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Abstract
Introduction Meaningful involvement of people with lived experience is an invaluable approach to education that 
facilitates the development of knowledge, skills and attitudes for collaborative, compassionate and person-centred 
healthcare practice. The purpose of this evaluation was to gain health professional educators’ perspectives of an 
online learning resource that presents the lived experiences of people who have been consumers of the Australian 
mental health system.

Methods A cross sectional study design was used to survey educators who had registered to use the online 
education resource. Data were collected using an online survey and follow-up interviews. Two lived experience 
researchers were involved in the research. Quantitative survey data were analysed descriptively, and qualitative data 
were analysed thematically.

Findings The Listening to Voices online education resource is being used in a range of settings. Educators perceived 
the content facilitated achievement of learning outcomes related to understanding the experiences of people with 
mental health issues. The free, online, and flexible design of the resource promoted access and helped overcome 
barriers to including lived experience experts in education. The powerful impact of the resource and importance of 
creating safe learning environments when using the resource were highlighted. Suggestions for future developments 
were provided.

Conclusion Involving people with lived experience in education of healthcare students and professionals can 
assist in developing skills for collaborative, compassionate, and person-centred care. Implementation of co-design 
principles and the use of creative pedagogical approaches can contribute to the development of impactful 
educational resources that foreground lived experience. Making these resources flexible and freely available online 
improves their utility.
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Introduction
The involvement of people with lived and living experi-
ence in the education and ongoing professional develop-
ment of health professionals, and as means of improving 
health outcomes is not a new phenomenon. The impor-
tance and value of involving people with lived and living 
experience of mental health issues has received global 
recognition as an approach to improving service devel-
opment and delivery [1] and enhancing the education of 
health students and professionals [2–5]. This increased 
emphasis has been partly in response to the mandatory 
requirement of some professional bodies that people 
with lived experience, or consumers, be involved in the 
design, delivery, and evaluation of the education of health 
professionals (see for example: [6]). Drawing on lived 
experience as an educative tool has been shown to be 
an effective and powerful way to increase understanding 
and develop a deeper appreciation for the lives and expe-
riences of other people [2, 7]. The opportunity to learn 
from people with lived experience supports the devel-
opment of skills, knowledge, and attitudes required for 
effective healthcare practice [8]. Additionally, approaches 
to education involving people who have accessed health-
care services and systems have been identified as engag-
ing and are positively evaluated by students [2, 9]. For the 
purposes of this paper, the term ‘people with lived expe-
rience’ includes people with lived (previous) and living 
(current) experience.

Meaningful involvement of people with lived experi-
ence in health service and curriculum design, delivery 
and evaluation offers benefits to learners, educators, peo-
ple with lived experience and broader society [10]. Edu-
cators have a pivotal role to play in building capacity by 
providing health students and staff with opportunities to 
participate in learning activities that include engagement 
with people with lived experience. Specifically consider-
ing preparation to work in mental health practice, mean-
ingful involvement of people with lived experience in 
the design and delivery of education can assist students 
to develop skills in critical thinking, communication and 
empathy, as well as challenge stereotypes, and address 
stigma and fear [2–5]. Opportunities to learn from and 
with people with lived experience are critical to develop 
future health professionals with the capability to work 
collaboratively and compassionately with people experi-
encing psychological distress or mental ill-health, their 
families and carers [11–13], and who can contribute to 
the development of a responsive, person-centred, and 
humane mental health system [14]. Previous research 
has highlighted that engaging people with lived experi-
ence provides opportunities to contextualise academic 
learning and better prepares students for future work 
experiences [14]. Whilst this learning may, at times, con-
tradict academic content, this juxtaposition can create 

important opportunities for reflection, exploration, criti-
cal thinking, discussion, and debate that positively 
impacts students’ attitudes, and perceptions [15–17], and 
ultimately, their approach to healthcare delivery.

The co-creation of learning experiences which aim 
to capitalise on the “transformative nature of bringing 
together lived experience, academic and professional 
knowledge, skills and expertise” [18, p. 905] provides 
educators with meaningful opportunities for reflection 
on their position and privilege, and for the creation of 
spaces where power and influence are afforded to people 
with lived experience [19]. In addition, modelling col-
laborative engagement between people with lived expe-
rience and educators may positively influence learners’ 
attitudes and beliefs about people with lived experience 
of mental illness [11, 20].

For people with lived experience, opportunities to be 
actively and meaningfully involved in education have 
been found to contribute to self and collective efficacy, 
empowerment, and a sense of hope [21]. People with 
lived experience have reported that meaningful involve-
ment in education can contribute to a sense of positive 
wellbeing [2]. In considering the benefits to people with 
lived experience and the broader community, Sunkel 
and Sartor [1, p. 161] suggested that the focus is on cre-
ation of “communities in which people with lived experi-
ence are able not only to survive but rather thrive with 
a mental health condition”. Positive engagement in the 
education of health professional students and staff may 
contribute to achieving this outcome.

Despite the many benefits of involving people with 
lived experience in the education of health profession-
als, there remain barriers which impact the successful 
and sustainable integration of this approach to educa-
tion. Barriers identified in the literature include: attitudes 
of educators reflecting that people with lived experience 
are unreliable or vulnerable [22]; reluctance of educa-
tors to relinquish the gatekeeper role including modera-
tion of content [23]; the ongoing privileging of knowledge 
derived from medicalised epistemology over lived experi-
ence [18]; beliefs that people with lived experience may 
use the opportunity to promote their own agenda which 
may contradict academic content [24]; limited access to 
training and support to assist educators to effectively 
engage with people with lived experience [13]; lack of 
access to funding for remuneration of people with lived 
experience involvement [25]; the additional time required 
to collaborate appropriately with people with lived expe-
rience to design, prepare and deliver content [25]; and a 
lack of university policies and systems to facilitate partici-
pation [22, 24]. It is also important to consider that whilst 
involvement in education may contribute positively to 
the wellbeing and sense of purpose of people with lived 
experience, without appropriate preparation, training, 



Page 3 of 11Parnell et al. BMC Medical Education          (2023) 23:946 

support, debriefing, and remuneration this involvement 
may have negative impacts [21].

The use of storytelling is an engaging pedagogical 
approach and one technique that enables people with 
lived experience to participate in the education of health 
professionals. Storytelling has become an important 
educative tool in the education of health professionals 
as it has the power to convey the vulnerability of human 
experience [8, 21]. The most common use of storytelling 
involves the person describing their first-person experi-
ence of receiving a diagnosis, living with the symptoms 
of mental ill-health, and their engagement with the men-
tal health system [11, 24]. Effective use of storytelling in 
learning activities by people with lived experience can 
enhance learners’ understanding of the experiences of 
people who have experienced psychological distress or 
mental ill-health. This approach to education can assist 
learners to develop skills in empathy and to view people 
with lived experience first and foremost as people [20]. It 
also involves consideration of language and descriptors 
and may challenge the “them and us” concept. Whilst 
storytelling is considered a powerful learning tool, it has 
also been suggested it is “a source of vulnerability and 
potential tokenism” [20, p. 552] if it is not integrated in a 
careful and collaborative manner.

Effective integration of the knowledge, skills and expe-
riences of people with lived experience may be best 
achieved through a co-designed approach. The use of a 
co-design framework advocates for each person to have 
an “ongoing equal stake, voice and power in the discourse 
from start to finish, in a bottom-up process” [26, p. 59] 
and draws on the expertise and experience of clinicians, 
academics, people with lived experience and other key 
people [27]. Observing the principles of co-design and 
acknowledging the benefits and challenges of the process, 
helps to ensure that each stakeholder contributes to set-
ting the agenda for the process and achieving outcomes 
in a collaborative way. Roper et al. [19] proposed that 
collaborative partnerships to co-design and co-produce 

outcomes requires the ability to hear and respect other 
perspectives, an awareness of power disparity, the ability 
to challenge the status quo, and a long-term commitment 
to advocacy. Tindall et al. [27] identified that co-design 
to facilitate mental health reform can feel overwhelming 
but that it is important, rewarding and potentially trans-
formational. In considering the use of storytelling as an 
approach to education, a co-designed approach ensures 
the people with lived experience have the agency to tell 
their story in their own way whilst facilitating achieve-
ment of the agreed learning outcomes.

Throughout 2019 and 2020 the Listening to Voices 
[28] project and Charles Sturt University academic staff 
worked together to co-design and co-produce a sus-
tainable, education resource. The development of the 
resource aimed to address feedback from students about 
a perceived lack of preparation for mental health place-
ments and practice; feedback from people with lived 
experience about their willingness to make contributions 
to student education; staff commitment to engage people 
with lived experience more meaningfully and sustainably 
in the co-design and delivery of education experiences; 
and release of new professional competency and accredi-
tation standards that included an increased focus on 
authentic consumer engagement in courses. The outcome 
of the collaboration was a free to access, online learning 
resource that respectfully and artistically presents the 
lived experiences of four people who have been consum-
ers of the Australian mental health system (https://lis-
teningtovoices.org.au/). The four people who feature in 
the resource were essential contributors to its design and 
development. Their shared goals were to make a mean-
ingful contribution to the education of others, to improve 
understanding of the impact of trauma, to contribute to 
improving health services, care and support provided to 
people with similar experiences, and to contribute to the 
creation of a “community environment in which stigma 
and discrimination are reduced” [29, p. 7].

The co-designed, free, online education resource 
includes four short films. Each film shares the journey 
of one of the experts by experience and all four films 
address the topics of trauma; the system; stigma and 
language; hope and transformation. A complementary 
handbook, collaboratively compiled by the team, is also 
provided for educators and includes links to additional 
resources to enhance learning activities and to facilitate 
deeper learning about topics. The resource was deliber-
ately designed to be flexible; educators are encouraged to 
consider ways to situate it in learning activities to achieve 
specific learning outcomes while maintaining respect for 
the stories that have been shared. For each of the four 
topics within the stories, broad learning outcomes have 
been developed by the team (see Table 1).

Table 1 Listening to Voices education resource focus topics and 
associated learning objectives
Topic Learning objective
Trauma Learners develop an understanding of the rela-

tionship of trauma, including childhood trauma, 
to health outcomes

The system Learners reflect on the current mental health ser-
vice system from those who have a lived experi-
ence of it and consider the role of the professional

Stigma and 
language

Learners will gain an insight into the impact of 
stigma and relevance of language and will criti-
cally reflect on the use and influence of language

Hope and 
transformation

Learners will develop an attitude of hopefulness 
and be open to exploring diverse approaches to 
healing emotional distress

https://listeningtovoices.org.au/
https://listeningtovoices.org.au/
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As previously noted, educators play a key role in the 
development and delivery of educational content and 
thus obtaining their perspectives about this new learning 
resource was deemed to be important and relevant to its 
ongoing development. The purpose of this research proj-
ect, therefore, was to gain insights into educators’ use of 
the Listening to Voices online learning resource. More 
specifically the study aimed to understand the perspec-
tives of educators regarding the resource to:

1. Determine the relevance of the material to meet 
learning outcomes.

2. Determine the practicality of using the resource;
3. Identify the enablers or barriers to using the 

resource; and.
4. Identify improvements to enhance the Listening to 

Voices online learning resource.

Methods
This research study was reviewed and approved by the 
Charles Sturt University Human Research Ethics Com-
mittee (reference number: H21435). All participants 
provided informed consent for their survey and/or inter-
view responses to be recorded, collected, analysed, and 
disseminated.

Study design
A cross sectional study design was used to survey regis-
tered users of the online Listening to Voices education 
resource. Following the online launch of the resource, 
advertised widely via various platforms to health, human 
service and education sectors in Australia, people were 
invited to register to access and use the resource. At the 
time of registering to access the education resource, peo-
ple consented to be contacted for research purposes. At 
completion of the online survey, participants were asked 
if they wished to participate in an in-depth interview to 
provide further feedback about the resource.

It has been recognised that lived experience research-
ers make a unique contribution to the process and out-
comes of research and provide an important link to the 
broader community [30]. To respect this unique contri-
bution and to enhance the outcomes of this research, the 
research team included two lived experience researchers 
who were involved in all stages of the research project. 
Lived experience researchers were involved in survey 
question design and wording, interpretation of survey 
responses and were provided with mentoring to support 
them to conduct the online, in-depth interviews and to 
participate in qualitative data analysis.

Participants and recruitment
People who had registered to use the resource and self-
identified their role as “educator” were invited to partici-
pate via an email containing the survey link. The email 
invitation to complete the survey was sent by a member 
of the research team who was not involved in the devel-
opment or promotion of the resource thereby minimising 
the risk of coercion.

Survey participants were asked to provide their email 
address if they agreed to participate in a follow-on inter-
view. Participants who agreed to participate in a follow-
on interview were contacted by a member of the research 
team to arrange a mutually convenient interview time.

Data collection
An online survey tool was developed by the research 
team to address the research questions. Lived experience 
co-researchers were instrumental in survey development 
and the choice of terminology used. The survey included 
16 questions including demographic questions, closed 
questions, and open-response questions (see Additional 
file 1 for the full survey). The online survey was hosted 
on the Survey Monkey © platform and remained open 
for three months; participants were provided with one 
email reminder to complete the survey. The survey was 
administered by the Spatial Analysis Network (SPAN) at 
Charles Sturt University. Identifying data were removed 
by SPAN staff prior to data being made available to the 
research team for analysis.

Interviews were facilitated by one or both lived expe-
rience co-researchers with support from an experienced 
researcher. An interview guide was developed based 
on the research questions and informed by the initial 
analysis of survey data. The aim of the interviews was to 
explore the survey responses in more depth. All inter-
views were conducted online using the Zoom platform. 
Interview length ranged from 22 to 58  min with the 
average length of interview approximately 42  min. Any 
potentially identifying information was removed by the 
research team during the process of transcription and 
analysis.

Data analysis
Analysis of survey responses was undertaken to identify 
patterns of current resource use, implementation in dif-
ferent learning contexts and to identify possible changes 
to the resource to improve utility. The analysis was 
descriptive in nature identifying response rates and fre-
quencies as appropriate for each variable allowing trends 
in the data to be identified. The open reflective questions 
were analysed qualitatively to identify themes.

The research team used a collaborative, inductive 
approach to thematic analysis to code and generate 
themes from the interview data. This process of thematic 



Page 5 of 11Parnell et al. BMC Medical Education          (2023) 23:946 

analysis used the six stages as outlined by Braun and 
Clarke [31]. The process included: (1) Becoming familiar 
with the data; (2) Generation of initial codes; (3) Iden-
tifying themes; (4) Reviewing the potential themes; (5) 
Defining the identified themes; and (6) Writing up the 
findings. Interview data were initially coded indepen-
dently by all members of the team and then grouped 
according to themes through a collaborative process 
involving all members of the research team. The iterative 
process used to review and code the data aimed to ensure 
auditability and credibility, and to enhance the trustwor-
thiness of the thematic analysis phase. The final themes 
from interview data were compared with themes derived 
from the open-response survey questions and where 
appropriate, themes were combined.

Findings
The online survey was sent to 112 registered users who 
identified as an educator or professional development 
coordinator. Fifteen invitations to complete the survey 
received an out of office on extended leave, notice of res-
ignation from position or error reply; 97 surveys success-
fully reached a registered user. A total of 17/97 completed 
surveys were returned (approximately 17.5% response 
rate). Five survey participants agreed to be contacted for 
an interview.

The findings are presented in two parts. Part one is 
further divided into two sections; these two sections 
summarise the findings from the closed ended survey 
questions relating to the contexts in which the resource 
was being used, the relevance of the resource to these 
contexts and the practicality of using the resource for 
education.

Part two of the findings presents the analysis of the 
open-ended survey responses and interview data. Four 
overarching themes were identified from the analysis 
of this qualitative data, these themes were: (1) scope for 
application; (2) future resource enhancement; (3) cre-
ating safe learning environments; and (4) impact of the 
resource. The first two themes aligned with and sup-
ported the findings from the quantitative data. Two 
additional themes – creating safe learning environments 
and the impact of the resource – were identified from 
the qualitative data. See Table  2 for an overview of the 
findings.

Findings part one – quantitative survey data
Learning context and application
Survey respondents were employed in a range of health 
and education settings. Approximately half  (n = 8; 47%) 
were employed in tertiary education settings; one-quar-
ter in the health service sector (n = 4; 24%); with fewer 
respondents employed in the disability/social service sec-
tors (n = 2; 12%); and a group who identified “other” work 
contexts (n = 3; 17%).

Most survey respondents (n = 14; 88%) had viewed the 
resource at the time of completing the survey and half 
of these had commenced using it in education activities 
(n = 7); the remainder indicated they were planning to 
use it. In the tertiary education setting it was being used 
with undergraduate and masters level students (includ-
ing public health, health science, nursing, and occupa-
tional therapy students). Content had been embedded in 
courses from first through to third year level, as well as in 
post-graduate levels of education. In the health and dis-
ability/social service sectors the resource had been used 
with nursing, allied health, medical staff, and medical 
students on placement. The resource had been used with 
cohorts as small as two learners to as large as 300. Most 
educators using the resource were also using the Facilita-
tors’ Guide to support the development and delivery of 
education activities (n = 6/7; 83%).

Relevance and practicality
Survey respondents positively endorsed the relevance of 
the resource content for meeting the learning needs and 
outcomes of learners (‘strongly agree’ n = 6; 33%; ‘agree’ 
n = 8; 50%; ‘partially agree’ n = 3; 17%). All respondents 
‘agreed’ or ‘strongly agreed’ that the resource enabled 
learners to have an increased understanding of the expe-
riences of people living with mental health issues, and 
similarly all respondents ‘agreed’ or ‘strongly agreed’ that 
the resource met a gap in education resources regarding 
people living with mental ill-health.

One of the study objectives was to identify barriers and 
facilitators to using the resource. Participants who had 
used the resource reported that having free access to the 
resource contributed to its utility. The online nature of 
the resource also enhanced access to and use of the mate-
rials. The flexible nature of the resource and the different 
stories and themes were also perceived to be a strength 
of the resource enabling educators to choose the story/
theme that best aligned with the learners/students and 
the identified learning outcomes. Respondents noted that 
the collaborative co-design approach to development of 
the resource ensured it was both authentic to lived expe-
rience, evidence based, academically supported, and pro-
fessionally presented.

Responses from both the surveys and the interviews 
demonstrated the resource was being used in a variety 

Table 2 Overview of the findings and themes identified
Findings Part One
• Learning context and application
• Relevance and practicality

Findings Part Two
• Scope of application
• Future resource enhancement
• Creating safe learning environments
• Impact of the resource
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of different ways including as part of class activities, as 
preparation for class activities, as a component of staff 
induction programs, and to enhance staff professional 
development activities. It was also being used to achieve 
a range of specific learning outcomes identified by educa-
tors including:

  • Developing a better understanding of mental health 
and mental ill-health;

  • Learning about voice hearing and human distress;
  • Understanding trauma and the impact of trauma;
  • Developing clinical skills for health professionals 

working in mental health;
  • Orientation and induction to particular work 

settings; and.
  • Developing skills for working and communicating 

with individuals.

Respondents who were using the resource generally 
reported feeling confident embedding the resource in 
their teaching (‘strongly agree’ 50%; ‘agree’ 33%; ‘partially 
agree’ 17%). It was noted that careful planning regarding 
how the resource would be used was needed. There was 
a focus on the importance of the educator being familiar 
with materials prior to using them with learners, and to 
consider how they would create a safe space for learners.

The responses indicated that all four stories were being 
used with one story being used more frequently than the 
other three. The decision to use a particular lived expe-
rience story related to alignment with specific learning 
outcomes, selection of story based on gender, a percep-
tion of some stories being more or less confronting for 
learners to engage with, ease of integrating the story and 
content into course materials, resonance with learners, 
and preparation for future work settings.

Findings part two – qualitative survey and interview data
Scope of application
Interview participants discussed how the resource could 
be adapted to suit specific learning outcomes, a range of 
learning situations and settings, and could be delivered 
using a variety of approaches (for example face-to-face or 
online). Interviewee 3 talked about how they “match the 
content to the audience…I can do a quick session with 
discussion…or add the films together for a longer ses-
sion” highlighting the flexible nature of the resource. In 
wanting to expose learners to alternatives to the medical 
model, Interviewee 5 stated how they wanted to “tip the 
scales towards lived experience, away from the medical 
model, and this resource allows us to do this.”

Similar to the findings from the survey, interview 
participants were using the resource with a range of 
health disciplines. Some participants provided sugges-
tions for other disciplines who they believed would also 

benefit from engaging with the resource as part of their 
education:

“I volunteer for the [ambulance service] and hope to 
get the training as part of their mental health edu-
cation in the next twelve months…I think the fire 
brigade is a less obvious target but I may well tar-
get them later… the people who developed the Life 
Education Vans… I will also meet with them to see 
if they are able to use the product” (Interviewee 3).

