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EMPLOYED BUT NOT INCLUDED: THE CASE OF CONSUMER-WORKERS IN MENTAL HEALTH CARE SERVICES

Abstract
This article explores how employees with mental illness perceive HRM and its impact, drawing on consumer-centred perspectives. Using the case of consumer-workers employed for their lived experience of mental illness in mental health care services, we investigate the degree to which they feel included or marginalised by HR systems, processes and practices. Through a mixed method study designed along co-production principles, we found consumer-workers faced different but interrelated problems stemming from their status: a general lack of understanding of the role and its purpose; inequity in pay rates, workplace conditions, and training and development; as well as employment precarity and difficulties around disclosure, stigmatisation and discrimination. Overall, organisational support for these unique roles seemed to be lacking despite the clear business need for these positions.  We make several contributions: firstly, we show how employees in a unique role that requires experience of mental illness are impacted by the interaction between HR systems, processes and practices; secondly, we illustrate why HR scholars need to engage with varied paradigms of knowledge about mental illness beyond the dominant medical/psychiatric one; and thirdly, we demonstrate a methodology that not only explores employee perspectives, but includes employees in the research design and process.



Introduction	
Engagement in employment can provide various benefits for people with ‘mental illness’[footnoteRef:2] yet they face persistent barriers and challenges in obtaining and retaining paid work (Folmer & Jones, 2018; Krupa et al., 2009; Peterson et al., 2017).  Moreover, there are substantial gaps in our understanding of mental illness, employment and organisational contexts.  Specifically, little research explores mental health in the workplace from employees’ perspectives (Follmer & Jones, 2018; for an exception see Elraz, 2018) and how they experience human resource management.  In this study we focus on both these issues and investigate them in relation to a unique role and context: individuals employed because of their lived experience of mental illness to provide support to current consumers[footnoteRef:3] in mental health care services.   [2:  Following Roper et al. (2018), we use the term mental illness in single quotation marks to signal this labelling reflects the dominance of the medical paradigm and that there are other ways of understanding such phenomena.  For example, lived experience of mental illness gives rise to a different form of knowledge, the value of which is increasingly recognised and is one of the reasons for establishing consumer-worker roles in mental health services.  In addition, individuals may experience symptoms but not be formally ‘diagnosed’ or be subject to changing diagnoses over time.  They may also not identify with, or accept, their medical ‘diagnosis’ nor consider their experience to be an ‘illness’ but rather a form of neurodiversity or a natural reaction to the experience of trauma. 
]  [3:  We acknowledge there are many ways of referring to people who have the experience of a diagnosis of mental illness. The preferred language is person first, i.e. a person with a lived experience of [a specific condition]. Following a worldwide movement in the 1980s, in Australia, the term ‘consumer’ has been used by advocates, community groups, services and policymakers to refer to people who use mental health services.  In other countries terms such as service user, patient or survivor may be used. For the purpose of this paper, the language most common in Australia has been adopted.] 

International evidence suggests such roles improve outcomes for consumers of mental health services (Edan & Cadogan, 2018; Rogers, 2017; Scanlan et al., 2017; Simpson et al., 2014) and yet those hired into such roles report experiencing bullying, discrimination and marginalisation within the services in which they are employed (Bradstreet & Pratt, 2010; Kemp & Henderson, 2012; Walker & Bryant, 2013).  This is curious given that, in this occupation, unlike many others, there is a clear alignment between their disability and the job (cf. Colella et al., 1998). However, these findings come from studies focused primarily on consumers themselves, rather than those employed to provide support to consumers, using their lived–experience knowledge.  In contrast, our project sought to explicitly generate insights about these problems by investigating the experiences of consumer-workers[footnoteRef:4] (people employed because they have a mental illness) working in mental health services.  The broad research question we sought to explore was: how do consumer–workers experience employment, HRM and the organisations in which they work and what challenges and problems do they face?  [4:  Consumer workers is the term commonly used in Australia to identify people using their lived experience of mental illness in their work.  In other countries terms such as ‘service user’ or ‘peer worker’ may be used.  See p. 4 Lived experience roles in mental health services: Consumer-workers for an explanation of this specialist workforce. ] 

Based on principles of co-production, this research, conducted in Victoria, Australia, during 2018-19, investigated 77 consumer-workers’ experiences of working in mental health services through a survey and in-depth interviews. Consumer-workers reported several interrelated problems at work stemming from their status as having lived experience of mental illness including a lack of understanding of their role (by others), less favourable work conditions and pay rates than peers, lack of access to training and development, as well as routine discrimination, exclusion and isolation.  Overall, many consumer-workers felt marginalised, not because of any single HR practice but the interaction of several.   A subsequent focus group of consumer-workers identified improving the systems, processes and practices that constitute HRM as a high priority.
Our study makes several contributions that, taken together, assist in advancing our understanding of how HRM is experienced by employees with mental illness. Firstly the unique nature of the consumer-worker role and its organisational context allows us to explore and reflect upon several points made in the literature to date.  Specifically we show how disability/job fit (see Collela DeNisi and Varma, 1998) cannot explain discrimination and exclusion in this instance and further that contact and educational responses to promote inclusion and integration of those with mental illness have similar limitations (see Corrigan, Kerr & Knudsen, 2005 as well as Martin, Wood & Dawkins, 2015).  Secondly, we demonstrate why HR scholarship needs to consider and engage with non-dominant paradigms of knowledge from other fields (see Janssens & Steyaert, 2009), in our case, about mental illness. We show why training and raising awareness of mental illness needs to consider the power effects of the knowledge on which such interventions are based. In other words, there is a need to look beyond the dominant medical and psychiatric deficit model to recognise the knowledge arising from employees’ lived experience of mental illness.  Thirdly, as HR theory and research is called upon to engage more with practitioners and employees, and expand its methodological repertoire (Bleijenbergh, van Mierlo & Bonadrouk, 2020; Delbridge, 2010; Delbridge & Keenoy, 2010; Dundon & Rafferty, 2018; Harley, 2015), we provide an example of an approach to research that not only explores how employees with mental illness experience HR and the workplace but also involves them in designing, undertaking and analysing empirical study of this experience.  We thus show how HR scholarship can both research inclusion as well as practice it in the research process itself. 
We begin with an overview of consumer–work and its emergence as a profession within contemporary western mental health sectors, using the Australian context as a specific example.  In doing so, we compare findings about the consumer–work role with literature on employees with mental illness more generally including from the fields of management and HRM. We then explain the theoretical lens we adopted and the principles of co–production that underpinned the project. After outlining how we undertook the research, and generated and analysed the data, we present our findings including recommendations to improve practice.  In the final section we discuss the implications of our research and its contributions to addressing the gap in understanding about how employees with mental illness experience their workplaces and HRM, highlighting the need for HR scholarship to engage with varied forms of knowledge about mental illness.  


Lived experience roles in mental health services: Consumer-workers
As early as the 18th century previous users of mental health services have been engaged to provide support to current users (Davidson et al., 2012).  In recent history, such roles emerged out of the consumer/survivor/ex-patient movement in the 1980s and its advocacy to close mental health care institutions and increase community care.  The prevalence of such roles has grown significantly in recent years, with increasing evidence of the value of this rights-based work, working directly with consumers currently using mental health services and/or experiencing high levels of distress.  In the UK and USA, consumer-workers have focused on providing peer support alongside more established mental health professional roles (Rogers, 2017). In Australia, Consumer Consultants were first employed in Victorian Mental Health Services in 1996 (Edan & Cadogan, 2018) however over the last 20 years consumer-worker roles have grown and become more complex. Consumer lived experience now informs not only peer support and individual advocacy but systems advocacy, training and education, policy and research and supervision and leadership (Downes & Edan, 2019b, see Figure 1).  
-------------------------------------Figure 1 about here--------------------------------------
Although the terminology used to refer to these consumer-perspective roles differs between countries (Faulkner, 2004; Landry, 2017), they share the broad goal to create more inclusion of the lived experience of mental health consumers into the provision of services themselves. Such roles arose from, and are closely aligned with, the patient/survivor/consumer movement and its emancipatory agenda to redress the power imbalance that exists in mental health services between consumers and those that treat them.   Their practice is based in user knowledge of mental health services, an alternative epistemology to the medical and psychiatric paradigm which dominates public institutions, mental health care systems and delivery of services, professions and occupational training (DeFehr, 2016; Kemp & Henderson, 2012). However, it struggles to be recognised as legitimate expertise.   
Consumer-work is an atypical occupation: unlike the worker who may be employed for their IT skills but also has a mental illness, consumer-workers are employed because they have a diagnosis and have often experienced firsthand the associated discrimination, stigma and oppression.  Stigma is commonly conceptualised as an extreme form of prejudice with both cognitive and affective components that may translate into discriminatory treatment (Corrigan et al., 2005; Elraz, 2018; Follmer & Jones, 2018; Fiske & Lee, 2008).  This could take the form of refusing to hire or promote a person because of their mental illness, a refusal to adjust working hours or conditions to accommodate their workplace needs, and/or a reluctance to interact with them on the part of co-workers and managers (Follmer & Jones, 2018; Peterson, Gordon & Neale, 2017; Santuzzi, Waltz, Finkelstein & Rupp, 2014).  More negatively stigmatised than physical illness or disability (Follmer & Jones, 2017; Santuzzi & Waltz, 2016), mental illness encompasses a range of conditions including affective (mood) disorders, post-traumatic stress disorder (PTSD), personality disorders, psychotic disorders, schizophrenia, substance abuse and eating disorders, with most employment-related research focusing on depression and anxiety (Follmer & Jones, 2017; Martin, Wood & Dawkins, 2015).   Some widely held negative views are that people with mental illness, particularly less common diagnoses, are less reliable, less competent, less productive and less likeable, and more dangerous and violent than those without such conditions (Corrigan et al., 2005; Follmer & Jones, 2018; Peterson et al., 2017).   However, in consumer–work roles, lived experience of mental illness is a prerequisite. Unlike other occupations where less favourable treatment may arise from a perception of lack of fit between the disability and the job (Colella et al., 1998), here there is a clear alignment. 
Consumer-work roles provide employment opportunities for individuals with mental illness, which is important given the complex disadvantage they face in attaining and remaining in the workforce. Employees with mental illness have higher unemployment and under-employment, and lower wages, than those without, even controlling for occupation (Baldwin & Marcus, 2006; Peterson et al., 2017) and individuals with less common forms of mental illness are worst-off.  Qualitative research has provided insights into how such outcomes are produced, through inability to retain existing jobs, interacting cycles of loss, instability in housing, actual and anticipated discrimination, and refusal to provide workplace adjustments to accommodate periods of acute symptoms (Mak, Tzang & Cheung, 2006; Zanker Baker & Procter, 2014). 
Consequently, as people living with an invisible disability (Santuzzi et al. 2014), those with mental illness may seek to conceal their condition, including those working in health care (e.g. see Cares et al., 2015). However, because lived experience of mental illness is a requirement for consumer worker roles, the choice of when and what to disclose and to whom, takes on a more complex and layered character. Co-workers may know the consumer–worker has a mental illness but not know the details of their diagnosis or treatment. Like employees with mental illness more generally, (e.g. Colella & Stone, 2005; Follmer & Jones, 2017; Madaus, 2008; Ragin, 2008) consumer–workers may be reluctant to disclose their specific experience or diagnosis because they fear stigmatisation, discrimination and isolation at work (Mead, n.d.; Roper, 2006; Watson et al., 2008).  
This may seem surprising given they work in settings where there is a high level of formal education about mental illness and frequent contact.  After all, awareness-raising and training are commonly recommended to organisations as ways to decrease the stigma of mental illness, encourage voluntary disclosure and foster an inclusive climate (e.g. Martin, Wood & Dawkins, 2015).  However, the outcomes of programs based on increased knowledge about mental illness and personal contact with those who have lived experience of mental illness varies, depending on context. Some studies suggest such interventions actually increase, rather than decrease, discrimination and social distance (Angermeyer et al., 2004; Schomerus et al., 2012), and while attitudes towards people with depression and anxiety may slightly improve, those towards people with diagnoses such as schizophrenia worsen (Crisp et al., 2005; Schnittker, 2008). In addition, the mental health first aid model is attracting more critique from consumers and academics for increasing the medicalisation of human distress and neoliberal control of the populace (DeFehr, 2016). 
More fundamentally, it can be difficult for consumer-workers, whose practice is based in user knowledge, to challenge the medical/psychiatric paradigm upon which institutions, occupational hierarchies and services are built.  From the perspective of this paradigm, an individual who is perceived as deviating from ‘normal’ patterns of behaviour, thought and feelings should seek medical assistance, be diagnosed and treated by experts according to current categories and labels.  It thus involves individuals either voluntarily or coercively being subjected to the power/knowledge of medical experts and the ‘psychiatric gaze’ (Byrne et al., 2017; Rose, 2007; Sinclair, 2018).  By this we mean being seen through the lens of a known (or unknown) psychiatric diagnosis and a medical paradigm that is deficit focused. Consequently ‘recovery’ is equated with the absence/reduction of symptoms (Slade, 2009) with little recognition distress could be experienced concurrently with wellbeing (see Folmer & Jones, 2017; Keyes, 2005). 
Legislation has increased the power of selected health professions, particularly the medical and psychiatric profession, to assess and treat people with or without their consent. Resistance to this gaze, and the technologies it involves, is likely to be constructed by those operating from the dominant paradigm in ways that reinforce its authority: the individual who rejects their diagnosis may be seen as ‘delusional’ or ‘lacking insight’ and the consumer who refuses to follow treatment (e.g. because of side effects) as ‘non-compliant’.  Consumer-workers, on the other hand, using a human-rights and lived experience approach, would both recognise and try to redress the power imbalance between consumers and clinicians (Mead, n.d.). Individual consumer-workers, therefore, may experience not only the stigmatisation of mental illness but also contradictions and tensions that arise from competing paradigms of power/knowledge about mental illness in their workplaces (Mead, n.d.; Roper, 2006; Watson et al., 2008).
Some existing literature suggests those in consumer-perspective roles experience significant problems in employment including lack of role clarity, low work hours and pay, lack of appropriate supervision, feelings of exclusion and lack of recovery orientation by other staff (e.g. Bradstreet & Pratt, 2010; Kemp & Henderson, 2012; Walker & Bryant, 2013).  However, these studies focused mainly on the experiences and outcomes for consumers using mental health services, rather than of those in consumer-perspective roles themselves. As such, they provide little detail about the types of challenges these workers face, and how they experience employment, human resources and interactions with other staff. Moreover, these evaluation-oriented pieces centre on one type of consumer-perspective work – that of peer support workers – neglecting other roles that include elements of advocacy and systemic change, as is the case with many consumer-workers. These additional aspects of consumer-work could be expected to generate additional complexity for the incumbents as it involves them in potentially challenging the way consumers are treated. And finally, none of the studies engaged with consumer–workers as experts, that is, no advice was sought from consumer-workers about the study and they did not employ consumer researchers as part of their research teams.  
While this might be standard academic practice, it is problematic because it reproduces the power imbalance and exclusion experienced by consumers and contradicts the emancipatory ethic of consumer-work. It is also inconsistent with critical disability studies - the theoretical lens we adopt for this research. Disability scholarship emerged in conjunction with the disabilities movement and the two have continued to be closely intertwined, working to influence policy and practice (Watson & Vehmas, 2020) encapsulated in the well-known phrase “nothing about me without me”.  With an explicit focus on the cultural and material inequalities experienced by those with disabilities, critical disability studies seeks to reframe and challenge common sense and taken-for-granted ways of thinking about disability, including its biomedicalisation and construction as bodily or psychological deficiency (Flynn, 2017; Goodley, 2013).  It does not pretend to be value-neutral; moreover, it questions whether neutrality and objectivity is possible or desirable, particularly in research about the experiences of groups that have been systematically disadvantaged (Brunner, 2020; Landry, 2017). Landry (2017: 1437) argues that ‘survivor’ research must be critical in order to challenge “what counts as evidence”, to surface “hidden user knowledges” that have been socially devalued while Brunner (2020, p. 202) asserts “[i]t enables us to ask biomedical research on mental health and the medically driven disability researcher harder questions about the reflexivity that they offer in relation to their own foundational concepts”.  It also offers alternative understandings of such concepts, for example, in a recent monograph, Tyler (2020) provided an extended analysis of ‘stigma’ as a form of power embedded in neoliberalism that blames and shames those who are systematically disadvantaged by its ideals. In relation to mental illness, this shifts the focus from individual psychopathology towards seeing mental distress as generated and exacerbated by poverty, insecure employment and housing, and reduction in government-funded social services. 
