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Abstract

Purpose Narratives of recovery have been central to the development of the recovery approach in mental health. However,
there has been a lack of clarity around definitions. A recent conceptual framework characterised recovery narratives based
on a systematic review and narrative synthesis of existing literature, but was based on a limited sample. The aims of this
study were to assess the relevance of the framework to the narratives of more diverse populations, and to develop a refined
typology intended to inform narrative-based research, practice and intervention development.

Method 77 narrative interviews were conducted with respondents from four under-researched mental health sub-populations
across England. Deductive and inductive analysis was used to assess the relevance of the dimensions and types of the pre-
liminary typology to the interview narratives.

Results Five or more dimensions were identifiable within 97% of narratives. The preliminary typology was refined to include
new definitions and types. The typology was found not to be relevant to two narratives, whose narrators expressed a prefer-
ence for non-verbal communication. These are presented as case studies to define the limits of the typology.

Conclusion The refined typology, based on the largest study to date of recovery narratives, provides a defensible theoretical
base for clinical and research use with a range of clinical populations. Implications for practice include ensuring a hetero-
geneous selection of narratives as resources to support recovery, and developing new approaches to supporting non-verbal
narrative construction.

Keywords Mental health - Recovery - Narrative - Qualitative

Introduction

Mental health recovery narratives are first-person lived expe-
rience accounts of recovery from mental health problems,
which include elements of adversity or struggle and of self-
defined strengths, successes or survival [1]. They have been
described as a “key recovery technology” [2], central to the
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recovery approach within mental health policy and practice
[3, 4]. Interventions have been developed to support indi-
viduals to write [5] and tell [6] their own stories, and guide-
lines on sharing recovery narratives have been produced
[7-9]. The recovery narratives of others have been used as a
resource by practitioners [10], online mental health interven-
tions [11] and anti-stigma campaigns [12]. For recipients,
recovery narratives can provide personal inspiration [6],
authenticate difficult personal experiences [11] or mitigate
social isolation [13]. They can also contribute to distress,
e.g. arecipient may feel inadequate if they perceive the nar-
rator has made a ‘better’ recovery [14].

Despite wide-ranging use in mental health practice, and
the possibility of creating both benefits and harms, there has
been a lack of conceptual clarity and consistency in the defi-
nition of recovery narratives [1]. A clearer understanding of
their characteristics could ensure that future use of narratives
in clinical interventions and practice provide maximum ben-
efit and minimum harms to recipients. Providing conceptual
clarity is one contribution that research can make to clinical
practice. Recent examples include conceptual frameworks
[15] for childhood maltreatment [16], social isolation [17]
and pathways to mental health care [18].

The authors have previously developed a conceptual
framework for mental health recovery narratives' through a
systematic review and narrative synthesis [1]. Included stud-
ies used various terms to describe such narratives, includ-
ing ‘illness and recovery narratives’, ‘user narratives’, ‘life
histories’, and ‘emotional distress narratives’, but these
were not necessarily synonymous concepts. The review
synthesised 45 empirical studies to produce a conceptual
framework comprising nine overarching dimensions: Genre,
Positioning (in relation to the mental health system), Emo-
tional Tone, Relationship with Recovery, Trajectory, Use
of Turning Points, Narrative Sequences, Protagonists and
Use of Metaphor [1], called here the Recovery Narratives
Conceptual Framework (RNCF). It also proposed the above
definition of recovery narratives, based on those found in
included studies [19, 20].

The RNCF was developed to provide a theoretical basis
to inform research, practice and development of narrative-
based interventions. However, the studies it was based on
collectively exhibited biases. The recovery approach has
been criticised for being based on mono-cultural, predomi-
nantly Western assumptions [21], so broader concepts from
more collectivist and interdependent approaches need to be
incorporated [22]. The systematic review supports this cri-
tique. Included studies came from a small range of mainly

! The conceptual framework can be viewed here: https:/journals.
plos.org/plosone/article/figure?id=10.1371/journal.pone.02146
78.t001.
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white-majority countries. 17% of participants were from
Black, Asian and Minority Ethnic (BAME) communities.
The majority of studies used convenience samples of partici-
pants currently or previously using mental health services,
hence excluding narratives from those who recover outside
of services. Some of the included studies used purposive
sampling of recovery narratives described by researchers as
exemplary [20] or seminal accounts [23] that were “excep-
tional in their richness” [24]. These were commonly from
narrators described as being in possession of significant
“intellectual, cultural and symbolic capital” [25], which
may have led to an under-representation of narratives from
those experiencing recovery without access to similar socio-
economic, cultural or environmental resources.