Future resource enhancement
The primary area for future resource enhancement was 
inclusion of a greater diversity of lived experiences, 
including contributions from people from culturally 
diverse backgrounds. In particular, the voice of Indig-
enous Australian peoples was identified as a gap in cur-
rently available education resources. As with survey 
responses, there were suggestions from the interview 
participants regarding increasing the diversity of the sto-
ries to better reflect contemporary society, for example 
inclusion of “the experience of someone who is LBG-
TIQ + and a voice hearer… or an older male person” 
(Interviewee 3).The resource lists included in the Facili-
tators’ Guide are predominantly specific to Australia 
and may be less relevant to international settings; it was 
suggested that consideration be given to expanding the 
resource lists.

A range of suggestions were provided to enhance ongo-
ing development of the resource. One interviewee sug-
gested it would be advantageous for the people with lived 
experience who feature in the resource to be more avail-
able for live classroom performance:

“I am reluctant to share someone’s story to that 
depth without bringing them into the room to elabo-
rate … because that content produces so many ques-
tions. It’s too risky for me as an educator to take that 
position of knowledge and try to answer on behalf of 
the person” (Interviewee 1).

However, interviewees recognised the time commit-
ment and potential travel this may require, and that this 
approach would require funding that may be difficult to 
secure.

While some participants liked the flexibility of the 
resource and the scope, they had to design how they 
would use the content within their education ses-
sions and this prompted other participants to suggest 
that a more structured or modularised approach to the 
resource would be beneficial. Further development of the 
Facilitators’ Guide was endorsed along with the inclusion 
of more references, structured learning activities, and 
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key learning outcomes associated with each story and/or 
theme.

There was some discussion about the accessibility of 
the resource – at the time of the interviews users were 
required to register and then be approved for use. There 
were mixed feelings about making the resource open 
access “I would love it to be like an open tool with every-
one watching. I don’t think my students need my opinion 
to engage with it. I don’t think we need an institution to 
mediate” (Interviewee 1). In response to similar feed-
back from a range of sources, the resource now has open 
access to any person who registers.

Creating a safe learning environment
A recurrent theme arising from the qualitative data 
related to the need for focused attention on creating 
a safe learning environment when using the resource. 
Participants discussed that exploring traumatic human 
experiences such as those presented in the resource may 
trigger previous experiences and emotions for some 
learners and educators: “I acknowledge that the experi-
ence in the videos might be similar to something our stu-
dents and ourselves have experienced” (Interviewee 1). 
For other learners and educators, it was noted this may 
be their first exposure to material similar to that covered 
in the resource. Creating safe environments to explore 
the range of responses that may occur was highlighted 
by participants as being an important consideration. The 
participants acknowledged that some of the content in 
the resource is confronting, however most participants 
perceived that exposing learners to this content in a safe 
environment and providing opportunity for discussion 
and exploration prior to undertaking a supervised place-
ment or securing employment was better than “letting 
them loose without this education” (Interviewee 3). The 
interview participants outlined various strategies they 
use to facilitate safety, self-care and the care of the learn-
ers when using the resource, for example:

“I trust them enough that if it’s uncomfortable and it 
moves them, they can leave, and they will come back 
and we will have a dialogue” (Interviewee 1).
 
“People are asked if they leave the room to give a 
thumbs up if ok and thumbs down if distressed. I 
talk to the importance of ‘hearing and listening’ with 
the heart and how to manage emotions that may 
happen in response” (Interviewee 3).
 
“You need to provide time for [learners] to sit with 
emotion, connect with these emotions and to share 
and discuss an embodied experience… Run ground-
ing activities after watching the films…look after 
yourself ” (Interviewee 5).

Impact of the resource
The overwhelming feedback from educators about 
the resource related to the powerful impact it has on 
those who engage with it – including both learners and 
educators:

“There was a lot of emotion in the room. It really 
rings true…it resonated…it was relatable…it is such 
a powerful thing. People are gripped – and wow!” 
(Interviewee 5).
 
“This really punches the whole point home” (Inter-
viewee 2).

The stories of those with lived experience, coupled with 
the artistic elements were perceived by educators to make 
the learning activities impactful and memorable, and the 
message being presented “hearable.” It was perceived 
that through using the resource learners improved their 
understanding of trauma from the perspectives of people 
with lived experience, were presented with alternatives to 
deficit discourses, and were encouraged to consider and 
advocate for diverse approaches to mental health issues. 
The impact of one of the stories on a student nurse was 
described:

“Ben’s bullying story was very powerful with one 
student nurse… After viewing, he was teary, could 
relate to parts of the story…big attitude adjustment.” 
(Interviewee 3).

The topics addressed in the resource were perceived 
to provide opportunities to develop students’ empathy 
and facilitate students’ use of person-first language and 
approaches to engagement, as Interviewee 4 stated: “The 
program works…it builds empathy.” Of importance, the 
participants perceived that the hope and opportunity for 
recovery described by people with lived experience chal-
lenged commonly held misconceptions and stigma asso-
ciated with people experiencing mental ill-health.

Discussion
This evaluation aimed to gain insights into educators’ 
perceptions of the Listening to Voices online learning 
resource and to understand their views regarding the 
relevance, impact and practicality of the resource. Addi-
tionally, the evaluation sought to identify aspects of the 
resource that could be further enhanced. Analysis of the 
data collected through both surveys and interviews dem-
onstrated the resource is an impactful learning tool that 
is easily accessible and has broad application. The find-
ings also suggest there is scope for further development 
of the resource.



Page 8 of 11Parnell et al. BMC Medical Education          (2023) 23:946 

The Listening to Voices online films and Facilitators’ 
Guide provides a suite of co-designed resources to facili-
tate education about psychological distress, mental ill-
health, the impact of trauma, person-centred care, and 
navigating the mental health system from the perspec-
tives of people with lived experience. Other researchers 
have supported the value of authentically including peo-
ple with lived experience in education to reduce stigma, 
challenge negative attitudes and demystify mental illness 
[32]. It has also been emphasised that contact with peo-
ple with lived experience of mental health issues provides 
opportunities for learners to develop empathy and new 
perspectives [33, 34]. Difficulties implementing trauma 
informed care and practice due to a lack of education 
and training have been identified through research [35, 
36]. In a scoping review conducted by McNaughton et al. 
[37] it was noted that although education about trauma 
informed care is occurring with health professionals 
(predominantly nurses), they found minimal evidence 
to show that people with lived experience were included 
in this education. The Listening to Voices resource has 
much to contribute to the reduction of stigma often 
associated with people experiencing psychological dis-
tress and mental ill-health and to increasing the effec-
tive implementation of trauma informed care principles. 
Engagement with the Listening to Voices content has the 
potential to impact the attitudes and approach of cur-
rent and future health professionals ensuring they have 
capacity to participate in critical conversations, and to 
advocate for consumer leadership and systemic change to 
mental health services [15]. By raising the awareness of 
mental health and mental ill-health and challenging the 
associated stigma and discrimination, as recommended 
by the World Health Organization [38], the work of 
the Listening to Voices project aims to advocate for the 
human rights of people with mental health conditions.

The pedagogical approach used in the Listening to 
Voices online education resource draws on storytelling 
methodology using theatre and interview. A co-design 
framework guided development of the resource, provid-
ing the opportunity to privilege people with lived experi-
ence and to address underlying power differentials. The 
stories are presented as unique and legitimate knowl-
edge; in education settings, the stories are juxtaposed 
with research and practice evidence to create impactful 
and memorable learning experiences, and to facilitate 
critical reflection and dialogue. The use of storytelling 
methodology was perceived by participants in this eval-
uation to powerfully engage learners and orient them 
towards an approach of learning with rather than about 
people with mental health issues. Participants used the 
honest and compelling stories included in the Listening 
to Voices films to augment learning activities resulting in 
significant changes to learners’ perceptions and attitudes. 

Previous research has identified the potential for tension 
when using lived experience as an education strategy 
[10]. Arblaster et al. [12] found that although the priori-
ties of people with lived experience and educators may 
be different, both have a place in education and the aim 
should be to bring both perspectives together to inform 
curriculum. The participant responses regarding use of 
the Listening to Voices resource demonstrated how dif-
ferent forms of evidence and knowledge can be success-
fully embedded into curriculum to enhance learning and 
create change whilst simultaneously retaining respect for 
human experience.

The responses of some participants suggested that not 
all were comfortable with embedding the content con-
tained in the Listening to Voices resource into learning 
activities. Other participants in this evaluation high-
lighted the importance of ensuring educator familiarity 
with the content and thoughtfully creating safe learning 
spaces when using the resource. It was noted that both 
people with lived experience and educators require sup-
port to effectively use this collaborative approach to 
education in a manner that is respectful and sustain-
able. Dorozenko & colleagues [18, p. 916] have previously 
found it is important to build the capacity of people with 
lived experience to share their story in an educative way 
as well as strengthening “the ability of academics to work 
with lived experience in broad and value-based ways.” 
Despite the potential for discomfort and the perceived 
barriers to using a co-designed approach to the inclusion 
of people with lived experience in education, “it is essen-
tial that students see and hear from people who can share 
their stories of recovery from mental ill-health and come 
to understand first-hand that people can and do recover” 
[18, p. 906]. This approach to education also provides 
important opportunities to challenge the stigma, fear and 
negative attitudes associated with mental illness [18, 20, 
23].

The straightforward and free online access to the Lis-
tening to Voices resource was a factor facilitating its 
use. Most participants were aware of the benefits, and 
in some cases the requirement of professional bodies, 
to engage with people with lived experience to educate 
staff and/or students. However, for some participants 
institutional barriers including a lack of funding prohib-
ited them doing this in a meaningful, respectful, and sus-
tainable manner. It has been recommended that “mental 
health awareness needs to be integrated into all elements 
of health and social policy, health-system planning, and 
health-care delivery” [39, p. 870], and education [18]. 
The Listening to Voices resource provides educators and 
learners with access to co-designed content that priori-
tises the voices of people with lived experience and that 
contributes to improved awareness of mental health 
issues. It is, however, worth noting that participation of 
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people with lived experience in education should extend 
beyond one-off arrangements where individuals tell their 
stories to include partnership in design, planning, deliv-
ery and evaluation of education programs [6, 8, 11]. The 
Listening to Voices resource is therefore one strategy in 
what should be a comprehensive approach to facilitat-
ing the engagement of people with lived experience. 
Other strategies to promote success in this space include 
commitment to authentic partnerships, support, and 
autonomy [3, 40], formal processes and clear guidelines 
to ensure people with lived experience are authentically 
involved in decisions and ongoing design and delivery 
[23], and allocation of finances and time to ensure the 
sustainability of arrangements [25].

Strengths and limitations
One of the strengths of this research is the involvement of 
people with lived experience as members of the research 
team who participated in the design and implementa-
tion of the resource evaluation. Including lived experi-
ence researchers ensured their unique contributions 
were respected and also enhanced the outcomes of this 
research through the inclusion of different perspectives. 
Another strength of the research design was that while all 
registered users were invited to participate in the evalua-
tion, the survey was deliberately designed using skip logic 
strategies to ensure that only people who had used the 
resource in educational activities responded to questions 
about application; this approach provided rich, experien-
tial data.

The evaluation has several limitations. The low num-
ber of participants in both the survey and interviews has 
resulted in a limited range of perspectives regarding the 
use of the resource as an educative tool being captured. 
All participants had watched and had either used or 
had active plans to use the resource and thus it could be 
assumed they perceived the resource favourably. It would 
be beneficial to speak with those people who have reg-
istered to use the resource and who have decided not to 
use it, to gain their perspectives. The perspectives cap-
tured in this evaluation are those of educators; develop-
ing a fuller understanding of the impact of this resource 
as an impactful education tool by including the perspec-
tives of learners and the people who tell their stories is 
recommended. The authors strongly advocate for the 
inclusion of lived experience researchers and believe 
their perspectives enhanced this evaluation, however it 
is possible the facilitation of the interviews by one of the 
lived experience experts from the online resource may 
have created hesitancy in the responses of some partici-
pants or a tendency to provide overly positive feedback.

Conclusion
The educators who participated in this evaluation high-
lighted the relevance, impact, and practicality of the 
Listening to Voices online education resource. The flex-
ibility of and free access to the resource were perceived 
to improve utility. The findings of this evaluation have 
demonstrated that involving people with lived experience 
in the education of healthcare students and professionals 
is perceived by educators to assist in developing essen-
tial skills for collaborative, compassionate, and person-
centred care. Implementation of co-design principles and 
the use of creative pedagogical approaches, such as sto-
rytelling and theatre, can contribute to the development 
of resources to support education experiences that fore-
ground lived experience. This approach was perceived 
by educators to be an impactful way to educate health 
professional students and staff about mental health issues 
and human distress. There is scope for further develop-
ment of and research into this resource.
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