[bookmark: _Hlk49603673][bookmark: _Hlk50119623]Accordingly, in order to understand the experiences of consumer-workers, we involved those who had previously and were currently employed as consumer-workers in the research design, data collection and analysis, and interpretation of findings (an approach known as co-production [Orr & Bennett, 2012; Howard & Thomas-Hughes, 2020]). The broad research question we sought to explore was: how do consumer-workers experience employment, human resource management and the organisations in which they work and what challenges and problems do they face? Following Janssens and Steyaert (2009) and Delbridge (2010), we see HR as made up of processes, systems and practices enacted between people, including HR specialists, managers and employees.  While there is a relative lack of attention to how employees perceive and make sense of HRM (e.g. Baluch, 2017; Boon, Den Hartog, Boselie & Pauwe, 2011; Guest, 2011; Piening, Baluch & Ridder, 2014) and its impact on their lives, inside and outside the workplace, including their well-being (Delbridge, 2010; Delbridge & Keenoy, 2010; Kowalski & Loretto, 2017), there is even less on employees with mental illness.  In contrast to employment more generally, the consumer-worker role is unique in that it exists in a context where there is a high level of formal knowledge about mental illness and a clear fit between the nature of the disability concerned and the job (see Colella et al., 1998). On this basis, we might expect that such workers would feel valued and included in their workplaces.  And yet, as we show in our findings, their experiences of inclusion and exclusion are far more complex and contradictory. 
Specific context of the study
In 1991 the Victorian Mental Illness Awareness Council (VMIAC) undertook the Understanding and Involvement Project, that sought to give voice to consumers’ experiences of services (Wadsworth & Epstein, 1998). On this basis, the first consumers were employed for their lived experience in mental health services (Downes & Edan, 2019a): a small pilot of four Consumer-Staff Consultants in an inner metropolitan health service quickly spread to all clinical Mental Health Services in 1996 (Downes & Edan, 2019a). 
From the early 2000s consumers started being employed in peer support roles, working directly with current consumers using principles of mutuality to build understanding of emotional, social, spiritual and physical wellbeing (Downes & Edan 2019b).  By 2010 opportunities emerged for people to use their lived experience in policy work in government departments, academic work in universities, and management roles in services but there was also confusion about their purpose and position in relation to existing and more established or traditional approaches to mental health care (Downes & Edan, 2019b).
Along with the growth of the consumer-workforce, research and other activities began to explore the roles and relationships these workers had within the system.  Many authors (Roper, 2003; Stewart, 2008;  Bennetts et al., 2011; Byrne et al., 2017; Sinclair 2018, Byrne et al., 2019) identified how disclosure of mental illness impacts on collegial relationships within the workplace. For example, Sinclair (2018, p 168) used the term ‘sanist microaggressions’ to refer to everyday actions, that go unnoticed by people without a mental illness but are experienced by those with a mental illness as hostile and demeaning.  The impact of the psychiatric gaze, the language and culture of the mental health workplaces that views all consumers as ‘ill’ or ‘distressed’ or dangerous, and the lack of understanding of appropriate support for consumer-workers, have been repeatedly highlighted as issues of concern in academic literature and in practitioner forums. 
In 2016,  a Consumer Workforce conference was held to share the growing knowledge and experience of consumer workers (VMIAC & CPN, 2018).  One of its workshops identified a clear need for peer specific supervision and a subsequent project was funded by the Victorian Department of Health and Human Services (DHHS).  During this project concerns beyond supervision were raised by consumer-workers, including experiences of workplace discrimination and a lack of organisational support (VMIAC & CPN, 2018).  This current study aimed to further investigate these concerns. It was thus motivated both by a gap in the existing academic literature about how employees with mental illness, specifically consumer-workers, experience their workplaces, as well as a social problem (Bloor, 2016).  On the basis of our broad research question (how do consumer-workers experience employment, human resource management and the organisations in which they work and what challenges and problems do they face?), we developed the following more specific sub-questions that guided data collection and analysis: 
· Do consumer-workers experience inclusion/exclusion, discrimination and bullying in their workplaces and if so, how do they experience it? 
· How do consumer workers experience organisational support for their role within mental health services? 
· How do consumer workers feel their roles are recognised and understood within mental health services? 	 
Method
The research paradigm we employed in this study warrants some explanation as it is not often found in literature on HR, employment, and mental illness.  Co-production is a type of collaborative research approach that seeks to change the way knowledge of a phenomena is generated, by involving those who would typically be research ‘subjects’ into the process of the research itself (Orr & Bennett, 2012; Howard & Thomas-Hughes, 2020).  It shares many features of action research (or participatory action research) in its explicit moral and political goals of seeking to improve current situations, to promote greater democratisation and inclusion of those who may be marginalised (e.g. see Cresswell & Miller, 2000; Feldman, 2007). Consequently, it differs from traditional positivist research in several important ways.  For example, like forms of interpretive qualitative inquiry, it rejects the idea that researchers should be separate and detached from the phenomena they study; researcher neutrality and objectivity are neither possible nor desirable goals (Yanow, 2014) because “[c]o-production is dependent on, and produced through, human relationships” (Howard & Thomas-Hughes, 2020, p. 1).  
This does not mean that co-produced research is unsystematic or lacks rigor but rather that the criteria used to judge the quality of this type of scholarship differ from those used in positivist inquiry because of their divergent ontological and epistemological assumptions (Bloor, 2016; Cresswell & Miller, 2000; Feldman, 2007; Landry, 2017; Peräkylä, 2016; Schwartz-Shea, 2014). Validity takes on a different meaning as studies seek to “describe, interpret and understand” (Feldman, 2007, p. 22) rather than measure (Peräkylä, 2016). Cresswell and Miller (2000, pp. 124-125) define it as “how accurately the account represents participants’ realities of the social phenomena and is credible to them (Schwandt, 1997).  Validity refers not to the data but to the inferences drawn from them (Hammersely & Atkinson, 1983)”.  Procedures for validating these inferences will vary, depending on the lens used by the researchers but include triangulation of sources of evidence, and members checks, the latter being particularly important (Lincoln & Guba, 1985, p. 314).  This gives participants an opportunity to provide feedback on the analysis, categories and themes developed by the researchers and assess whether it reflects their experiences and accounts. 
To embed a co-produced approach to this project a Consumer-Worker Action Group (CWAG) was formed, comprising four academics (including two with consumer expertise), four additional co-researchers, all with experience working as mental health consumer-workers, and a representative from DHHS. The role of this group was to inform and deliver the design, implementation, and analysis of this research.  The CWAG agreed to aim for a convergence of opinions when there was disagreement. In an attempt to address power imbalance within the group, specifically between researchers with lived experience of service use and those without, decision-making aimed to privilege the lived experience perspectives in the group. 
The project used a multi-phased mixed method approach (Teddlie & Tashakkori, 2009) utilising online surveys, semi-structured interviews and a focus group. Due to paucity of research on this topic a new survey instrument and interview guide was developed by the CWAG. The CWAG workshopped the potential experiences of consumer–workers utilising the lived experience of consumer–workers in the group and identified three key topics that required investigation: inclusion and exclusion, workplace discrimination and bullying; organisational support; and role recognition. The group then developed questions about different features of each topic. The survey contained Likert scales, multiple choice questions, and open-ended questions. The interview questions were designed to elicit more details about the three topics and prompts for interviewers to encourage deeper reflection on the consumer-worker experience. The survey was piloted with four consumer–workers, all experienced leaders in the field, outside of the CWAG, who provided feedback on clarity and time taken to complete the survey as well as validating the questions corresponded to their understanding and experiences (Howard & Thomas-Hughes, 2020). Changes were made to the survey based on this feedback.
The online survey was promoted amongst consumer-worker networks in Victoria. Current consumer-workers and people who had worked in consumer roles in the previous two years were eligible to participate. All survey submissions with at least one quarter of the survey complete were kept for analysis. The results from 77 surveys were analysed using descriptive statistics and thematic analysis of the open-ended questions and comments. 
As illustrated in Table 1 over half (52.7%) of participants were aged between 30-49 years of age with a smaller proportion (15.5%) between 18 and 29. Participants were mostly female (73.1%), with 23.1% being male and 3.8% agender.  Most participants (85.7%) were currently employed as consumer-workers with 7.8% employed in the previous two years. Those that had not worked in a consumer role in the last two years ceased the survey at this stage (6.4 %). 
------------------------------TABLE 1 ABOUT HERE------------------------------------------
The majority of participants (57.1%) worked in Clinical services known as Area Mental Health Services (AMHS), followed by 25.7% in Mental Health Community Support Services (MHCSS) and 11.5% in not-for-profit organisations. The remaining 5.7% worked in “other” employment identified as training and development, forensic, PHN (Primary Health Network) or advocacy organisations.  Three quarters (75.7%) of the sample were located in metropolitan regions, 22.9% in rural and 1.4% in remote areas.  This is consistent with a 2017 Department of Health and Human Services census of the workforce which found 69% of workers are employed in clinical services and 18.7% employed in rural/remote areas.
[bookmark: _Hlk49613607]After completing the survey, individuals were asked if they wished to participate in an interview and/or a focus group. Fourteen semi-structured interviews were conducted, reflecting the demographic diversity of the consumer-workforce. The interviews were conducted by members of the CWAG with lived experience of consumer work. They were recorded, transcribed and analysed using a co-produced approach to thematic analysis. A coding framework was developed from initial coding of two transcripts by members of the CWAG using NVivo software. This framework was then applied to the rest of transcripts with each transcript being coded twice by different CWAG members. This coding was analysed for inter-rater reliability and any significant discrepancies in coding mediated by a third researcher. The CWAG then met to review the coding, organise the codes into higher-order categories and identify key themes and subthemes (Braun & Clarke, 2006; Saldaña, 2014).
Based on this analysis, the CWAG held a focus group with nine participants who had completed a survey and/or interview. Focus groups are often used as a way of validating the findings within qualitative research (Cresswell & Miller, 2000) and in our case we also used the focus group to develop suggestions for action (Feldman, 2007; Howard & Thomas-Hughes, 2020). Participants were provided with a summary of key findings and asked to brainstorm potential solutions to the issues identified. The focus group was then asked to vote on which solution would make the most change, and which would be the most achievable. The focus group was audio recorded and notes taken from the group discussions. This was then used by the CWAG to inform recommendations. 

Findings
Reflecting our research questions, our findings are categorised around three topics: consumer-workers’ experiences of workplace inclusion/exclusion, discrimination and bullying; the organisational support they experience for their role; and the extent to which their role is recognised and understood within broader mental health services.  For each of these topics we first present the statistical evidence from the online survey, followed by analysis of the qualitative data generated through open-ended questions in the survey and in the fourteen interviews, and conclude with the suggestions for action developed by the focus group.  
Experiences of workplace inclusion and exclusion, discrimination and bullying 
As shown in Table 2, the survey results indicated participants had mixed experiences in relation to workplace inclusion and exclusion. While a proportion agreed or strongly agreed with statements indicating a degree of inclusion within the workplace such as “I feel like my achievements are recognised and valued by my colleagues” and “I feel like I am part of my work team” there were also strong responses to statements that indicated discrimination and exclusion. Notably almost two thirds (59.1%) of respondents agreed or strongly agreed with the statement “I feel like I am treated differently in my workplace because I am a consumer–worker” and over half (53%) agreed or strongly agreed with the statement “I have heard my colleagues talk in a derogatory way about consumers or in relation to certain diagnostic categories”.
-----------TABLE 2 ABOUT HERE ----------------------
A series Chi-square tests for independence indicated no significant associations between the statements that indicated inclusion in the workplace and those that indicated discrimination and exclusion. For example, 42.1% of those who agreed or strongly agreed with the statement “I feel I am treated differently in the workplace” also disagreed or strongly disagreed with the statement “I feel like I am part of the work team”, as would be expected. However, a larger proportion of this group (47.4%) reported they agreed or strongly agreed with the statement “I feel like I am part of the work team”. Similar proportions were found when comparing the other inclusive statements with statements indicating discrimination. This trend could suggest that consumer workers may feel included within work groups while also experiencing discriminatory practices by work colleagues. 
A majority of participants (59.2%) reported they felt their work conditions were different to those of their non–consumer colleagues. Table 3 indicates the range of differential work conditions that survey participants identified within their workplace. 
-----------TABLE 3 ABOUT HERE------------

Most consumer-workers worked less than full-time: 77.5% of participants reported working part-time and 8.5% reported working casually. This could reflect a lack of full-time positions with one third (33.3%) of survey participants indicating only part-time roles were available. While not all consumer-workers would seek full-time work, 45.1% of our survey participants held more than one position within the same service or elsewhere indicating many had multiple part time jobs. 
In addition to discrimination, participants reported high rates of bullying in the workplace with 50.3% indicating they felt they had been verbally abused in the workplace and 41.5% reporting they had felt threatened by others in the workplace. Survey results indicated such treatment at work had an impact on participants’ tenure in consumer-worker roles. A quarter (25%) of survey participants reported they had left a job because they felt unsafe or discriminated against and a further 60.9% reported they had remained in roles where they felt unsafe or discriminated against because they felt they needed the job. 
While the survey indicated a proportion of participants had some positive experiences of inclusion in the workplace, in the thematic analysis of the interview and open-ended survey questions, accounts of exclusionary and discriminatory experiences dominated. 

Psychiatric gaze
Participants reported feeling subject to the psychiatric gaze in the workplace and described the impact this had on their interactions with others and their ability to raise concerns. They recounted experiences where colleagues would interpret their performance or behaviour in the workplace through the lens of their lived experience. They recalled often being labelled as ‘sensitive’ or ‘triggered’ when expressing emotions, particularly when they dissented or disagreed with colleagues: 
I had a manager continually 'remind me' that I am "overly sensitive to feedback" when I got angry with him for making decisions about my role when he is not my manager. I've also had the same manager ask me "is that what you perceive is happening or is really happening?". (Survey Participant)
Participants spoke about internalising this gaze through a process of self-monitoring at work. Being conscious their colleagues may be judging their behaviour at work through a psychiatric lens, participants spoke of feeling hyperconscious about how they behaved with their colleagues to avoid unwanted judgement. This was described as causing a high level of stress in their day-to-day working lives: 
But I also find it really, I find it tricky to hold conversations with that, about that with the correct people, and hold it in a way that looks like I’m trying to address an issue, in the way that my colleagues speak about consumers, but not look like a consumer who is just being overly sensitive. (Interviewee 1)

The complexities of disclosure 
Navigating disclosure was complex for consumer–workers within mental health workplaces. While their lived experience of ‘mental illness’ may have been known by colleagues and management, the specific details of this lived experience of distress may not be. The decision to disclose was particularly difficult when it involved a heavily stigmatised diagnosis:
I definitely felt like it was a huge risk disclosing my diagnosis to people, because it's a diagnosis that’s particularly stigmatised by health professionals, and if, and I’ve been, I have had a little bit of anxiety about whether it's changed their way of thinking about me, their impression of me that kind of thing. (Interviewee 3)
Participants described several negative impacts of disclosing specific diagnoses. These included having their work restricted to only working with certain kinds of consumers, having their behaviour perceived within that frame, and feeling their colleagues reduced their identity to their diagnosis.  It was difficult to escape the circularity of this framing as one interviewee explained:
there's been times when I’ve had management utilise my diagnosis as a reason for me not to be able to do something.  And there's things like that that lead to me feeling unsecure in my job, and my supervisor said that after I’d lost the job, they said that my diagnosis makes me not a good fit for the inpatient unit…We should be wanting to use our lived experience in our work, but then to have a diagnosis brought up as a reason not to have been successful in getting a permanent contract in the job that you're doing...

Exclusion and the value of peers
A strong theme present within the interviews and open-ended survey responses was the experience of exclusion within the workplace. Participants detailed a range of explicit and implicit behaviour from colleagues such as not being invited to work gatherings, not being invited to meetings by managers, not being included in team activities, or colleagues not engaging with, or even acknowledging them, and the use of derogatory language and black humour when talking about consumers: 
They don’t consider you an equal, they considered you as like a token, you're just put there because they have to have a consumer–worker on their team, and they don’t consider you as part of their team. (Interviewee 12)
Not all participants detailed experiences of isolation in their workplaces. Those employed within teams with other consumer–workers reported this helped mitigate feelings of isolation: 
I have felt isolated in my role for the last five years as being the only peer support worker, now that they have increased the lived experience team. I have moved across to this team and am feeling supported. (Survey participant) 
The focus group responded to these findings by suggesting several ways bullying, discrimination and exclusion could be addressed. Organisations employing consumer–workers needed to create a safer working environment for them, which would only be achieved through cultural change and training about the purpose of these roles.  Management could also be more active in identifying and responding to problematic attitudes and behaviours amongst staff.  In addition, consumer–workers would benefit from clearer and more effective reporting mechanisms to deal with discriminatory or bullying behaviour.  Protection from victimisation because of reporting was required and while health sector industrial unions could play a part, they would first need to improve their level of understanding and representation of consumer–workers. 
Focus group participants were also critical of the medical model of mental illness and identified this as the potential source of discriminatory attitudes towards consumer workers: 
It’s the same psychiatric gaze that gets put on the consumer that is then re-applied to the lived experience worker. Focus group participant 
Participants suggested funds should be reallocated towards trauma-focused and sociological approaches to supporting people living with distress. 
Organisational support for consumer–worker roles within mental health services 
As indicated in Table 4, survey participants largely indicated they felt supported to share their lived experience and vulnerability in their roles. The degree to which participants felt supported in their careers through training and professional development was lower with a third (33.3%) strongly disagreeing or disagreeing with the statement “I feel that I have received enough training to be successful in my role” and 41.3% strongly disagreeing or disagreeing with the statement “I get given feedback that enables me to grow in my profession”.
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The survey also asked questions about specific organisational support strategies and found mixed results. A total of 57.8% of survey participants reported having conversations with their managers about making reasonable adjustments at work because of their mental illness. Of this group 62.1% indicated they received a positive response and over half (56.8%) found this process helpful or very helpful.
Participants identified a range of other formal organisational support mechanisms they had accessed including Employee Assistance Programs (36.9%), Internal mediation (23.1%), and Workplace Health and Safety (15.4%). Participants’ experiences of these mechanisms were varied. Out of 31 open ended comments detailing participant experiences of these mechanisms, 11 were coded as positive, 17 negative, and 3 mixed.  Almost two thirds (64.5%) of participants reported they had raised concerns about poor treatment at work. Of this group almost half (45%) felt the organisation responded to this treatment badly or very badly.
In the responses to open–ended survey questions and the interviews, participants described different forms of support available to them as consumer workers. Participants generally spoke positively about organisational approaches to reasonable adjustments. They reported examples of workplace flexibility that supported staff members’ self-care strategies and outside-work demands: 
I find there’s a lot of flexibility around being able to attend to self-care needs, it might be that your appointment is at the end of a working day, you have to leave a little bit early to attend something like that. (Interviewee 14)
Other formal support mechanisms such as employee assistance programs (EAP), internal mediation, and workplace health and safety officers were also mentioned but perceptions of their efficacy were mixed.  A consistent theme in the qualitative responses to the survey was the perception that the staff involved did not understand the unique role of consumer–workers and processes were designed around traditional occupations in these settings: 
When I called HR it was in relation to discrimination within my workplace and I felt they were not equipped to support me with this. The discrimination was in regards to my diagnosis being mentioned as a reason for me being unsuccessful in gaining a permanent contract in my role and HR didn't understand how this was discrimination as they knew I was in a LE role and suggested I just talk to the person who said this. Upon discussing it with my supervisor, they too didn't understand how this was discrimination. (Survey participant)
Participants detailed a range of problematic responses to utilising formal support mechanisms to deal with workplace issues.  This included not protecting confidentiality, feeling threatened by management after making complaints, or having their complaints labelled subjective and subsequently dismissed. Participants detailed feeling disillusioned by the ineffectiveness of processes designed to protect them:
I’ll never do it again, you know they all say to you that there is a formal grievance procedure and you're welcome to use it, I would never ever do that again, just in terms of what the outcome was for me. (Interviewee 7)
The need for consumer specific training and development 
The importance of consumer specific training and development opportunities was a strong theme in the interviews and open-ended survey questions.  Consumer-perspective work is increasingly seen as a discipline in its own right (Byrne et al., 2017; Bennetts et al., 2011) but unlike other health professionals in Australia, there is no formal qualification process. Many consumer–workers enter the mental health workforce with no vocational training and/or after a period out of paid employment.  However there appeared to be little recognition of their unique development needs.  On the one hand, they received less mentoring and professional supervision than other health professionals:
Peer workers are very siloed, they don’t have training, if you're a social worker you get 4 years and you get two placements. Peer workers, if you're lucky, in mental health you get the 5 days or you get the peer work cert, you don’t get any placement, you don’t get mentoring by other peer workers. (Interviewee 2)
On the other, their organisations would not support training beyond the standard professional development allowances of mainstream workers: 
It's quite frustrating because I'm only three days a week in hours. So, I can do three PDs [professional development sessions] a year. So, they have the cluster of in-services that they do at different sites. So, let's say I do three of those, once I hit three, my senior nurse will say, oh you're only three days a week, you've done your three for the year, that's it. So, I can't do more than I want, even though it's not costing the service money and even though it's free. They restrict me to three a year. (Interviewee 4) 
When presented with these findings, the focus group suggested three strategies. The first was to build the capacity of formal support structures by educating those in executive roles, human resource departments, EAP workers and union representatives about the nature of consumer–work. The second was to develop pathways for career progression for consumer–workers.  Aligned with this, Enterprise Bargaining Agreements could be modified to include mandated training and development opportunities for consumer–workers along with commensurate pay increases. They also recommended a strategic approach to training and education which included a range of opportunities that matched consumer–workers’ educational qualifications and the specifics of their role. 
Recognition and understanding of consumer–worker roles within mental health services 	
In the survey responses, the degree to which participants felt their role was understood and valued within the workplace varied depending on the group and organisational level. As indicated in Table 5, participants felt strongly that consumers understood and valued the work that they did. This was less evident when participants responded in relation to their manager and organisation.
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In the qualitative data generated by the open–ended questions in the online–survey and the interviews, participants expressed concern their roles were not well understood by their colleagues: 
I don’t think they really understood what it was that I did, even though the coordinator had done presentations every so often saying this is what we do, this is the program. So hardly anybody referred, and sometimes they, when they did refer it was a really inappropriate referral and the person was just not interested in talking to you. (Interviewee 12)
Beyond this, participants also commented on being asked to do work at odds with their lived experience values: 
I think to hold onto your values really tightly makes the work more pure, but it can also make the job more distressing at times, especially when you work in organisations that, their values are almost opposite to some of what peer work values are. (Interviewee 1)
The focus group identified two actions needed to address these issues.  To increase understanding and recognition of consumer–workers, a more comprehensive and ongoing program of organisation–wide training should be undertaken about the role.  In addition, clearer job descriptions that reflected consumer work values and ethics were called for, along with mechanisms to ensure the work they were being asked to do matched these descriptions. 

Discussion and Conclusions
This study aimed to explore how those in lived experience roles in mental health care services experienced their workplaces, focusing specifically on the dynamics of inclusion and exclusion, the level of organisational support and understanding of their work.  In this section we reflect on our findings and discuss how they might inform not only research and practice into this specific kind of occupation but also HR scholarship on the dynamics of inclusion and disclosure and how the interaction of HR systems, processes and practices may impact on, and be experienced by, employees with mental illness more broadly. 
Firstly, if inclusion is required to harness the potential benefits of workforce diversity and is assessed by whether the individual feels included by HR systems and practices (Ferdman, 2014) then the overall picture we present here is somewhat contradictory. While the survey indicated many participants felt included in their workplace at some level, the results also suggested they experienced forms of marginalisation, exclusion and discrimination.  At the same time as most felt their roles were understood and valued, particularly by consumers and colleagues, they also felt judged because of their lived experience and treated differently than colleagues. Anticipation of these negative judgements undermined their confidence and capacity to contribute, while some managers restricted their work.   At the same time they experienced significant material inequalities: consumer–workers were paid less, in part–time and precarious employment, lacked industrial representation and had fewer opportunities for training and career development commensurate with their roles.  Mechanisms to deal with grievances and discrimination were ineffective and designed around mainstream occupational groups. HR systems and staff seemed ill-equipped to respond to a role that purposefully crossed the boundary between provider and consumer, and of which there was limited understanding.  However, more positive reports of seeking reasonable adjustment processes under disability provisions were made these were experienced as both more effective and less marginalising.
Mental health care services employ staff who are highly educated about mental illness and have frequent contact with the ‘mentally ill’ and yet the consumer-workers involved in our study reported significant stigmatisation and discrimination within the workplace.  This seems at odds with the idea that education and training and contact-based interventions for managers and employees can combat stigma, as argued by Dawkins et al. (2015) and Corrigan et al. (2005).  Moreover, here there is a clear alignment between the nature of the disability and the requirements of the role (cf. Colella et al., 1998).  This represents something of a contradiction.  We suggest one explanation for this pattern concerns the interaction between different forms of knowledge about mental illness and their power effects.  Rather than combatting stigma and exclusion, education and contact with those categorised as ‘mentally ill’ can be mediated and framed by knowledge that reproduces stigma and exclusion.
More specifically in our case, consumer-workers seemed to be living out the tension between these different forms of knowledge in their experiences of HR and workplaces.  To a large extent these roles appeared to be ‘tacked on’ to existing service delivery with little recognition of a need to rethink their basic assumptions. Importantly, these different forms of knowledge – which we have labelled the medical/psychiatric paradigm and the ‘consumer’ lived experience perspective – do not have equal power.  The former dominates and is the basis for the institutional settings in which consumer-workers are employed; but the presence of the latter suggests knowledge is neither neutral nor settled but political and contested. Consumer-workers are thus in an invidious position – appointed for their lived experience of mental illness but also marginalised because of it.  In this context, the dynamics of disclosure were particularly fraught: participants detailed the tensions involved with disclosing the specifics of their lived experience within a work context where colleagues frequently used derogatory language to describe consumers. They also detailed how the disclosure of specific diagnoses could be used by others to undermine the validity of consumer-workers’ concerns and complaints by framing them as symptomatic of their mental illness.  
In addition to providing more nuanced understandings of the dynamics of inclusion and disclosure in organisations that employ workers with mental illness, our findings highlight the importance of alternative ways of conceptualising and providing support to consumers of mental health care.  Such alternatives are worthy of serious consideration, given the current problems with the sector. A recent draft report by the Australian Productivity Commission identified the need for “generational change” in mental health care while the interim report of the Royal Commission into Victoria’s Mental Health System “bluntly described [it] as having ‘catastrophically failed to live up to expectations’ and being ‘woefully unprepared’ for future needs” (“Desperate need to Act” 2020). If consumer-led interventions are increased in response, then such roles need to be underpinned by HR systems, processes and practices that recognise their relative effectiveness and unique position, spanning both consumer and employee.  Increasing the effectiveness of these services could benefit individual employees, HR practitioners, employers and society overall, given the upwards trend in reported psychosocial disabilities and mental illness in many developed countries (Follmer & Jones, 2017). 
More fundamentally, if HR scholarship is to advance its understanding of mental illness, then it needs to not only draw on other disciplines and fields but also engage with alternative and non-dominant perspectives within those fields, such as the one discussed here. This would encourage the theoretical reflexivity which Janssens and Steyaert (2009) consider critical to the further development of HRM.  In relation to our topic, this means future research should include more attention to the perspectives of employees with mental illness and how they experience and understand HR and do so in a way that does not merely reproduce dominant ways of knowing.  While the difficulties in undertaking HRM research related to disabilities that are heavily stigmatised has been acknowledged (Dwertmann, 2016), we suggest there is a need for researchers not just to consider these as technical issues to be overcome but as opportunities to reflect more deeply on the relationship between the researcher and the researched, particularly if this concerns marginalised and vulnerable groups. 
Finally, our research approach and its limitations and strengths warrant some comment.    While this is a study of a single atypical occupation, the insights generated are potentially transferable in the sense that they could inform other research exploring these issues in different settings (Lincoln & Guba, 1985; Schwartz-Shea, 2014, pp. 141-142).  In addition, our methodology is not often seen within the HR literature and we suggest it has great potential to enhance understanding of HRM. Our study involved employees (consumer-workers) working with academics to design the research project, generate and analyse empirical data, conceptualise findings and articulate recommendations. Rather than simply affording more attention to the experience of employees with mental illness, this was an attempt to practice ‘inclusion’, and offers a way of embedding employee perspectives into the research process.  

Data Availability Statement
Due to the nature of this research, the data are not publicly available due to their containing information that could compromise the privacy of research participants. 
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Table 1 Demographics
	Demographic
	Type
	Survey
N
	Survey 
%
	Interview
N
	Interview
%
	Focus Group
N
	Focus Group
%

	Gender
	Female
	52
	72.2
	10
	71.4
	6
	66.7

	
	Male
	18
	25
	4
	28.6
	2
	22.2

	
	Identifying as another gender
	2
	2.8
	0
	0
	1
	11.1

	
	Total
	72
	100
	14
	100
	9
	100

	Age Range
	18-25
	3
	4
	0
	0
	1
	11.1

	
	26-29
	8
	10.5
	1
	7.1
	1
	11.1

	
	30-39
	21
	27.6
	8
	57.1
	4
	44.4

	
	40-49
	19
	25
	2
	14.3
	2
	22.2

	
	50-59
	16
	21.1
	1
	7.1
	0
	0

	
	60-69
	7
	9.2
	2
	14.3
	1
	11.1

	
	70-79
	1
	1.3
	0
	0
	0
	0

	
	Rather not say
	1
	1.3
	0
	0
	0
	0

	
	Total 
	76
	100
	14
	100
	9
	100

	Type of employer	
	Area Mental Health Service
	40
	57.1
	8
	57.1
	5
	55.6

	
	Mental Health Community Service
	18
	25.7
	4
	28.6
	1
	11.1

	
	Not for Profit
	8
	11.5
	0
	0
	0
	0

	
	Other
	4
	5.7
	2
	14.3
	3
	33.3

	
	Total 
	70
	100
	14
	100
	9
	100

	Length of employment
	Less than 1 years
	7
	10
	1
	7.1
	1
	11.1

	
	1-2 years
	23
	32.9
	5
	35.7
	4
	44.4

	
	3 – 5 years
	23
	32.9
	4
	28.6
	4
	44.4

	
	6-10 years
	8
	11.4
	3
	21.4
	0
	0

	
	Over 10 years
	9
	12.9
	1
	7.1
	0
	0

	
	Total 
	70
	100
	14
	100
	9
	100




Table 2 Discrimination and inclusion
	Statement
	Strongly disagree %
	Disagree
%
	Neutral
%
	Agree
%
	Strongly agree
%
	n
	Mean1
	SD

	I feel I have at least one trusting relationship in the workplace 
	7.7
	3.8
	0
	46.2
	42.3
	66
	4.20
	1.14

	I feel like I am part of my work team 
	12.3
	12.3
	7.7
	44.6
	23.1
	65
	3.54
	1.31

	I feel like my work achievements are recognised and valued by my colleagues
	9.1
	15.1
	13.6
	39.4
	22.7
	66
	3.52
	1.26

	I feel like I am treated differently in my workplace because I am a consumer worker  
	10.6
	15.1
	15.1
	42.4
	16.7
	66
	3.39
	1.24

	I have heard my colleagues talk in a derogatory way about consumers or in relation to certain diagnostic categories  
	16.7
	21.2
	9.1
	18.2
	34.8
	66
	3.33
	1.54

	I feel that others in the workplace make judgements about me based on my disclosed lived experience  
	13.6
	18.2
	15.1
	37.9
	15.2
	66
	3.23
	1.3

	I anticipate being treated differently which impedes my confidence in putting myself forward or expressing my opinions with my team  
	11.8
	29.4
	0
	35.3
	23.5
	66
	2.92
	1.43

	I feel isolated in my workplace because of being a consumer worker
	27.7
	16.9
	18.4
	23.1
	13.8
	65
	2.78
	1.25

	I feel that I am not given certain kinds of work as my manager feels that I will not cope with it
	19.7
	39.4
	24.2
	6.1
	10.6
	66
	2.48
	1.2

	I have been subject to others talking in appropriately about me in the workplace 
	47.7
	13.8
	26.1
	6.1
	6.1
	65
	2.09
	1.25


1 Mean score of 1-5 with 1=Strongly Disagree and 5=Strongly Agree

 Table 3 Working conditions
	Condition 
	% of 69 respondents 
	N

	I get paid less than my non-consumer colleagues for doing work of equal skill level or experience
	40.1 
	28

	I only have part time positions available to me
	33.3 
	23

	I don’t have the same access to the same workplace resources as my non-consumer colleagues
	21.7 
	15

	I have been required to develop a care plan as part of my employment
	17.4 
	12

	I have been forced to take annual leave as a wellness strategy
	15.9 
	11

	I am not allowed in certain areas of the workplace
	14.5 
	10

	I have not been allowed to take study leave
	11.6
	8

	I am employed on a fixed term contract when my non-consumer work colleagues are on ongoing contracts
	 8.7
	6

	Other
	24.6 
	17

	Total
	 
	130


Table 4 Organisational support
	Statement
	Strongly disagree %
	Disagree
%
	Neutral
%
	Agree
%
	Strongly agree
%
	n
	Mean1
	SD

	I feel supported when asked/and or choosing to share my lived experience in my workplace
	11.1
	14.3
	14.3
	42.9
	17.5
	63
	3.41
	1.25

	Sharing vulnerability is considered a strength in the workplace 
	14.5
	11.3
	24.2
	35.5
	14.5
	63
	3.24
	1.26

	I feel that I have received enough training to be successful in my role 
	11.1
	22.2
	14.3
	36.5
	15.9
	63
	3.24
	1.28

	I feel that I have enough support from my organisation to do my role 
	12.7
	23.8
	11.1
	36.5
	15.9
	63
	3.19
	1.3

	I get given feedback that enables me to grow in my profession 
	17.5
	23.8
	4.8
	34.9
	19.0
	63
	3.14
	1.43


1 Mean score of 1-5 with 1=Strongly Disagree and 5=Strongly Agree


Table 5 Role recognition and value
	Statement
	Strongly disagree %
	Disagree
%
	Neutral
%
	Agree
%
	Strongly agree
%
	N
	Mean1
	SD

	I feel that the consumer work I do is understood and valued by consumers
	1.6
	7.9
	11.1
	49.2
	30.2
	63
	3.98
	0.94

	I feel that the consumer work I do is understood and valued by family/carers
	4.8
	9.5
	30.2
	39.7
	15.9
	63
	3.52
	1.03

	I feel that the consumer work that I do is understood and valued by my colleagues 
	11.1
	11.1
	15.9
	41.3
	20.6
	63
	3.49
	1.26

	I feel that the consumer work I do is understood and valued by my manager
	12.7
	17.5
	14.3
	23.8
	31.7
	63
	3.44
	1.42

	I feel like the consumer work that I do is understood and valued by the organisation 
	14.3
	19.0
	14.3
	39.7
	12.7
	63
	3.17
	1.29


1 Mean score of 1-5 with 1=Strongly Disagree and 5=Strongly Agree
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