As the RNCEF is based on a relatively homogenous sam-
ple, there is a risk that it may not be relevant for more hetero-
geneous groups, in not being applicable to more diverse nar-
ratives and/or by omitting knowledge available from more
diverse populations. In previous research, this risk has been
addressed through studies that assess the relevance, or ‘fit’,
of an existing framework with a more heterogeneous group.
In one example, a systematic review of studies of recovery
produced a conceptual framework comprising five recov-
ery processes: Connectedness, Hope, Identity, Meaning and
Empowerment (CHIME) [26]. The framework was based
on published narratives of past recovery, so the relevance
for current mental health service users was unknown. The
fit of the framework was assessed through deductive and
inductive thematic analysis of focus groups held with cur-
rent mental health service users [27]. This confirmed that
the CHIME processes were present in their accounts, hence
validating the framework’s relevance, and highlighted addi-
tional aspects of recovery for that population, hence refining
the framework.

The aims of this study were (1) to assess the overall fit of
the previously-developed RNCF with data collected from
narrative interviews with groups not well-represented in the
original systematic review, and (2) to develop a typology
of recovery narratives incorporating identified refinements.
The typology is intended to inform narrative-based practice,
research and intervention development.

Methods

The research was undertaken as part of the Narrative Expe-
riences Online (NEON) study (information at http://www.
researchintorecovery.com/neon) between March and August
2018. Ethical Committee approval was obtained (Notting-
ham 2 REC 17/EM/0401). All participants provided writ-
ten informed consent. Findings will inform a future trial
(ISRCTN11152837).


http://www.researchintorecovery.com/neon
http://www.researchintorecovery.com/neon
https://journals.plos.org/plosone/article/figure?id=10.1371/journal.pone.0214678.t001
https://journals.plos.org/plosone/article/figure?id=10.1371/journal.pone.0214678.t001
https://journals.plos.org/plosone/article/figure?id=10.1371/journal.pone.0214678.t001
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Study design

Recovery narratives were collected from under-researched
populations. A preliminary typology was developed in order
to operationalise the RNCF. Co-analysis was conducted
with the NEON Lived Experience Advisory Panel (LEAP)
to refine the preliminary typology. Analysis was conducted
to assess the fit of the RNCF through (a) relevance to the
chosen populations (whether the majority of dimensions
were present in the majority of recovery narratives) and
(b) comprehensiveness (whether existing types within each
dimension sufficiently described the narrative characteristics
of this population).

Participants

A purposive sample of four groups of participants were
recruited, spanning a range of populations that were under-
represented in the review on which the conceptual frame-
work was based. Inclusion criteria common to all groups
were: aged over 18; willing to discuss experiences; able to
give informed consent; fluent in English.

Additional inclusion criteria were as follows: Group A
(Outside the system), people with self-identified experiences
of psychosis and no use of secondary mental health services
over the previous five years. Group B (BAME), people from
Black, Asian and minority ethnic (BAME) communities
currently using mental health services. Group C (Under-
served), people not well-engaged with by mental health ser-
vices, operationalised as: people from lesbian, gay, bisexual
or trans (LGBT+) communities [28]; people with multiple
and complex health/social care needs (mental health issues
and at least two of homelessness, substance misuse issues
or offending) [29]; and people from rural communities (less
than 10,000 population) [30]. Group D (Peer), people with
experience of working in statutory or voluntary roles for
which lived experience is a requirement, e.g. peer support
workers, trainers or researchers.

Setting

Participants were recruited across England; Groups A and
B primarily from London, and Groups C and D primarily
from the Midlands. Group A (Outside the System) were
recruited through primary care services, online support
groups, Hearing Voices networks and online advertising.
Group B (BAME) were recruited in London through com-
munity groups, a Recovery College and secondary mental
health services. Group C (Under-served) were recruited
through voluntary and community sector organisations
and secondary care mental health services. Group D (Peer)

were recruited through community groups and secondary
care mental health services. Participants for all groups were
recruited using snowball sampling.

