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			Relevance for Clinical Practice

			The hermeneutic-moral model may assist students in nursing in facilitating recovery in mental health care. It highlights the importance of reflection enriched by expression and sharing. The overview of the existential dimensions of how persons experience themselves may create awareness in care professionals of the importance of meaning-making processes. It also creates an outline of how nurses and other professionals in mental health care can facilitate and support service users in the telling of an empowered (recovery) narrative. 

			Background

			As narrative approaches gained momentum in the social sciences in the middle of the last century, some professionals working in the healthcare arena recognized the limitations of rationalist frameworks and sought to introduce similar approaches in health care (Hurwitz et al., 2004). Some of the earlier contributors include: Balint (1959), Kleinman (1988), Brody (2003). Frank [1] identifies three fundamental illness narratives: restitution, chaos and quest. Restitution narratives are those of the person anticipating recovery; chaos narratives are enduring with no respite; quest narratives are those where people discover that they may become transformed by their illness. What is common to all types of illness narratives is the focus upon the centrality of the telling of the patient’s experience. This is the case for both epistemological and sense-making functions (Gabriel, 2004). The epistemological concerns itself with furthering knowledge of a disease from first-hand experience and the sense-making is more to do with making sense of illness, or extracting meaning from the experience, thus 


infusing hope. Quite recently, Hamkins [2] developed what she referred to as Narrative Psychiatry. Through this, she has claimed to empower patients to shape their lives through story and she sees this method of practice as a clinical art form. Holloway & Freshwater [3] took narrative theory and applied the theory to nursing research. Since the turn of the century, published narrative research in nursing has grown exponentially thus securing a strong place in nursing evidence. 

			Introduction

			This article is about recovery-oriented care and the need for a theoretical framework to support this. Key concepts that can be identified as relevant for the development of recovery and social inclusive approaches in mental health care are identity, hope, meaning-giving and empowerment. In order to respect the uniqueness of the individual journey, treating people with dignity, exercising empathy and maintaining an unconditional positive attitude towards the person emotional intelligence is demanded from professionals [4]. What also has become clear is that mental health nursing that claims to be recovery-orientated should consider service users’ narratives to be of foremost importance. Narratives have featured significantly in the international recovery literature and the use of narratives is becoming wide-spread as triggers for reflection and insight into the construction of personal identity [5]. ’Narrative’ is understood here to have a close affinity with the mental activity with which humans coordinate, explain and legitimize their acts [6-9]. Philosophers such as Ricoeur [10] and MacIntyre [11] claim that people need stories to motivate their actions and present them to others. Narratives are thus vehicles for meaning-making.

			As recovery is the ultimate goal, we must first define recovery. William Anthony [12], director of the Boston Center for Psychiatric Rehabilitation, identified recovery as “a deeply personal, unique process of changing one’s attitudes, values, feelings, goals, skills and/or roles. It is a way of living a satisfying, hopeful, and contributing life even with limitations caused by the illness. Recovery involves the development of new meaning and purpose in one’s life as one grows beyond the catastrophic effects of mental illness”(p.15).

			In this definition the development of new meaning is closely linked with the experiences in daily life and the values, goals, skills and roles that go with them. 

			In this article, we focus on personal recovery, that concerns identity and self-image. There is of course also the functional recovery that relates to reduction of illness symptoms and the rehabilitation of psychosocial functioning. We will not go into that here. This means that in this article we do not address mental health problems directly, but for the consequences they have for identity-formation, self-confidence and empowerment. 

			The process of giving meaning in life seems to be the connecting common element in all domains of personal recovery. This legitimizes the hermeneutic phenomenological approach (based on the work of Heidegger, Ricoeur and Cassirer) in our discussion of personal recovery and how professionals can facilitate or support it. The purpose of the article is to debate how people make meaning from their experiences when tackling the impact on their lives and the consequences of mental health problems [11-17].

			As Grant, Leigh-Phippard & Short [18] reported for the UK, the storied complexities of recovery-survival are often neglected in mental health policy. The ‘survival’ aspect of recovery, relates to liberatory struggles of service users against invalidating societal and institutional practices, including those of institutional psychiatry (Pilgrim, 2009; LeFrancois et al., 2013; Grant & Leigh-Philippard, 2014) [19].  Facing the necessity to make choices when reconstructing their lives service users are sometimes confronted with conflicts in their relation with mental health professionals around contested assumptions about what constitutes legitimate choices. As Grant et al. [18] demonstrated in their study service users can be ‘overwhelmed’ by dominant narratives of local mental health services in the name of treatment and care in ways that ultimately prove damaging to them and at odds with recovery. 

			Method

			The argument in this paper was developed from the focus on identity, hope, meaning-giving and empowerment that Stickley et al. [4] recognized as important for advanced mental health nursing practice. This was done in a discursive way by positing theses, accounting them with research findings and combining them in new ways that are philosophically and otherwise legitimized. The process of meaning-making was looked upon from a hermeneutic-phenomenological perspective and a sociological point of view. On the basis of an existential analysis of life’s experiences, the first framework of a hermeneutic-moral model for mental health nurses was drafted. We think that such a model does not yet exist in nursing. Although  nursing and caring in general have been based on moral notions (e.g. [20,21]) and hermeneutic phenomenological perspectives have been used to explain meaning-making processes in health care (e.g. [22,23]), its combination has been fragmentary. There is a hermeneutic-phenomenological research method, especially in holistic nursing [24]. Holistic care aims at enhancing the lifelong discovery of meaning and personal potential for the one caring and the one cared for (Cowling, 2000 cited with Wojnar & Swanson, 2007), but here too this scope has not been linked to a hermeneutic-moral model for nursing praxis. 

			This is similar to, but different from the Tidal Model [25] which seeks to construct a narrative-based form of practice in mental health nursing. The Tidal Model has been developed by Barker et al. in the late 1990’s and today more than 100 sites in hospital, community, rehabilitation and forensic settings throughout the world have been organized on basis of its principles. The narrative focus of the Tidal Model aims to use the experience of the person’s journey and its associated meanings, to explore and plan the ‘next step’ - what needs to be done to help the person make progress on the life journey. “By emphasizing the centrality of the lived-experience, of the person and her/his significant others, the Tidal Model emphasizes the need for mutual understanding between the nurse and the person in care” [26]. However, the model is pragmatic and is in need of theoretical underpinning, as has been identified by other authors (e.g. [7]). The model that will be developed here meets this demand and may therefore assist students in supporting and facilitating recovery in mental health care. We will start by discussing key concepts. 

			Narrative

			Persons with mental health problems often have to cope with a self-image that lies under attack and they may feel the need to re-story their lives and find a new relation with their problems and difficulties. When accepting a diagnosis with a mental health problem, the ‘psychiatric patient’ identity may negatively impact on a person’s sense of agency, that is: being able to explain his/her intentions without reverting to disease symptoms. A ‘good’ story however restores credibility in one’s owns eyes and those of others. This point is illustrated through numerous anthologies of people using mental health services that have emerged in recent years [19, 28-31].

			When someone experiences a vulnerability and faces the challenge to give that vulnerability a place into his/her or her self-image, then a too realistic estimation of deficiencies and impairments because of mental health problems may forestall a hopeful narrative. A hopeful narrative may be wished for more than a narrative true to life [32]. Yanos, Roe & Lysaker [33] found in a literature review that persons accepting a definition of oneself as ‘mentally ill’ and at the same time viewing ‘mental illness’ through a lens of incompetence and inadequacy has led to less hope and diminished self-esteem (when compared with persons who did not self-stigmatized themselves), which resulted in avoidant coping, active social avoidance, depressive symptoms and suicidal ideation. 

			It is therefore that in the sessions of recovery, participants in peer groups learn from each other to (re-) construct their life story to integrate mental health problems in the story without letting it dominate their lives [34]. This is why recovery-oriented care also aims at supporting service users in becoming aware of their values in life. Re-storying their lives involves distinguishing important values from the impact of illness symptoms and the stigmatizing influence of treatment in order to reformulate ambitions, wishes and goals that are connected with this deeper and whole core of values. Narrative re-storying can be defined as a personally and relationally transformational method of reflexive inquiry (Richardson 2000, cited by Grant, Leigh-Phippard & Short [18]). It is all about “the re-interpretation and re-narration of lived experiences in line with co-evolving preferred personal and relational identities” (Grant & Zeeman 2012, cited by Grant et al, [18]: pp.280). Re-storying is thus not only a transformational tool but constitutes an informed ethical choice about how best to make sense of one’s past, present, and future life and relationships (Frank [1] cited by Grant et al. [18]). Who you really are as a person, beneath the outward appearances of being someone with a mental health disorder, is what again must be brought to the surface? This is part of an existential analysis of the life story.

			Although the main stream of psychiatry (and in its wake mental health nursing) is still very much diagnosis-focused and inclined to identify problems, disorders and symptoms in the patient’s narrative (thus confirming the ‘dominant’ narrative), there are other, more dialogic approaches that do justice to the need for narrative re-storying in recovery. There is the approach of ‘narrative psychiatry’ that focuses on seeking the sources of a person’s strength, rather than on finding the root of their problems, (Hamkins, 2014). Furthermore, Bracken & Thomas [35] coined the term ‘post psychiatry’, which stands for a context-centered approach that tries to understand the effects of social factors on individual experience. Priority is given to the process of meaning-making and interpretation [35]. What these approaches have in common is their emphasis on the process of meaning-making and the relevance of values. These processes are seen to be bound together by a web of meaningful contexts, social networks, political and cultural realities from which mental phenomena are not separated but, on the contrary, are embedded in. This asks for an existential phenomenological analysis.

			An Existential Analysis

			The existential analysis is based on the phenomenology of Cassirer [36,37] of how man gives meaning to reality, (Mooij, 2015). This process of giving meaning is mediated by symbols: signs that represent objects or entities in the world. The process of symbolization starts with impressions that come before the objectifying symbolization through language. We can express these impressions: for example, in images and sound/music. This is the pre-discursive intuitive perception: It draws on the collective repertoire of semi-conscious images, as for instance the image of a road that stands for the path every person has to go through in life. These images have a holistic, still unbroken inner coherence that shows us the world as closed and as one whole. The next step in the process of symbolization is the objectifying through verbalization. The world is not any longer given as a whole but becomes ‘articulated’. The world is put at distance and becomes a complex entity of objects that is constituted as such through naming them. It opens the closure of the image for a discursive reflection. 

			Symbolization concerns how an individual sees himself in relation to others and the world around them. It comprises perspectives on human life and can be studied in an existential and phenomenological analysis as Van der Bruggen [38] did. In his existential analysis perspectives on human life are described in a chain (Figure 1). The starting point is the human individual, the subject, who experiences one’s self as a ‘self’. The aspect of having a body is an integral part of this experience. With his/her body the individual travels through time and place. Man stands in relation to the world around him: nature and artifacts. The life-world of human experience encompasses all this, as well as and even in the first place his living together with other men and women. Meeting the ‘Other’ in the social context may very well be the most fundamental characteristic of human existence. 
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			Let us see how this relates to a person who develops mental health problems. Being “ill” can be seen as a way of existing in which these perspectives may be experienced differently from when one is “healthy”. Service users communicate these perspectives in so called illness narratives (for example as identified by Frank [1]). Illness narratives stand for the lived experience of service users and can be distinguished from disease narratives in which the medical diagnosis holds a central place. An illness narrative can become a recovery narrative in the course of time. Both are interpretations, symbolized from underlying experiences and socially constructed in contact with relevant others. Recovery is about bringing to the surface who you really are as a person, and also that your story, in order to be credible, must enable you to live the story and act upon it. This credibility is very much at stake in social interaction, as we will see now.

			The Social Construction of the Self

			In every social interaction message are given off with information about who you are. That is how self-disclosure is realized: the telling and re-telling of personal experiences [39]. The information that is told is used in two ways, namely, to earn respect and to engage a relationship. One of the social functions of narrative is the keeping of face and the prevention of losing face in interaction (which is not a small thing when you are perceived as ‘mentally ill’ by others). The identity of a person as we come to learn through social interaction is not the expression of a substantial phenomenon (a solidly delimited ‘I’) in the first place, but the result of a local staging (performance, enactment) of more or less flowing qualities and attributes which right there and then make part of a temporary entity that functions as a character in a story. We speak of enacted narratives [11]. This approach links up with schools within narrative psychology, especially the social constructionism, in which the dialogical and relational components in the concept of Self are emphasized. The Self becomes a narrative that must be rendered intelligible in ongoing relationships [7].

			Nurses Facilitating the Development of Recovery Narrative

			We connect now the existential aspects of how people experience their lives with the need for formulating a narrative that is more authentically true to the person and better incorporate his/her values and wishes. In other words, what is at stake in recovery from mental illness is a narrative that is more credible (reflects better authentic values of the person) and serves better the keeping of face as part of a kind of impression management [13]. We can further explore what this means for some aspects on the existential continuum and suggest ways that nurses can apply to support service users here. Helping persons with severe mental illness in constructing and developing a meaningful story may be crucial to the transformation of someone’s illness identity.

			The Self

			When a person falls ill there is the need to find sense and meaning in or beyond suffering. One of the first steps in the recovery process “tends to be the reclamation of a sense of oneself as active agent (Barker & Buchanan-Barker, 2005; Yanos, Roe & Lysaker, 2010 [33]: p. 4). Someone progressing towards recovery will feel the need to explain and legitimize his/her fate and keep his/her integrity. With a serious illness someone may wonder “why did I fall ill? Did I do something wrong that elicited this disease?” Finding satisfying ‘good’ explanations for illness or how to cope with it, will restore agency to the person, where this may have been reduced by feelings of guilt for having contributed to the disease by a ‘faulty’ lifestyle or, at the other end of the continuum, feelings of being victimized by blind fate (the disease strikes you from out of the blue) and being stigmatized in a role that identifies you not as the person who you are, but as the archetypical patient with characteristics belonging to the disease. Nurses and other mental health professionals can unintendedly contribute to this self-faulting process by adopting a professional gaze [40] that leaves no room for other interpretations than the medical diagnostic frame [41]. 

			The meaning that people give to their lived experiences and in its wake also their self-image is constantly subject to change, even when this is usually only in a subtle way. Service users will only then be willing to open up to treatment and support if the treatment rationale provides a plausible and credible explanation to them for what they went through and how it affected their functioning and their health. This willingness concurs with the kind of awareness persons develop about their situation and condition. Nurses and other mental health professionals can facilitate this awareness by attending to: 

			i.	What the person is feeling or what he thinks about what is happening to with  him at this moment? 

			ii.	How the person explains what is wrong or what has happened with him?

			iii.	What the person thinks needs to be done?

			iv.	What examples there are of desirable behavior, may-be only as ‘small miracles’, that already have taken place and can be used for further generalizing to a situation leading to better health and well-being for the patient (De Shazer, cited by Cladder [42]).

			Although this open, non-diagnostic reasoning may help service users to make up their own mind, it is nevertheless true that narratives often follow recurring patterns that reflect the interaction between the person and the world around him. There may be a repetition of problems or dilemmas when an existing narrative is used again and again to attribute the same meaning to problems in a range of diverse situations even where another interpretation may be more helpful. A well-known example is the perspective of being a victim that clears the narrator of blame for the upset that they are experiencing but also dismisses him/her from a responsibility of actively influencing circumstances. Such a perspective tends to re-affirm itself every time that other people respond in a predictable way, often carried along by a negative spiral of fear, powerlessness, concern and anger. In such a spiral, dynamics of repetition may occur by which the psychiatric disorder or the problematic behavior sometimes tend to become more dominant and the perspective of being a victim is likely to be re-affirmed. It is a function a narrative can have in communication, but not one health professionals consider contributing to health and empowerment. This plotting of a story sometimes seems to follow the lines of a script that cannot be changed. Boeckhorst [43] speaks about ‘demonic spirals’ because they mirror a history of the individual’s failures to find another, more constructive approach to problems in life. Boeckhorst describes how also professionals can be contaminated by this negative communication pattern and how this ‘invites’ the re-affirmation of a certain perspective. Nurses may support service users in their recovery by not going along with these scripts and explore with their clients what other roles they can play in their own narrative.

			Time

			Every person has a need for a future that he or she can experience as making sense. There is the need for placing oneself in a time perspective in which there is development, which is to experience time as flowing and open to our actions. We have the need to understand ourselves and to be understood by others along the lines of our life story. Nurses can facilitate this by a life review interview: for instance, by using the lifeline interview method-LIM [44,45].

			The repetition of narrative patterns in how one sees problems and dilemmas in life that we discussed above may cause a change in the existential experience of time [46]. Time can be experienced as flowing slowly and may even come to a halt. Time can be experienced as a stream in which everything recurs. As a consequence, a person can lose the notion of being an ‘agent’ (actor), who stands in the world enacting the story of which he himself is the author. Such an existential crisis affects the ‘agency’ of the person and is detrimental to his/her capability to have his/her voice heard and to look into the world with an upturned face. When a person on the other hand has the idea that he is moving forward on the road to a life that answers his/her wishes and is in agreement with his/her deeper felt values (whether spiritual or more down to earth functional and social), then this translates itself in to more vitality and motivation to act accordingly. A person is not always aware of their wishes and values and may be distracted and overwhelmed by the impact of the illness and its consequences for their daily life. The ambitions and hopes he/she once had may have slipped into the background. Then nurses and others may help the person to reminisce and remember (reintegrate) this knowledge again in the conscious mind. Making an inventory of wishes, strengths (anything that a person is good at, feels passionate about or has strong views on) and values may support someone in ‘re-writing’ his/her narrative [47,48]. 

			Recovery is a search and a journey of discovery [49]. What a client will discover cannot be predicted beforehand, let alone whether or not it can be formulated as a goal. What it takes is the will and intention to engage on the journey. Sometimes another, more creative approach is therefore wanted, for instance by inviting service users to make photographs that can serve as starting points for reflection and dialogue about strengths and values [14]. A more creative arts-based approach can better make use of the pre-discursive intuitive knowing. Images can become a more suitable vehicle for a richer reflection than the more abstract and formal asking with linguistic means. Reflection, expression and sharing tend to strengthen each other.

			Space/Place

			Everyone knows the need for a place where they can be safe and comfortable. When that is assured then there is the need to experience the space where one may stay as a place of action and personal growth and development. The neutral denotation ‘space’ becomes a connotated ‘personal’ place [50] that becomes part of a ‘personal niche’ [34]. People have the need to experience the place where one resides, the wider environment and even the larger landscape in a symbolical sense.  The sometimes utilitarian (strictly functional) decoration and furnishing of a psychiatric ward do not always enable place-attachment, which can be defined “as an emotional bond established between a person and a place in which a particular place acquires a special meaning for the individual and is associated with feelings of security, control and opportunities for privacy and restoration” [51]. People need a personalized place: “A physical personalised space, such as an appartment or a room, is an important ‘home base’ for securing safety within the personal niche. Personal belongings, but also pets (who often offer valuable company and support), can be part of these physical arrangements.” ([34] p.83). Health care professionals can make a difference here by creating a so called ‘healing environment’: warm, welcoming and safe [52]. An excellent example of the efficacy of participatory arts supporting recovery is illustrated by Stickley et al. [53]. 

			The Body 

			Emotions enable people to embody a story. From their physical appearance (mimicry, muscle tonus and gestures) we can read a story that does not lie (cannot be feigned) and is sometimes more telling than words can convey. Nurses are in the unique position to help someone to express not only the conscious knowledge, but also experiential knowledge, including what lies stored in the body [54]. How people experience things is strongly determined by sensory-motor sensations and skills. Fear is a good example in which the cognitive and the observations and physical sensations are directly related to each other. Vitality is another emotion that people feel in their guts [55]. How to become aware and use this vitality in recovery is what nurses can help people with. Photography for instance has been used as a medium by district nurses and social workers in an ailing city district to help people with chronic health complaints and sometimes social problems to focus on sources of vitality. Making photographs heightened the awareness and an openness that participants had not known for a long time because of their anxiety. The reflection on the photographs and the exchange with other participants contributed to narrative creativity and in this way, there was again space for other perspectives than in the ