integrating lived and living experience practitioners into policy, services and community

Source

HegedUs et al. (78)

Balkova (74)
Tate et al. (79)
Hamilton et al. (20)

Kane et al. (27)

Kowalski (22)

Owen et al. (23)

Tate et al. (79)

Erasmus+ project to
create Europe-wide
working standards for
peer support workers
(24)

Ireland’s Mental Health
Engagement Framework
2024-2028 (25)

Happell et al. (26)



In mental health systems, “peer supporter”,
“peer worker” and “peer educator” are
sometimes used interchangeably as
exemplars of lived/living experience
practitioners. However, these terms represent
different applications and aspects of these
roles, and it is important to understand

these distinctions. They highlight varying
applications of lived/living experience through
their responsibilities, skills and contributions;
however, all are underpinned by the same
principles and values. In some cases, these
roles are not mutually exclusive (70,23).

includes navigating organizational
policies, adhering to ethical frameworks,
and participating in supervision and
training programmes (74,15). While
drawing on their lived experience, peer
support workers also have professional
responsibilities, including maintaining
boundaries and meeting performance
standards (27). In many cases, peer
support workers also contribute a lived/
living experience perspective to service
planning, delivery and evaluation,
working in equally valued partnerships

Peer supporters offer emotional
connection, hope, support and shared
experiences to individuals facing
mental health problems. This role can
be informal or formal, and focuses

on building trust through empathy

and mutual understanding rather

than structured interventions. Peer
supporters provide emotional and
personal support founded on shared
experiences and mutual reciprocal
relationships, where understanding and
learning can be enhanced; solutions
generated; and self-efficacy, confidence
and hope improved (7,16). Peer support
is also applicable, and should be
encouraged, in non-mental health
contexts.

Peer support workers apply lived/
living experience within formal
health-care systems, often as part of
multidisciplinary teams. Through their
presence, they act as role models for
recovery, and offer a greater sense of
hope and understanding of the potential
for recovery for the individual. They also
perform structured tasks like facilitating
recovery-focused workshops, assisting
with care planning and promoting
engagement of service users. Their role

with other members of the team to co-
Create decisions that reflect generative
and inclusive conversations between
professionals and people with lived/
living experience.

Peer educators act as a bridge
between people who use services and
knowledge-sharing initiatives. They
facilitate shared learning, co-create

and co-facilitate recovery education
programmes, and promote mental
health awareness in various settings.
They use their lived experience to make
theoretical concepts relatable, working
in schools, workplaces or health-care
organizations to promote mental health,
reduce stigma and build capacity (77).
Some peer educators also facilitate

the connection of recovery education
participants to the recovery process

(as “recovery educators”). Recovery
education is built on adult education
principles. These peer educators
facilitate recovery-related learning and
growth by offering safe spaces to reflect
on and explore what recovery might
mean at an individual level, and the
individual's own role in it. Knowledge-
sharing and psychoeducational
programmes can be part of recovery
education (7).

Defining lived/living experience practitioners



Lived/living experience practitioners as

a whole make several unique contributions
to mental health care systems, including the
following.

By sharing their recovery stories and
lived/living experience, practitioners
reduce stigma - dismantling stereotypes
about mental health conditions, and
promoting acceptance and inclusivity
within communities and organizations
(1,28,29).

Lived/living experience practitioners
improve engagement through their
relatability, fostering trust and
encouraging individuals to seek and
sustain engagement in mental health
services (11,30).

Evidence supports the effectiveness
of lived/living experience practitioners
in improving recovery outcomes

such as self-efficacy and overall
quality of life (7,37). Instilling hope for
recovery is considered a particularly
important outcome of lived/living
experience practice. For example,
Balkova (75) demonstrated how lived/
living experience practitioners in
Czechia contribute to holistic recovery
approaches.

Despite growing recognition of lived/living
experience in mental health systems, defining
the work remains challenging in many
countries owing to its inherent diversity and
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the influence of cultural and systemic factors
(14,21,32,33). Various frameworks of lived/
living experience practice prioritize distinct
aspects - such as advocacy, activism or
structured service delivery (17). Furthermore,
lived/living experience practitioners’ dual
identities as professionals and individuals
with lived/living experience create tensions
between authenticity and organizational
expectations (27,34). These complexities
hinder establishment of standardized

role descriptions, which are necessary for
integration into multidisciplinary teams and
effective policy development. Therefore,
inclusive dialogue among stakeholders

is essential to reconcile the differing
interpretations and to collaboratively define
roles that consistently honour the core values
of lived/living experience practitioners in
practice (35).

One successful example is found in Ireland,
where lived/living experience roles have
received recognition within the Health
Service Executive, which has established

a formally recognized peer support worker
grade code. This includes a clearly defined
role, ensuring organizational readiness,
addressing employment considerations,
implementing robust recruitment and
training processes, and developing strategic
plans for their integration into mental health
services. The framework sets out clear role
descriptions, line management, supervision
and remuneration (36,37).
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How this roadmap

was co-created

In line with contemporary best practice

in mental health, WHO is committed to
supporting co-creation of policies and health
service organization with people who use
mental health services and their family
members and supporters (4). In 2023, the
WHO Regional Office for Europe entered into
a contribution agreement with the European
Commission, funded by the European

Union under the EU4Health programme.
This agreement - the “Addressing mental
health challenges in the European Union,
Iceland and Norway” project - falls under
the Commission’s European Mental Health
Capacity Building Initiative, as laid out in the
2023 communication on a comprehensive
approach to mental health (38). The focus

of the Regional Office’s work under this
agreement is to provide tailored capacity-
building in policy-making and service delivery
for the 29 participating countries, including
in the integration of lived/living experience
expertise into policy and services. To achieve
this, the Regional Office contracted Mental
Health Europe, and received in-kind support
from the Department of Health in Ireland -
institutions with significant experience in
partnering with people with lived/living
experience of mental health challenges, their
family members and supporters.

A taskforce was established to co-create the
roadmap, with representation from countries
across Europe, including Belgium, Germany,
Hungary, Ireland, Lithuania, Romania, Slovakia,
Spain and the United Kingdom of Great Britain
and Northern Ireland. The taskforce adopted
Mental Health Europe’s definition of co-
creation to guide the work (2):

a collaborative approach involving all
actors in mental health working together
on an equal basis to develop and
implement policies, services, programmes
and communication that foster positive
mental health according to a psychosocial
model and human rights-based
approach.

The roadmap was co-created following

a project management methodology

and through extensive consultation with

a diverse group of stakeholders, including
individuals with lived/living experience, mental
health professionals, nongovernmental
organizations, policy-makers, family members
and other supporters. Central to this process
was the principle of equity - ensuring

that every voice was heard and valued.

The roadmap reflects the shared insights,
priorities and expertise of all involved.

The process of co-creating the roadmap
commenced in August 2024 and finished in
April 2025. Seven taskforce meetings were
held during that period. To support the work
of the taskforce project plan, two subgroups
were established - one to support the senior
researcher in defining the research strategy,
and one to support planning of consultation
events.

The first group consisted of six taskforce
members including the senior researcher,
supported by a research assistant. It held 12
bi-monthly meetings. The search strategy
was co-created to include a broad range of
search terminology (including terms related
to population, mental health, training and
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education, policy, models of participation,
service delivery, and geography) and inclusion
and exclusion criteria. Literature searches
were conducted across a broad range of
publication types, consisting of both peer-
reviewed and non-peer-reviewed literature.
Searches were conducted in databases
including PubMed, ERIC, Wiley, PsycINFO
(EBSCO Host) and Web of Science Core
Collection, and in a range of grey literature
sources (such as those by Mental Health
Europe and WHO); open Google Search terms
were also developed. A range of additional
material was identified in consultation with
national focal points from participating
countries. From an analysis of all relevant
research identified, this subgroup categorized
the findings by theme, and identified

a number of actions deemed essential

to support the integration of lived/living
experience roles into mental health systems.
These actions served as the basis of the
roadmap. The first draft was produced in
December 2024 and circulated to taskforce
members for comment. Thereafter, the
roadmap was refined and updated by the
senior researcher.
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In parallel, the second subgroup planned two
consultation events (in person and online)
held in February 2025. This subgroup met
three times and consisted of 10 taskforce
members. The revised roadmap was
circulated to the people who had signed up
for the consultation process in January 2025.
In total, 65 people were involved across the
two consultation events, with representation
from people with lived/living experience,
family members, policy-makers and service
providers from across the 29 participating
European countries, Brazil, Hong Kong
Special Administrative Region, China, and
New Zealand. The in-person consultation
took place in Brussels, Belgium, over two
days, with 25 people in attendance. A further
four-hour online consultation was held later,
with 40 people attending. All feedback was
collated and refined through a thematic
analysis conducted by the senior researcher,
project manager and operational lead, who
incorporated it into the roadmap. Throughout
this process, the taskforce gave ongoing
feedback and input into the development and
drafting of the roadmap as it evolved.

This roadmap is envisaged as the first phase
in a three-phase process. Phases 2 and 3
will concentrate on co-creating and piloting
a Europe-wide certified/accredited training
programme for the integration of lived/living
experience into mental health systems.
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Roadmap actions

Integrating lived/living experience
practitioners into mental health systems
across countries participating in the
"Addressing mental health challenges in

the European Union, Iceland and Norway”
project requires a targeted and practical
approach. This section outlines key actions
for critical areas of development to ensure the
successful and sustainable incorporation of

lived/living experience into health care. Each
action includes a clear objective and essential
action steps to guide implementation.
Although developed under the collaboration
between the WHO Regional Office for Europe
the European Commission, the roadmap is
intended to be of use in all countries - both
within and outside the WHO European Region.

Action 1. Strengthening policy

Objective

National mental health policies and strategies
should contain provisions related to inclusion
of lived/living experience in health-care
settings, and should be aligned with recovery-
oriented care principles.

@ Action steps

Stakeholders should:

1. engage policy-makers to integrate lived/
living experience practitioners into
legislative and strategic frameworks,
including workforce planning and
budgeting;

2. define lived/living experience
practitioners’ roles, responsibilities and
boundaries within policy guidelines to
reduce role ambiguity and enhance
organizational clarity;

3. promote co-creation in policy
development, ensuring that lived
experience informs mental health-care
system decisions; and

4. review and develop policy from
a contemporary understanding of the
role of lived/living experience expertise
and recovery-oriented care practice.

As highlighted in the 2025 WHO guidance

on mental health policy and strategic

action plans (39), historically, people with
mental health conditions and psychosocial
disabilities have been excluded both from
making decisions about their own health

and life, and from broader decision-making
processes within society. The Convention

on the Rights of Persons with Disabilities
acknowledges that people with mental health
conditions and psychosocial disabilities have
enormously valuable knowledge, perspectives
and contributions. As such, their meaningful
participation is integral to all aspects of
mental health reform, including governance
and policy development, implementation
and evaluation. The creation of lived/living
experience practitioner roles reflects such
involvement, and ensures that all actions to
transform mental health services are aligned
with the perspectives and needs of those with
lived experience.

Integrating lived/living experience
practitioners into national mental health
strategies is a vital step towards incorporating
peer roles and securing sustainable funding.
Policies that define such roles, establish
funding streams and prioritize co-creation are
essential to embed them as a core component
of mental health systems (77,40,41). Without
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this vital step, lived/living experience
practitioners will have ambiguous roles

within health-care systems, few formalized
supports and little opportunity to participate
in health-care system development. For more
detailed information for ensuring lived/living
experience is integrated into all policy actions,
see the WHO Guidance on mental health
policy and strategic action plans (39).

Based on a survey by WHO Regional Office
for Europe and the European Commission
in 2023, many countries in Europe are only
beginning to integrate lived/living experience
into policy. While 25 of the 29 countries
(86%) reported involving people with lived/
living experience in policy development,
their participation may be superficial.

In fact, 11 countries (38%) reported

limited buy-in from individuals with lived
experience and their carers. Additionally,
more than half of the countries surveyed
(16 countries; 67%) indicated a need for
support in building capacity within the
mental health workforce. While most
countries have partly implemented mental
health interventions into primary health-
care settings, efforts to enhance the general
health-care workforce's capacity are lagging.
Specifically, 12 out of 29 countries have not

yet started this implementation. Barriers to
policy implementation include inadequate
accessibility and coverage of the health

and care workforce (15 countries; 52%) and
insufficient infrastructure to meet system
needs (13 countries; 45%). Inadequate
infrastructure and lack of coverage can
affect care continuity and limit service user
engagement. The findings indicate key areas
for additional support, such as expanding
the mental health workforce and improving
the competencies of general health-care
workers (42).

As an additional concern, mental health

plans and policies in Europe often lack
specific, measurable targets and details on
implementation steps, responsibilities and
funding sources (43). Many also provide
limited information on data systems and
evaluation processes. While progress has
been made in developing these policies

and plans, operationalization and data
collection for evaluation are often inadequate.
To improve knowledge generation and
demonstrate impact, mental health policies
and plans should include specific, measurable
targets as well as assigned responsibilities,
funding and evaluation plans.

Case study 1-—Ireland

Ireland’s National Framework for Recovery in Mental Health (2024-2028) (44) focuses on creating
recovery-oriented services by embedding values like hope, self-determination and empowerment
into every aspect of care - from recruitment to service planning. Communication plans ensure
that service users, families, carers and staff work together with a shared understanding of these
principles. Recovery education, such as wellness recovery action planning, supports individuals in
managing their mental health and achieving their goals.

Lived/living experience practitioners play a vital role in this process, working one-on-one

with service users to build confidence, navigate transitions and connect them to community
resources. Co-production is an integral step in Ireland’s plan to promote service-user-centred
mental health recovery, and lived/living experience practitioners play a crucial role by bridging
the gap between the service user/person who uses the service and professionals (37,38). Training
courses that provide these practitioners with formal qualifications are available through Dublin
City University and Atlantic Technological University, with grants available for enrolment (45,46).

Transforming mental health through lived experience
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Case study 2 — Norway

Norway has taken a structured approach to integrating peer support into its mental health
system, creating a clear roadmap for its development. Community mental health centres serve
as the backbone of care, incorporating mobile teams and crisis services to ensure accessibility
(47). Peer recovery services have emerged within municipalities to improve mental health and
substance abuse treatment, recognizing the unique value of lived experience in service delivery
(48). Reducing stigma within mental health services has been a central focus of national policy
and lived/living experience practitioners’ integration.

Lived/living experience practitioners, known as erfaringskonsulenter (lived experience
consultants), are embedded in multidisciplinary teams to foster inclusivity and challenge
stereotypes about mental health. This engagement has shifted public perceptions and reduced
discriminatory practice within health-care settings, demonstrating the contribution of lived
experience expertise to society. Erfaringssentrum, Norway's national association for peer
support workers, has played a key role in professionalizing the field by fostering collaboration,
advocating workplace inclusion and organizing national conferences (49). The KBT Competence
Center for Lived Experience and Service Development offers training accredited by the
Norwegian Agency for Quality Assurance in Education, ensuring that peer workers gain formal
qualifications and have structured career pathways (50). This multilevel approach - from policy
and education to service implementation - demonstrates Norway's commitment to integrating
peer support into mainstream mental health care.

Action 2. Building capacity for organizational readiness

Objective 3. strengthen supervision and support
Mental health organizations should be structures to promote ethical practice;

prepared to include lived/living experience
practitioners by fostering inclusive practices;
addressing systemic barriers; and ensuring
that lived/living experience practitioners are
supported through training, supervision and
equitable career pathways.

4. foster inclusive workplace cultures
through training and practice support
to achieve full integration of lived/
living experience practitioners into
multidisciplinary teams; and

5. build career development pathways
@ Action steps to.attract and sustain a motivated and
skilled workforce.

keholders should: L
Stakeholders should Organizational structures and culture

significantly affect the experiences and well-
being of lived/living experience practitioners
(29,51-53). To keep these practitioners
effective and motivated, organizations must
foster inclusive workplace cultures that are

1. set up anti-stigma activities in health-
care organizations to foster respect
and collaboration between lived/living
experience practitioners and traditional

staff, equitable, value lived experience through

2. standardize lived/living experience remuneration, establish clear career pathways
practitioners' roles and training to for progression (54-56), offer comprehensive
ensure consistency and professionalism training, and provide supportive supervision.
in practice;
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One of lived/living experience practitioners’
most significant contributions is their potential
to reduce stigma within mental health systems
and broader society. Stigma and discrimination
related to mental health conditions are
widespread and harmful. Reducing stigma and
discrimination benefits families, communities
and economies, and has the potential to save
lives. Reducing stigma among health-care staff
requires ongoing organizational initiatives and
community engagement (see Box 2 for WHO's
approach) (57). Clinical staff often express
scepticism, driven by a lack of understanding,
about lived/living experience practitioners; this
has led to efforts in countries including Ireland
and Spain to educate health-care teams on the
value of the role (32). In addition, supporting
service users to engage and understand their
own mental health story reduces self-stigma
and increases their autonomy and capacity

for recovery (58). Memria in Norway launched
a pilot project with the Norwegian Human
Rights Fund, where they collect and publish
stories of human rights defenders told by
people, in their own voices, about the work
they do, the risks they take, and why they are
compelled to fight for the rights of others. This
storytelling approach has improved public
attitudes and reduced discrimination in health
care (59).

Standardization of training is essential for con-
sistency and professionalism. It can help avoid

role ambiguity and enhance organizational
clarity (32,61). Training curricula that address
the dual identity of lived/living experience
practitioners - blending lived experience with
professional responsibilities - are critical (76).
Training that promotes professional devel-
opment while maintaining the authenticity of
peer roles can be achieved through modules
on co-creation and boundary management
(62,63). The Experienced Involvement certifica-
tion programme exemplifies effective training
standardization focusing on recovery-oriented
care, ethical frameworks and practical skills
for multidisciplinary environments (75,78).

The Nordic and Baltic Cooperation for Peer
Support Workers is a funded partnership to
develop and share new educational materials
for peer support across Denmark, Estonia,
Iceland, Lithuania, Norway and Sweden (64).
Organizations can ensure that lived/living
experience practitioners are adequately pre-
pared for their roles by adopting standardized
training and certification processes that align
with recovery principles and ethical stan-
dards (27). See Action Area 4 for more details
on training.

Ethical practice by lived/living experience
practitioners is multifaceted, encompassing
relational dynamics, formalized frameworks
and stigma reduction efforts (27,65).

These dimensions can be addressed
through standardized training and strong
supervision and community engagement,
allowing these practitioners to flourish as

Box 2. Mosaic toolkit to end stigma and discrimination in mental health

The WHO Regional Office for Europe published the Mosaic toolkit to end stigma and
discrimination in mental health in order to support policy-makers, people with lived
experience, health professionals, civil society and others to develop and initiate evidence-
based anti-stigma activities in their local contexts. The toolkit offers practical guidance
based on three key principles: leadership or co-leadership by individuals with lived
experience, social contact and inclusive partnerships. To implement these principles,

the toolkit offers a four-step process model: identifying aims, planning and preparing the
activities through needs assessment and stakeholder mapping, launching and learning
from the activities, and reflecting on the results to inform future activities. To illustrate the
process and principles, the Mosaic toolkit includes 11 global case studies and a spotlight on
policies and actions across the European Union (60).

Transforming mental health through lived experience
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a transformative force in mental health
systems. Effective supervision requires
ethical frameworks specific to lived/living
experience practitioners, which can guide
practice and address unique challenges. The
National Association of Peer Supporters in
the United States of America has developed
standards encompassing 12 core values

and emphasizing guidelines for supervisors,
alongside a distinction between peer and
non-peer supervision (66). See Action Area 5
for more details on supervision.

Creating recovery-focused and inclusive
services requires both cultural and practical
shifts within organizations. Resistance from
traditional health-care staff often stems

from a lack of understanding of peer roles
(27,67). To combat this, targeted training and
awareness campaigns are needed. In Ireland
and Spain, lived/living experience practitioners
have faced challenges gaining acceptance
within clinical teams, indicating the necessity
for organizational training (32). Collaboration
with traditional staff can be improved through
team-building and co-creation (68); integrating
lived/living experience practitioners into
multidisciplinary teams fosters mutuality

(69). The multidisciplinary team is essential,
whether in hospitals or communities, as
supporting recovery involves teamwork

and changing front-line attitudes. All these
strategies help reduce stigma and enhance
workplace dynamics, leading to a more
inclusive culture.

Daily practices should also change,
incorporating recovery principles. This shift
demands two key approaches: educating
teams to apply recovery concepts in real-life
situations, and leveraging everyone's skills at
the front line to foster innovative recovery
solutions. Team recovery integration plans can
be used for this purpose - they are designed
to help teams focus on recovery, empowering
them to implement recovery concepts by
leveraging the skills of both service providers
and users, and fostering innovative methods
to promote recovery and supportive
environments (70).

Structured career pathways are essential for
sustaining a motivated and skilled workforce.
These pathways should offer specialization
and leadership development opportunities,
facilitating career advancement (56,71,72).
Ongoing professional development is vital for
retaining lived/living experience practitioners,
and enhancing their contributions (73).
These measures also improve retention,

and reinforce their value within health-

care systems. Equitable renumeration is

a persistent issue (54), as is the financial
sustainability of these positions within
health-care organizations. Adequate and
stable funding is essential for sustaining

the integration of lived/living experience
practitioners (74) and for ensuring the
scalability of their contributions (7).

Case study 3 - Finland

In Finland, the involvement of lived/living experience practitioners in mental health services has
increased in recent years. In addition to experts with experience through nongovernmental sector
activities, an effort has been made to expand such activity in the public sector, aiming to provide
client-oriented services and implement a mental health policy emphasizing participation of the
service user/person who uses the service. There are many lived/living experience practitioner
groups, and information is readily available online (75). Finland's peer support and experts by
experience group model combines community-based, professionalized and integrated approaches
(76). Many training courses are available for lived/living experience practitioners and experts by
experience - some facilitated by the Global Alliance of Mental lllness Advocacy Networks-Europe,
Vertaistoimijat and Kokemustiedon Keskus. It is unclear whether it is a requirement for these
practitioners to be formally trained to provide support, but it is likely (77,78).
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Case study 4 — Sweden

In Sweden, lived/living experience practitioner models and training programmes emphasize
recovery, empowerment and collaboration in mental health services. Initiatives and research
campaigns in recovery colleges and patient schools focused on peer-supported education, where
individuals with lived mental health experiences share their journeys, teach coping skills, and
foster confidence to reduce stigma and promote self-management (79). The model is flexible and
collaborative, with key features like role development, relationship-building and separation from
clinical duties. Training programmes prepare lived/living experience practitioners through a five-
week course complemented by sessions for organizations and staff, ensuring smooth integration
into mental health services. Coordinators oversee recruitment and support, while experienced
mentors provide coaching to strengthen professional growth and well-being (80). The Personligt
Ombud, a Swedish case management initiative, exemplifies this approach by helping service users
define goals, access resources and make life changes (87). Peer support workers, introduced
through the National Cooperation for Mental Health, have improved communication with service

users, and have changed mental health services in a positive manner (82).

Action 3. Promoting co-creation, collaboration

and integration

Objective

Through application of co-creation principles,
lived/living experience and other forms

of expertise should be integrated into the
design, delivery and evaluation of mental
health services.

@ Action steps

Stakeholders should:

1. establish platforms for collaboration
between lived/living experience
practitioners, clinicians and service
users in service design and delivery;

2. build capacity and provide training for
people with lived/living experience to
engage in meaningful co-creation of
services;

3. use successful co-creation models to
guide implementation and scale best
practices;

4. train health-care staff to recognize and
value the role of co-creation in creating
inclusive and person-centred mental
health services; and
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5. implement evaluation frameworks to
assess the outcomes of co-created
initiatives and refine practices based on
stakeholder feedback.

Co-creation emphasizes all stakeholders'
shared ownership and active participation

in the design, delivery and evaluation of
mental health services. This approach is
rooted in principles of inclusivity, mutuality
and empowerment, aligning closely with the
ethos of lived/living experience practitioners
(53,83). Unlike traditional hierarchical
approaches, co-creation emphasizes equality,
mutual learning and the integration of
diverse perspectives. Effective co-creation
involves creating spaces where service users,
lived/living experience practitioners, family
members, other supporters and clinicians can
innovate and contribute equally to decision-
making processes. This requires addressing
power imbalances and ensuring that all
parties are recognized as having valuable
expertise (32, 83).

However, there is a danger of performing
tokenistic inclusion rather than practising
actual inclusion. Tokenistic inclusion involves
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using lived experience as a symbolic gesture
rather than a foundation for structural
change. True integration of lived experience
requires shifting power, listening deeply and
being willing to change the system itself,

not just decorate it with new language. Co-
optation (or co-option) refers to the process
through which a dominant group seeks

to absorb, neutralize or pacify a weaker
opposition it perceives as a threat to its
authority. This process can take many forms,
such as the dominant group adopting ideas
or language of marginalized communities,
gradually reshaping the meaning of key ideas
or terms, until words like “empowerment”

or “peer” lose their original significance

or come to mean the opposite (84). When
systems coopt the language or stories of
lived experience without respecting their
depth or context, those insights risk being
watered down into sanitized narratives
friendly to the status quo. For example,
ideas like peer support - which are meant to
challenge existing power structures - can be
professionalized and bureaucratized until they
lose their radical, community-based roots.
Lived experience often brings with it critique
and challenge, especially of how traditional
mental health systems have caused harm.
When these voices are coopted, that critical
edge gets smoothed over or ignored, and
reform becomes more about image than
substance. People with lived experience
often come into these roles with hope for
meaningful change. When they realize that
their voices are being used but not truly
heard, it leads to disillusionment, burnout and
mistrust — not only in individuals but across
entire communities (84).

Co-creation and collaborative models
represent a paradigm shift in mental health
care, emphasizing equality, inclusivity and
shared ownership. The diverse applications
highlight the adaptability and impact of these
approaches in fostering recovery-oriented
systems. By addressing challenges such as
power dynamics and sustainability, while
leveraging opportunities for innovation,
co-creation can continue transforming

mental health systems and can ensure

that lived/living experience remains at the
heart of care. A four-year longitudinal study
examined three co-created public service
innovations in Canada, Scotland (United
Kingdom) and Sweden. It found that, for all
case studies, a philosophy that valued lived/
living experience practitioners as equals with
professional knowledge had more flexibility
and adaptability to local contexts, and
resulted in developing new mindsets and co-
Creation processes (53).

The key principles of co-creation are:

inclusivity and shared ownership:
ensuring that all voices - particularly
those of individuals with lived
experience - are represented in
decision-making processes;

mutuality and collaboration: building
partnerships that value the unique
contributions of lived/living experience
practitioners and service users; and

recovery-oriented focus: recognizing the
holistic nature of recovery and aligning
services with recovery principles, such
as autonomy, empowerment and
personal growth.

Various resources have been developed to
support training on and implementation of
co-creation (2,85,86). According to one study
(53), several strategic actions can support co-
creation, including the following.

Stakeholder power dynamics need to
be balanced. Traditional hierarchies
within health-care systems often limit
the influence of lived/living experience
practitioners and service users.

In Ireland, lived/living experience
practitioners have reported difficulties
asserting their perspectives within
multidisciplinary teams, necessitating
organizational training to promote
mutuality and collaboration.

Roadmap actions



Trust needs to be built in co-creation
processes. Trust is a critical factor in
successful co-creation. Resistance
from traditional staff, combined with
systemic stigma, can undermine
collaborative efforts.

Sustainability needs to be ensured.
Co-creation requires sustained
investment in training, supervision and
infrastructure.

Co-creation has been applied successfully
in various contexts. In New Zealand, the
Whanau Ora initiative integrates lived/living
experience practitioners into family-centred
health services, emphasizing holistic well-
being and cultural responsiveness. This
model demonstrates the potential of co-
Creation to address the unique needs of

diverse populations (87). Similarly, refugee
mental health programmes in Greece employ
lived/living experience practitioners from
refugee communities to co-create support
services (88). This approach enhances
cultural relevance and trust, leading to better
engagement and outcomes (7).

Co-creation has much potential, but it

can be challenged by stakeholder power
dynamics and trust deficits. Building effective
co-creation models requires sustained
investment in relationship-building, facilitated
dialogue and capacity-building for all
participants. Opportunities lie in leveraging
these processes to foster innovation

and ensure that mental health services

are responsive to the needs of diverse
populations.

Action 4. Standardizing training and certification

Objective

Consistent and high-quality training and
certification programmes should be co-
created, equipping lived/living experience
practitioners with the skills, knowledge and
ethical grounding required for effective and
professional recovery-oriented practice.

@ Action steps

Stakeholders should:

1. co-create a certified core training
curriculum;

2. develop modules on recovery-oriented
care principles, lived experience
practice, ethical frameworks, using one’s
narrative as a recovery tool, boundary
management, self-care, supervision and
co-creation, among others, to prepare
lived/living experience practitioners for
multidisciplinary environments;

3. collaborate with academic institutions,
mental health organizations and
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stakeholders to ensure that training
programmes are co-created, reflect best
practice and are accessible to all lived/
living experience populations; and

4. ensure that ongoing professional
development opportunities are provided
to address emerging challenges and
support career progression.

Building on Action 2 (Building capacity for
organizational readiness), standardized
training models ensure consistency and
professionalism among lived/living experience
practitioners, equipping them with the
essential skills and ethical frameworks for
promoting recovery (2/,52,89). Training
approaches vary widely, based on local
cultural and systemic contexts, but should
always aims to promote ethical practice.
Ethical practice is fundamental for lived/
living experience practitioners, who often
encounter challenges such as boundary
management, power dynamics and stigma.
Establishing tailored ethical frameworks can
ensure the integrity and sustainability of
their contributions, and should in particular

Roadmap for integrating lived and living experience practitioners into policy, services and community



cover relational ethics: the importance of
trust, respect and mutuality in fostering
connections between these practitioners

and service users (66). However, the deeply
personal nature of these interactions requires
careful attention to boundaries and disclosure
practices (89).

While a valuable tool, self-disclosure can

lead to role confusion or emotional harm

if used inappropriately. Personal narrative
training is one approach that can reduce

the possibility of self-disclosure misuse.
Mental health recovery narratives are
firsthand personal accounts of the lived/living
experience of recovery from mental health
problems. They refer to specific actions or
events, and often include personal accounts
of struggles, adversities, successes, survival
and identified personal strengths (90).
Lived/living experience practitioners should
balance sharing relatable experiences with
maintaining professional boundaries (97). Dual
relationships, in which they share personal
connections with those they support, pose
significant ethical challenges. Supervisory
frameworks are essential to address potential
conflicts of interest (92). In intentional

and professional lived/living experience
practitioner roles, sharing personal narratives
should only be used when it will benefit the
other person in the engagement. Sharing
personal narratives for their own therapeutic
or personal growth benefit needs to occur in
a self-care or other setting (89,917).

It is important to separate training and
certification programmes into theoretical
and practical skill areas. One study (92)
reviewed types of mental health peer support
work components, and identified various
themes related to recruitment, preparation,
staff training, practice and record keeping.

A further review identified 20 training topics
that could be included in the curriculum for
initial training programmes. Core topics -
those that are essential for completion of the
curriculum - include an introduction to the
historical, local and international perspective
of peer support and peer support workers;

the role of peer support work in recovery; and
approaches and models used in peer support
work. Elective or context-specific topics

could include:

developing role-specific skills and
competencies such as motivational
interviewing

understanding service settings and
mental health needs across the life-
course

administrative skills such as recording
and documenting care plans and
incidents

other work skills such as time
management (93).

Some countries have already established
competency frameworks for peer support
workers in mental health services. The
National Health Service in England, United
Kingdom, published a competence framework
(94), while the Erasmus+ project published

a guide for implementing further training
concepts for peer support workers, based on
the European Qualifications Framework for
Levels 4 and 5 (24). The UPSIDES intervention
and training manual was developed following
a four-step framework on intervention
adaptation for implementation in diverse
cultural and socioeconomic settings. This
training focuses on practical skills using role-
playing exercises; working in teams, including
role reflection with colleagues (InterVision) or
with a highly experienced coach (supervision);
necessary resources and tools for networking;
and continuous awareness-raising about
lived/living experience expertise (67).

Accessibility and equity in certification

remain critical challenges in professionalizing
lived/living experience. For example, while
popular, the Experienced Involvement training
programme is led by various organizations,
and the training and certification may not
hold equal standing for those looking to

move countries. A tiered or scaffolded
approach like that seen in Ireland would be
beneficial, whereby lived/living experience
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practitioner employment and grades are skills. Emerging areas of focus include digital

linked to a defined set of qualifications and health, intersectional care and advocacy.
experience (95). Additionally, leadership programmes are

vital for preparing experienced lived/
Continuous professional development is also living experience practitioners to take on
essential. Given the evolving landscape of roles in management, training and policy
mental health care, lived/living experience advocacy (39, 96,).

practitioners must continually enhance their

Case study 5 — Austria

A trialogue model is used in Austria for peer support groups. Users, carers and mental health
workers meet regularly to have an open discussion with the aim of communicating about and
discussing the experiences and consequences of mental health problems and ways to resolve
them (97). A pilot training course for mental health lived experience practitioners was run
between 2013 and 2015 in European countries including Austria.

In addition, peer support workers are deemed experts by experience. Austria also participated

in the European project PEER2PEER, which shared the Scottish (United Kingdom) approach to
lived/living experience practitioners for mental health among partner organizations (98). The
project helped partners understand their role, using the Scottish Recovery Network's experience.
Teaching tools were tailored to the specific contexts of Austria, Spain and Romania, where two
pilot training courses were held. Of 135 students, 18 work as lived/living experience practitioners,
either as volunteers or paid employees.

Case study 6 — Iceland

Iceland offers several peer support models and training programmes focused on empowerment,
recovery and community engagement. Klubburinn Geysir (99) helps individuals rebuild their lives
by working alongside staff, emphasizing strengths over illness. Virknihds Engagement Center
provides rehabilitation programmes, including employment support and counselling (700).
Bataskoli Recovery School offers courses on mental health and recovery for individuals and their
families (707). Hugarafl, a peer-run organization, promotes personal recovery, human rights and
mental health education (702).

Case study 7 — France

The role of lived/living experience practitioners has been developing slowly in France, but is now
gaining more attention, mainly due to political agendas and new government policies (703,704),
Policies and programmes that rely on these practitioners include mutual assistance groups, the
Accompanied Response for All programme, the Housing First programme and national calls for
pilot projects to improve health and autonomy. GHU Paris shares information on the differences
between professional and voluntary peers; again, general mental health training courses are
available, and lived/living experience practitioners are considered experts through experience
(105,106). The WHO Collaborating Centre for Research and Training in Mental Health in Lille has
created a training curriculum for peer workers, which has operated since 2012. It is offered

at Bobigny Paris 13 University and Bordeaux University as a one-year programme, as part of

a degree course. Peer workers also undergo vocational training in psychiatric and rehabilitation
centres that have recruited peer workers (107).

Transforming mental health through lived experience
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Action 5. Enhancing supervision and support

Objective

Lived/living experience practitioners should
be provided with robust clinic/practice
supervision models that address their unique
needs, support their well-being and ensure
adherence to professional standards.

@ Action steps

Stakeholders should:

1. develop clinical/practice supervision
guidelines that emphasize reflective and
strengths-based practices;

2. train direct line management and
supervisors to understand lived/
living experience practitioners’ dual
roles and support them in using their
lived experience effectively, as well as
managing challenges like self-disclosure
and relational boundaries;

3. ensure that clinical/practice supervision
is considered an essential requirement
of lived/living experience roles, and
that everyone has equitable access to
supervision; and

4. establish peer-to-peer supervision
networks to create spaces for mutual
support and shared learning among
lived/living experience practitioners.

Again, building on Action 2 (Building capacity
for organizational readiness), it is essential
to understand that lived/living experience
practitioners occupy a unigue position.

They bridge the gap between service

users and traditional mental health service
professionals. This dual role often creates
tension. On the one hand, lived/living
experience practitioners are expected to
maintain their authenticity by drawing from
firsthand experiences; on the other hand,
they are bound by organizational expectations
and professionalism. The requirement to
navigate these dual identities can lead to
internal conflicts, such as balancing personal

self-disclosure with maintaining appropriate
boundaries. These practitioners frequently
highlight the challenge of maintaining
authenticity while adhering to professional
boundaries standards (27,40,74,108).

Reflective supervision is emphasized to help
lived/living experience practitioners navigate
the complexities of their dual identities

(15). The non-hierarchical nature of lived/
living experience roles can sometimes
obscure underlying power imbalances. These
practitioners must have a clearly defined role,
particularly within formal health-care settings:
everyone must be clear about how the role
contributes to the overall development of
recovery-oriented services. All practitioners
are facilitators of an individual's recovery
journey, but in guiding service users through
that journey, they may inadvertently create

a dynamic where the service user feels
dependent or disempowered. Reflective
supervision effectively addresses these
dynamics, ensuring that lived/living
experience practitioners remain rooted in
mutuality and respect. Peer Support Services
Technical Assistance Center (PeerTAC) in New
York have developed a comprehensive self-
directed workbook. This training includes
understanding what peer support is, and how
that translates into peer support services.
What peer supervision is, the context within
which it thrives, and how it may be performed.
The workbook also explores the myths and
reality of supervising peers, the necessary
knowledge and resources when acting as

a peer supervisor and finally the unique
challenges of peer supervision in multi-
professional settings for supervisors (709).

While the provision of supervision by others
without lived experience can be very effective,
there is a need ultimately to develop the
capacity of lived/living experience practitioners
to provide supervision. As a rule, people with
lived experience should be supervised by
people with lived experience (66).
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Lived/living experience practitioners are
particularly susceptible to burnout and
secondary trauma due to the emotionally
intensive nature of their roles. These risks
can lead to high attrition rates and reduced
effectiveness without adequate self-care,
peer support and organizational support
(56,74,110). Reflective supervision tailored
to lived/living experience practitioners’
unique needs is critical for sustaining their
effectiveness and well-being, helping them
to address challenges such as boundary

management and secondary trauma.
Furthermore, there is growing recognition of
the utility of training supervisors in trauma-
informed practice (708,711). Structured
support networks, such as group supervision
sessions, can enhance resilience and mitigate
feelings of isolation (56,74). Providing access
to mental health resources and wellness
programmes further ensures that these
practitioners can manage the emotional
demands of the role effectively (112,713).

Case study 8 — Netherlands (Kingdom of the)

Many lived/living experience practitioners and expert-by-experience facilitators for recovery exist
throughout the Netherlands (Kingdom of the). The Enik Recovery College has multiple locations
and stands out for its unique approach to recovery, which focuses on personal development and
self-exploration rather than traditional treatment methods. What sets it apart is the flexibility in
the programme: it offers a range of workshops, weekly training and full-time retreats that allow
individuals to choose the approach that best suits their needs. The College fosters a learning
environment where participants gain new knowledge and engage in ongoing self-examination

to understand their own experiences and vulnerabilities better. The equal role of facilitators -
peers with lived experience - creates a collaborative atmosphere, leading to a more open and
relatable experience.

Training courses and opportunities are available to facilitate peer worker training through
recovery colleges like the Enik Recovery College (774). Furthermore, the Comprehensive
Approach to psychosocial Rehabilitation approach is well established in the Netherlands
(Kingdom of the) and other European countries, and training programmes also provide modules
on group coaching (715). A peer mentor programme for young adults in rural areas has also

been developed (776). In 2013, the National Institute Trimbos and GGZ Nederland developed

a competency profile for peer specialists, followed by an educational curriculum in 2015. Dutch
care authorities aim to establish an officially recognized profession and role for peer specialists in
health-care settings (117).

Case study 9 — Poland

Poland’'s Mental Health Buddies Network provides peer-to-peer emotional support and practical
guidance. Trained university volunteers act as peer buddies/mentors, helping peers navigate
everyday challenges, encouraging them to seek professional psychological help, and offering
non-judgmental companionship. They also focus heavily on mental health education, including
hosting awareness campaigns and events to combat stigma and teach effective communication.
The Mental Health Buddies Network programme also provides training for volunteer lived/living
experience practitioners (718).

Transforming mental health through lived experience
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Case study 10 — Estonia

The model of lived/living experience practitioners in Estonia is a recovery-oriented, collaborative
and education-driven approach run by nongovernmental organizations such as the Heaolu

Ja Taastumise Kool (779,120). Lived/living experience practitioners are known in Estonia as
counsellors; they are people who have experienced a mental health problem and have recovered
well from it. Practitioners are required to complete seven modules over a total of 182 hours,
including 30 hours of supervision by a clinical professional and 20 hours supervised by the

training institution (727).

Action 6. Expanding access through accessible and

digital tools

Objective

Digital platforms should be used to increase
the accessibility and reach of lived/living
experience practitioners, particularly

in remote areas and for underserved
populations.

@ Action steps

Stakeholders should:

1. develop digital mental health
programmes that enable lived/living
experience practitioners to provide
virtual support;

2. train lived/living experience practitioners
in digital engagement techniques to
enhance their effectiveness in online
environments,

3. implement online training modules to
expand access to lived/living experience
practitioner education, especially for
individuals in geographically isolated
regions; and

4. use digital platforms to create forums
for international collaboration, allowing
lived/living experience practitioners and
policy-makers to share best practices
and innovations.

Digital technology offers ample opportunity
to expand the reach and accessibility
of lived/living experience practitioners.

The coronavirus disease (COVID-19)
pandemic accelerated the adoption of
telehealth, creating new avenues for these
practitioners (122). Peer support specialists
can deliver services via telephone calls,
videoconference-based services, SMS text
messages, smartphone applications and
social media, as well as through emerging
technologies such as virtual reality and video
games (123).

Digital platforms enable lived/living
experience practitioners to provide remote
support, reaching individuals in underserved
or geographically isolated areas (47). They can
offer a diverse and safe online community

to complement health-care interventions -
much more so if these technologies and
communities are co-created. For example,
Finland has implemented virtual peer support
groups that allow individuals in rural regions
to access services without travelling (124).

The United Kingdom's service Togetherall
provides a combination of psychosocial,
educational, recovery-oriented and self-care
approaches via an anonymous online platform
(125). Integrating lived/living experience
practitioners into digital health initiatives

is also a promising avenue for increasing
scalability and accessibility. This would enable
individuals to access mental health support
remotely, while ensuring that their voices

are represented in technological design and
empirical evidence about recovery and mental
health (126,127).
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Conclusion

In @ contemporary approach to mental

health service delivery that focuses on
recovery, autonomy and rights of the
individual, integrating lived/living experience
practitioners into health-care and social
systems is crucial to realizing that recovery-
oriented mental health care. Lived experience
has been described as the wisdom that arises
from experiencing and often recovering from
a mental health challenge, with recovery
being defined as a personal process leading
to a meaningful life. Lived/living experience
practitioners bring unique perspectives and
expertise, enhance the inclusivity of services,
and bridge gaps between traditional health-
care structures and service users. Despite
growing recognition of its importance,
integration of lived/living experience roles
faces systemic challenges, including resistance
from traditional staff, policy constraints

and funding inconsistencies. At the same

Transforming mental health through lived experience

time, it also presents opportunities for
innovation in digital health and community-
based approaches. Understanding the
transformative potential of lived/living
experience practitioners and their expertise
is critical to envisioning a future where mental
health systems are accessible to everyone. In
this context, the purpose of this co-created
roadmap is to set out a path forward with
recommended actions from an evidenced-
based perspective that will support health
systems and organisations to integrate
lived/living experience practitioners as

equal and essential expertise in developing
recovery oriented services and in delivering
opportunities for better well-being for those
using those services. The implementation of
this roadmap will help the creation of truly
person-centred services that all can be proud
of and are worthy of those who provide and
use those services.
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Human rights: WHO QualityRights core
training - for all services and all people:
course guide. Geneva: World Health
Organization; 2019 (https://iriswho.int/
handle/10665/329538).

Mental health, disability and human rights:
WHO QualityRights core training - for all

services and all people: course guide. Geneva:

World Health Organization; 2019 (https://iris.
who.int/handle/10665/329546).

Freedom from coercion, violence and abuse:
WHO QualityRights core training: mental
health and social services: course guide.
Geneva: World Health Organization; 2019
(https://iriswho.int/handle/10665/329582).

Legal capacity and the right to decide:
WHO QualityRights core training: mental
health and social services: course guide.
Geneva: World Health Organization; 2019
(https://iriswho.int/handle/10665/329539).

Recovery and the right to health:

WHO QualityRights core training: mental
health and social services: course guide.
Geneva: World Health Organization; 2019
(https://iriswho.int/handle/10665/329577).

Strategies to end seclusion and restraint:
WHO QualityRights specialized training:
course guide. Geneva: World Health
Organization; 2019 (https://iris.who.int/
handle/10665/329605).

Recovery practices for mental health and
well-being: WHO QualityRights specialized
training: course guide. Geneva: World Health
Organization; 2019 (https://iris.who.int/
handle/10665/329602).

Supported decision-making and advance
planning: WHO QualityRights Specialized
training: course guide. Geneva: World Health
Organization; 2019 (https://iris.who.int/
handle/10665/329609).

Advocacy for mental health, disability
and human rights: WHO QualityRights
guidance module. Geneva: World Health
Organization; 2019 (https://iris.who.int/
handle/10665/329587).

Civil society organizations to promote human
rights in mental health and related areas:
WHO QualityRights guidance module. Geneva:
World Health Organization; 2019 (https://iris.
who.int/handle/10665/329589).

One-to-one peer support by and for people
with lived experience: WHO QualityRights
guidance module. Geneva: World Health
Organization; 2019 (https://iris.who.int/
handle/10665/329591).

Peer support groups by and for people with
lived experience: WHO QualityRights guidance
module. Geneva: World Health Organization;
2019 (https://apps.who.int/iris/bitstream/hand
le/10665/329594/9789241516778-eng.pdf)
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Overall guidance

Guidance on community mental health
services: promoting person-centred and
rights-based approaches. Geneva: World
Health Organization; 2021 (https://iriswho.int/
handle/10665/341648).

Seven technical packages

Community mental health centres: promoting
person-centred and rights-based approaches.
Geneva: World Health Organization; 2021
(https://iriswho.int/handle/10665/341642).

Community outreach mental health services:
promoting person-centred and rights-
based approaches. Geneva: World Health
Organization; 2021 (https://iriswho.int/
handle/10665/341644).

Comprehensive mental health service
networks: promoting person-centred and
rights-based approaches. Geneva: World
Health Organization; 2021 (https://iris.who.int/
handle/10665/341646).

Hospital-based mental health services:
promoting person-centred and rights-
based approaches. Geneva: World Health
Organization; 2021 (https://iriswho.int/
handle/10665/341647).

Mental health crisis services: promoting
person-centred and rights-based approaches.
Geneva: World Health Organization; 2021
(https://iriswho.int/handle/10665/341637).

Peer support mental health services:
promoting person-centred and rights-
based approaches. Geneva: World Health
Organization; 2021 (https://iriswho.int/
handle/10665/341643).

Transforming mental health through lived experience

Supported living services for mental health:
promoting person-centred and rights-
based approaches. Geneva: World Health
Organization; 2021 (https://iriswho.int/
handle/10665/341645).

WHO QualityRights tools for
assessing and transforming
services and promoting
rights

WHO QualityRights tool kit: assessing and
improving quality and human rights in mental
health and social care facilities. Geneva: World
Health Organization; 2012 (https://iris.who.int/
handle/10665/70927).

Transforming services and promoting

human rights: WHO QualityRights training
and guidance: mental health and social
services: course guide. Geneva: World Health
Organization; 2019 (https://iriswho.int/
handle/10665/329611).

WHO guidance for policy,
planning and law reform

Mental health, human rights and legislation:
guidance and practice. Geneva: World
Health Organization and the United
Nations (represented by the Office of the
United Nations High Commissioner for
Human Rights); 2023 (https://iris.who.int/
handle/10665/373126).

Guidance on mental health policy and
strategic action plans. Geneva: World Health
Organization; 2025 (https://www.who.int/
publications/i/item/9789240106796)

WHO Guidance on policy and strategic
actions to protect and promote mental health
and well-being across government sectors
(forthcoming, 2025)
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WHO Mosaic toolkit to end
stigma and discrimination
in mental health

Mosaic toolkit to end stigma and
discrimination in mental health. Copenhagen:
WHO Regional Office for Europe; 2024 (https:/
iris.who.int/handle/10665/379124). Licence: CC
BY-NGSA 3.0 IGO.

The Heiloo Declaration:
peer and lived experience
leadership

Heiloo Declaration: peer and lived experience
leadership [website]. Global Leadership
Exchange; 2024 (https://gle.world/peer-and-
lived-experience-leadership-match-the-
netherlands/).
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The WHO Regional Office for Europe

The World Health Organization (WHO) is

a specialized agency of the United Nations

created in 1948 with the primary responsibility

for international health matters and public health.
The WHO Regional Office for Europe is one of six
regional offices throughout the world, each with
its own programme geared to the particular health
conditions of the countries it serves.

Member States

Albania
Andorra
Armenia
Austria
Azerbaijan
Belarus
Belgium
Bosnia and Herzegovina
Bulgaria
Croatia
Cyprus
Czechia
Denmark
Estonia
Finland
France
Georgia
Germany

World Health Organization
Regional Office for Europe

UN City, Marmorvej 51,

Greece

Hungary

Iceland

Ireland

Israel

Italy

Kazakhstan
Kyrgyzstan

Latvia

Lithuania
Luxembourg
Malta

Monaco
Montenegro
Netherlands (Kingdom of the)
North Macedonia
Norway

Poland

DK-2100 Copenhagen @, Denmark
Tel.: +45 45 33 70 00 Fax: +45 45 33 70 01

Email: eurocontact@who.int
Website: www.who.int/europe

Portugal

Republic of Moldova
Romania

Russian Federation
San Marino

Serbia

Slovakia

Slovenia

Spain

Sweden
Switzerland
Tajikistan

Turkiye
Turkmenistan
Ukraine

United Kingdom
Uzbekistan
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