Procedures

To enhance the role of lived experience in the collection
and analysis of data, a co-analysis workshop [31] was held
in October 2018 with eight members of the NEON LEAP
who had experience of working with recovery narratives.
Panel members were asked to apply two dimensions of the
typology to their own recovery narratives, in order to refine
how the typology was applied in practice. LEAP co-analysis
demonstrated that more than one type could apply to a nar-
rative, enabling a more nuanced approach to categorisation.
For example within the Genre dimension, a narrative of the
‘escape’ type (narratives of escape from and resistance to
abuse, threat, stigma and persecution) may also contain ele-
ments of the ‘endurance’ type (narratives of loss, trauma,
difficult circumstances and/or seemingly insurmountable
odds).

Semi-structured interviews were conducted by four
researchers from narrative, advocacy, public health and
health psychology backgrounds (JLB, KM, AR and RM).
Each participant took part in a 40-90 min interview con-
ducted in health services or community venues. The full
topic guide is shown in Online Resource 1. In line with a
narrative inquiry approach [4], the first part of the topic
guide comprised an open-ended question designed to elicit
a narrative [32], with minimal or no interruption from the
researcher in order to facilitate fluent story-telling [33]. The
participant was asked to share their mental ill health and
recovery experiences as a story over time, with a begin-
ning, middle, current situation and future considerations [9].
Interviews were recorded, transcribed and pseudonymised.

Analysis

A two-stage narrative inquiry approach was taken to analys-
ing the narratives. This is an established qualitative method
which has been identified as well-suited to mental health
recovery research, particularly for under-researched popula-
tions [4]. Analysis was undertaken by a team of four expe-
rienced researchers (AH, AR, JLB, RM), co-ordinated by a
qualitative lead (KP).

In stage one, narratives were analysed deductively to
assess relevance, using a template based on the preliminary
typology to identify whether the nine dimensions could be
applied to the interview narratives. The template is presented
as Online Resource 2. In stage two, inductive analysis was
undertaken to assess comprehensiveness, through identi-
fying areas of similarity with existing types and potential
differences. Candidate refinements to the typology were
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Table 1 Clinical and sociodemographic characteristics of interview participants (n="77)

Characteristic Total Group A (outside Group B (BAME) Group C Group D (peer)
the system) (under-served)
n (%) 77 (100) 21 (27) 21 (27) 19 (25) 16 (21)
Gender n (%)
Female 42 (55) 14 (67) 11 (53) 8 (42) 9 (56)
Male 30 (39) 6 (29) 9 (43) 9 (47) 6 (38)
Other/prefer not to say 5(6) 1(5) 1(5) 2(11) 1(6)
Ethnicity n (%)
White British 44 (57) 12 (57) 0(0) 18 (95) 14 (88)
Black British 5(6) 2 (10) 3(14) 0(0) 0(0)
Black African/Caribbean 4(5) 1(5) 3(14) 0(0) 0(0)
White Other 5(6) 2 (10) 1(5) 0(0) 2(13)
White and Black African/Caribbean 4(5) 0(0) 4(19) 0(0) 0(0)
Asian/Mixed white Asian 4(5) 0(0) 4(19) 0(0) 0(0)
Other 5(6) 2 (10) 3(14) 0(0) 0(0)
Prefer not to say 6 (8) 2 (10) 3(14) 1(5) 0(0)
Age (years)
18-25 4(5) 0(0) 0(0) 3 (16) 1(6)
25-34 16 (21) 3(14) 6 (29) 421 3(19)
35-44 16 (21) 5(24) 4(19) 421 3(19)
45-54 30 (39) 8 (38) 9 (43) 6 (32) 7 (43)
55+ 5(6) 4(19) 0(0) 0(0) 1(6)
Prefer not to say 6 (8) 1(5) 2 (10) 2(11) 1(6)
Sexual orientation
Heterosexual 49 (64) 15 (71) 14 (67) 6 (32) 14 (88)
LGBT+ 18 (23) 3(14) 4(19) 9 47) 2(13)
Prefer not to say 10 (13) 3(14) 3(14) 4 (21) 0(0)
Primary diagnosis
Schizophrenia or other psychosis 11 (14) 5(24) 4(19) 2(11) 00
Bipolar disorder/cyclothymia 16 (21) 8 (38) 1(5) 3(16) 4(25)
Mood disorder, e.g. anxiety, depression, dysthymia 15 (19) 1(5) 4(19) 421 6 (38)
Other, e.g. ADHD, personality disorder, substance 709) 00 2 (10) 3(16) 2 (13)
abuse, autism
Prefer not to say 28 (36) 7 (33) 10 (48) 7 (37) 4 (25)

discussed within a wider analysis team with expertise in
mental health recovery research and health technology
research. Decisions on refinements were made by consensus.

Narratives where five or more dimensions appeared not
to be applicable were further discussed within the team.
Narratives to which it was agreed less than five dimensions
applied are presented as case studies demonstrating the lim-
its of the typology.

Results

Seventy-seven interviews were conducted. Characteristics
of participants are presented in Table 1.

@ Springer

Relevance and comprehensiveness

The previously developed RNCF comprised nine overarch-
ing dimensions (Genre, Positioning, Emotional Tone, Rela-
tionship with Recovery, Trajectory, Use of Turning Points,
Narrative Sequences, Protagonists and Use of Metaphor),
each of which contained between two and six types. For
the current study, this was operationalised as a preliminary
typology.

Five or more of the nine dimensions within the typology
were identified within 75 (97%) of the 77 narratives. Exam-
ple analysis of a narrative fitting existing dimensions and
types is presented as Online Resource 2.

Not all dimensions were present in all narratives. Some
did not contain the “Turning Points’ dimension, for example,
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attributing recovery to social factors rather than specific
events:

I have got good people round me, so I guess that is the
bulk of the story really, it is the people around me that
have just been absolutely magnificent (B15).

The ‘Relationship with Recovery’ dimension was not pre-
sent for one narrator, for good reason—she had rejected the
concept, while attending a recovery college. This gave her
a sense of freedom:

This is not really a good description of recovery I
guess, but for me kind of being able to reject recov-
ery...sort of helped me in a way to - not feel better, but
just to sort of feel ‘me’, and that I could make those
decisions. I didn’t have to get better if I didn’t want
to (D3).

As she was now a peer support worker, she felt “two-
faced” in her rejection of recovery. She appeared apologetic
that her story did not match what she thought was expected
of her—*"“not the story you want, I’m sure”.

The types within five dimensions (Genre, Relationship
with Recovery, Use of Turning Points, Protagonists and
Use of Metaphor) were assessed as comprehensively able
to describe the narratives of these populations, e.g. further
types did not emerge from the narratives. Additional types
did emerge within four dimensions (Positioning, Emotional
Tone, Trajectory and Narrative Sequences), and these are
outlined below.

Refinements

Refinements were made to four dimensions, based on emer-
gent themes from the LEAP co-analysis and interview data.

The ‘Positioning’ dimension originally referred to the
way in which narrators position their recovery in relation to
the mental health system, comprising three types: recovery
‘within the system’, ‘despite the system’ and ‘outside of the
system’. This reflected the language used in studies included
in the original systematic review. LEAP co-analysis identi-
fied that this was not clear, as people experiencing mental
health problems may be accessing multiple systems, e.g.
housing. Types were renamed to refer to ‘services’ rather
than ‘the system’. The ‘recovery within services’ type was
also extended to include two subtypes: (1) using services and
(2) delivering services, reflecting that delivering or advising
on services was central to some participants’ recovery:

I was really taken aback when I learnt that actually
having lived experience of mental health challenges
was something that the NHS was interested in as an
expertise. That was a real big turning point for me to

realise that everything that I had gone through could
actually benefit both myself and other people (DS).

The ‘Emotional Tone’ dimension describes the overall
mood or feeling of the narrative. It originally contained six
types (‘buoyant’, ‘challenging’, ‘disenfranchised’, ‘reflec-
tive’ and ‘shaken’). A further six candidate additions to the
framework emerged from the data (‘matter of fact’, ‘fre-
netic’, ‘agitated’, ‘confused’, ‘apologetic’ and ‘humble’). To
increase comprehensiveness, all types were then synthesised
into four overarching types: ‘upbeat’, ‘downbeat’, ‘critical’
and ‘neutral’.

The ‘Trajectory’ dimension describes the overall direction
of a narrative towards its destination. It originally comprised
four types (‘upward spiral’, ‘up and down’, ‘horizontal’ and
‘interrupted’). However, a different type emerged from the
narratives of participants identified as having multiple and
complex needs—*‘cyclical’ narratives, defined as ‘cycling
through sequences of distress, gradual recovery, a period of
wellbeing and distress again’. Analysis indicated that these
differed from the existing ‘up and down’ type, which also
contained movement towards both recovery and distress. For
example, narrators of circular narratives described a process
of going back to the beginning during distress periods. There
was no sense of the narrator presenting themselves within a
“crisis to resolution” progression [34]:

1 usually go through five year cycles where it starts off
where I'll have everything, [then] throw it all away...
burying my head in the sand, and then sort of like work
through my own demons by blocking myself off, build
myself back up again, get myself all the way back up
there and then almost kick my own ladder from under-
neath me. (C9)

No benefits from previous periods of recovery/wellbeing
were reported as being retained:

I just, mine goes in spells for quite a while, and they
Jjust come around, I get myself clean again, get back
to work and then, I have done it for the last 20 years,
exactly the same thing (C8).

There was little or no sense that the cycle could be exited:

Because honestly I hate it you know every time I [use
heroin]. It’s like I'll do it. And I think well fucking hell
I've done it again. You know I hate it, it’s been like that
for like ten years (C12).

Cyclical narratives fitted the recovery narrative defi-
nition included in the introduction, containing clear ele-
ments of strength, success or survival. The way in which
success was represented appeared to be related to another
dimension, the narrator’s current ‘Relationship with
Recovery’. A narrative fitting the ‘struggling day to day’
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type, i.e. relating to recovery as a process in which the
narrator is tentatively engaging, described the cycle as:

A continuous battle and I think because of every-
thing else that’s going on it will be a continuous
battle until the day I die (C9).

In contrast, a ‘making progress’ type narrative, where
the narrator describes more confidence in their ability to
tolerate distressing periods, reported a cycle in terms of
pride in moving through these times:

I have been that low. And that ill, I have been there
and I have seen the light ... and I have come back
from it...I've been there, right there to the lowest of
the low. And pulled myself back from it. And that’s
difficult to do (C12).

Two refinements were made to the ‘Narrative
Sequences’ dimension, which describes the component
parts of a recovery narrative. First, it originally comprised
three types (‘experiences of distress’, ‘turning point’ and
‘experiences of recovery’), each of which contained a
number of sub-type sections (e.g. ‘experiences of dis-
tress’ contained five subtypes: ‘life before illness/trauma’,
‘problems begin’, ‘problems worsen’, ‘impact of illness’
and ‘glimpses of recovery’). The dimension was renamed
to ‘Narrative Sections’ for greater flexibility, as ‘Narra-
tive Sequences’ suggested a linear progression through
the types, whereas analysis showed that sections appeared
in many different orders. Second, one ‘Narrative Sections’
type was renamed to better fit the data. The “Life before
illness/trauma” section was identified in significantly
fewer narratives than others (n =15, 19%); however, sec-
tions wherein narrators told of possible origins of their
mental health distress were more prevalent. For example:

1 didn’t have a great home life. My dad was physi-
cally and emotionally quite abusive. My mum didn’t
leave him until I was about 18, so me and my brother
were left in those circumstances....When I have been
unpicking it in the many years of therapy I have had
since, that seems to be the root of a lot of it, not hav-
ing a great home life, not having a great start (C14)

To better reflect this, the ‘Life before illness/trauma’
type was renamed to ‘Origins’, defined as a section con-
taining ‘possible roots or causes of later mental health
distress, or descriptions of life before illness’.

The results of analysis of the 75 narratives for which
the framework was assessed as relevant are presented as
Table 2, incorporating all above changes.

@ Springer

Outlier narratives

In two of the 77 narratives, more than five dimensions could
not be identified as relevant. Both were unconventionally
structured, and both narrators described a preference for
non-verbal forms of expression. Narrator B22 made several
references to art being central to his recovery in terms of
helping to construct a positive identity:

my ex-art teacher from [organisation] spoke very
highly of me as well, okay, she said I was hard work-
ing and I could draw, I could do art work

and a sense of purpose:

1 felt someone coming towards me but I couldn’t see:
“...God didn’t mean to you to save the world okay, go
back to England and become an artist”.

Narrator D15, a peer support worker, expressed his
frustration with the focus within recovery services on
telling stories, and his preference for non-verbal ways of
communicating:

There has been so much focus as I said in the past
in telling your story, telling your story, and the thing
about dancing has been you don’t have words...you
are not supposed to talk during the dancing, um so you
don’t... get stuck in this cycle of this happened, this
happened and then I did this and I feel so bad about
this...I'm a terrible person.

Instead of using story, the narrator brought his experience
of dance to the way he supported people:

The space where I am held when I go dancing, I try
and bring that when I meet with someone. I try and
allow the person to...express those things that they
can’t, don’t feel they can in other open places.

The typology was assessed as not being relevant for these
two narratives.

The final recovery narratives typology including all
refinements to types and definitions is shown as Table 3.

Discussion

This study assessed the relevance and comprehensiveness of
a conceptual framework through analysis of interviews with
under-researched populations, in order to produce a typology
of mental health recovery narratives. The study produced
three main findings: (1) the RNCF was found to be relevant
to the narratives of individuals from heterogeneous groups,
(2) refinements were identified and incorporated into a more
comprehensive recovery narratives typology, and (3) most
experiences of recovery were expressible in words, but not
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Table 2 Categorisation of recovery narratives of under-researched groups (refinements underlined)

No. Dimension Types Total Group A (out-  Group B (BAME) Group C Group D (peer)
side the system) (under-
served)
n (%) 75 (100) 21 (28) 20 (27) 19 (25) 15 (20)
1 Genre Escape 6(8) 2 (10) 2 (10) 0(0) 2 (13)
Endurance 21 (28) 4(19) 6 (30) 7(37) 4.(27)
Endeavour 28 (37) 7 (33) 6 (30) 9 (47) 6 (40)
Enlightenment 20 (27) 8 (38) 6 (30) 3 (16) 3 (20)
2 Positioning Within services 37 (49) 6 (28.5) 10 (50) 12 (63) 9 (60)
Despite services 18 (24) 9 (43) 5(25) 1(0.5) 3 (20)
Outside of services 20 (27) 6 (28.5) 5(25) 6 (31.5) 3 (20)
3 Emotional Tone Upbeat 49 (65) 15 (72) 14 (70) 8 (42) 12 (79)
Downbeat 8(11) 0(0) 3(15) 4(21) 1(7)
Challenging 15 (20) 3(14) 3(15) 4(21) 1(7)
Neutral 709) 3(14) 0(0) 3(16) 1(7)
4 Relationship with Recovery = Recovered 4(5) 3(14) 0(0) 0(0) 1(7)
Living well 36 (48) 13 (62) 10 (50) 5(26) 8 (52)
Making progress 21 (28) 5(24) 4 (20) 8 (42) 4.(27)
Surviving day to day 13 (17) 0(0) 6 (30) 6 (32) 1(7)
Not applicable 1(2) 0(0) 0(0) 0(0) 1(7)
5 Trajectory Upward 46 (61) 14 (67) 14 (70) 737 11 (73)
Up and down 15 (20) 4(19) 3(15) 5(26) 3 (20)
Horizontal 8 (11) 3(14) 2 (10) 2(11) 1(7)
Interrupted 1(1) 0(0) 1(5) 0(0) 0(0)
Cyclical 5() 0(0) 0(0) 5(26) 0(0)
6 Use of Turning Points Restorying 14 (18) 6(29) 2 (10) 2 (10) 4 (31
Change for the better 29 (39) 11 (52) 5(25) 7 (37) 6 (38)
Better and worse 29 (39) 3(14) 12 (60) 10 (53) 4 (25)
Not applicable 34 1(5) 1(5) 0(0) 1(6)
7 Narrative Sections Origins 26 (35) 8 (38) 8 (40) 6 (31) 4 (27)
Problems begin 70(93) 2095 18 (90) 18 (95) 14 (93)
Problems worsen 70 (93) 20 (95) 18 (90) 19 (100) 13 (87)
Impact of illness 56 (75) 16 (76) 12 (60) 15 (79) 13 (87)
Glimpses of recovery 59 (78) 19 (90) 15 (75) 13 (68) 12 (80)
Turning point 65 (87) 18 (86) 17 (85) 16 (84) 14 (93)
Roads to recovery 71 (95) 21 (100) 19 (95) 17 (89) 14 (93)
Life afterwards 64 (85) 19 (90) 17 (85) 16 (84) 12 (80)
8 Protagonists Personal factors 72 (94) 20 (95) 20 (95) 17 (89) 15 (100)
Socio-cultural factors 73 (96) 21 (100) 20 (95) 17 (89) 15 (100)
Systemic factors 52 (68) 12 (60) 16 (76) 15(79) 9 (60)
9 Use of metaphor Distress metaphors 43 (57) 15(71) 11 (55) 7 (37) 10 (67)
Recovery metaphors 3547) 13 (62) 9 (45) 6 (31) 7 (47)

all. All three findings have implications for mental health
practice.

First, the typology was found to be relevant to narra-
tives of individuals experiencing diverse forms of recov-
ery involving many different factors. This finding supports
research which presents recovery as a multidimensional
process, involving biomedical, psychological, social and

socio-political components [35]. It strengthens the original
systematic review evidence that there are multiple dimen-
sions and types of recovery narrative [1]. This is an impor-
tant consideration for practitioners such as peer support
workers or clinicians offering their own or others’ stories
to support recovery; and those supporting narrative produc-
tion, such as facilitators of narrative-based courses within

@ Springer
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Table 3 (continued)
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umphs to inspire others

Narrative content (what resources have been deployed in the telling of this story?)

The major characters and/or forces at work within a narrative

Protagonists

Most commonly the narrator him or herself: the strong conqueror, the

The force(s) working at micro or inter/intra-personal level within a recov-

8.1 Personal factors

scarred survivor, the enlightened explorer. May also be a helping person

or factor such as a helpful treatment or medication

ery narrative

These may be ‘supporters or villains’, exerting positive or negative effects

Meso-level factors within a recovery narrative. Family, friends, groups or

8.2 Socio-cultural factors

on the narrative

local organisations, mental health staff and services

These may affect the narrative either positively or negatively

Macro-level factors within a recovery narrative. Wider community or

8.3 Systemic factors

socio-political systems including legal, healthcare, policy, political,

religious and international factors

Imagery employed by the narrator to depict states of being, relating to distress and recovery

Use of metaphors

May depict descent, spiralling out of control, disconnection, alienation,

Focused on past distress or a future return to the experience of distress

9.1 Distress metaphors

chaos

May depict connection, bonding and integration: regaining control of life,

Focused on past, present or future experience of recovery

9.2 Recovery metaphors

partnership with others, victory in fight against illness

Recovery Colleges or those designing advocacy campaigns.
For example, the manualised REFOCUS intervention [36,
37] uses narrative approaches to help articulate a service
user’s values, including suggested prompts [38]. This could
be expanded to include prompts based on the typology, dem-
onstrating to service users that multiple types of recovery
story are equally possible and valid.

Courses [6] and guidance [7, 8] on developing one’s
recovery story are widely offered by recovery-based ser-
vices. However, concerns have been raised that these could
lead to the emergence of “dominant recovery narratives” at
the expense of other types of experience [6]. Narrow inter-
pretations of recovery narratives may be operationalised for
organisational rather than individual benefit [39], whether
by mental health services, charities and campaigns, which
may promote narratives of returns to productivity via treat-
ment and medication, or by activist movements, which may
promote narratives of rejecting medication and finding the
tools to cope with trauma without drugs [41]. These forms
of “Recovery Narrative”, dependent upon “tight adherence
to generic conventions” for their efficacy [40], may put pres-
sure on narrators to conform to particular types of narrative
depending on their context [41]. This effect can be seen in
the statement from an apologetic narrator above, a peer sup-
port worker in a recovery college, who felt her story was
“not the story you want, I'm sure”.

Contrary to this fear, the typology presented here speaks
to this pressure by providing an evidence base which rein-
forces the multiplicity of forms, structures and content pos-
sible for recovery narratives. ‘Endurance’ and ‘struggling
day to day’ narratives challenge the “‘compulsory positivity”
[42] of some organisational agendas, while offering hope to
recipients in the form of reducing isolation. Socio-cultural
and systemic factors within the typology challenge narrative-
based interventions which may promote storylines which
“deflect attention from systemic inequalities and social injus-
tice” [40]. The presence of ‘downbeat’ and ‘neutral’ tones
support the inclusion of stories which may not conform to a
“genre of inspiration”, required to be emotionally uplifting
[40], but which may be experienced as more authentic, a key
moderator for positive impact on a recipient [14]. As evi-
dence of both benefits and harms of stories emerges [43] it
becomes increasingly important that individuals are offered
a variety of examples, to maximise their chances of experi-
encing connection and hope [44].

For curators and editors of recovery narrative collections,
the typology enables the development of a narrative meas-
ure to assess diversity within a collection, both by allowing
heterogeneity to be measured and identifying missing types
of narrative. This measure will be developed as part of the
NEON Study, and may be an important tool for curators of
recovery narrative collections who wish to minimise harm.
For example, another moderator for positive impact is the
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recipient’s own current relationship with recovery [14].
Curators of UK collection Beyond the Storms [45] found
that its publication, though well-received, created a demand
for other kinds of stories. The editor of the recent compan-
ion collection, Riding the Storms, reported that “the good
intention of trying to give hope [in Beyond the Storms] was
backfiring...for some people, they were perversely making
things worse and not offering hope. That’s not to say that
the stories in Riding the Storms don’t offer hope but...it’s
more about offering hope by helping people feel less alone”
(personal communication, 24.01.2019). By considering the
multiple dimensions and types of recovery narrative identi-
fied here, curators could build collections more likely to have
a positive impact on the widest possible range of recipients.

The second finding was that the comprehensiveness of
the typology was refined in the light of data from under-
researched groups. For example, stories can also be cyclical,
and practitioners may have an important role as “holders of
hope” [46] during periods of struggle when individuals may
temporarily be unable to construct, hold onto or believe in
their own previous narratives or periods of recovery. This
may be particularly important when supporting those facing
multiple challenges, who may be more likely to experience
repeated periods of distress and attendant despondency.

Many narrators will not have experienced a chapter
of ‘life before’ their mental health issues existed. Recent
research has highlighted the overlap between childhood
trauma and mental health problems [47—49]. Related frame-
works, providing alternatives to diagnosis, give a central
place to the construction of narratives in an individual’s
recovery [50]. The refinement of this narrative section to
‘origins’ results in a more trauma-informed typology [51,
52], while not excluding narrators whose origins may have
been trauma-free.

Third, most recovery narratives were expressible in
words, but not all. The typology was not relevant for two
narratives. In their less conventional structures, both reached
the limits of “tellability” [53, 54], making them initially
‘difficult’ for analysts to understand. Such narrators may be
dismissed as incoherent [55], producing meaningless ‘word
salad’ [56], thus incapable of ‘insight’ [57]. Instead they may
prefer other forms of communication, or require a broader
understanding of “narrative insight” [58] from the recipient.
This finding could suggest that such concepts of “tellability”
potentially reproduce what have been called sanist assump-
tions within mental health [59, 60]. Such sanism can lead
to “testimonial injustice” [61], wherein a narrator’s cred-
ibility and capacity as a knowledge holder may be under-
mined by an identity prejudice held by the recipient. The
primarily spoken and written narratives within mental health
practice may thus need to be extended, and future research
may develop typologies for non-verbal recovery narratives.
Approaches providing alternative narrative modalities

include Photovoice [62], participatory arts [63], dance [64],
sports [65] and games-based interventions [66] in addition
to the more established arts therapies already recommended
by national guidelines for treatment of psychosis [67].

Strengths and limitations of the study

Study strengths include its large dataset, incorporating
diverse populations who are currently seldom heard within
mental health research. Despite describing significant men-
tal health difficulties, over a third of participants responded
‘prefer not to say’ when asked about their primary diagnosis.
Although reasons were not explored, this may indicate that
participants disagreed with their diagnosis or with diagnos-
tic frameworks, did not know their diagnosis, or had not
sought one; demonstrating that participants came from
under-researched groups as intended. Another strength is
the identification of two outlier cases of recovery narratives
for which the typology was not relevant.

A limitation is that no differentiation was made between
family/friends and mental health staff within analysis of
protagonists at the socio-cultural level. Future work may
focus on investigating any differences in the representation
of formal and informal carers within participants’ recovery
narratives. A recruitment limitation was the small number
of young adults within the sample, with four people aged
between 18 and 25 being recruited. Future work may focus
on investigating differences in the recovery narratives of
young adults. Another limitation relates to a criticism of nar-
rative inquiry, which can be seen merely as a way of organis-
ing ‘unruly data’ [68] without providing further insight or
empathy with the narrator [69]. However, this study supports
the use of such analysis as a means of providing insights
through considering narratives collectively. The emergence
and recognition of particular types, across numerous and
heterogeneous narratives, can provide the kind of evidence
of similarity of experience (for example, the possibility of
recovery outside of services) that single stories cannot claim.
It may address the call to develop a tradition of rigorous
research for the analysis and archiving of stories to create
sustained change within policy and practice [70].

Conclusions

This study assessed the fit of a conceptual framework devel-
oped from a systematic review of the literature when applied
to the narratives of respondents from under-researched
groups. It demonstrated the relevance of the over-arching
dimensions of the framework, and led to a refined, more
comprehensive typology which may be used as an evidence
base for narrative interventions. Implications for practice
include the importance of a heterogeneous selection of
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narratives to support recovery, and supporting the use of
non-verbal approaches to narrative construction.
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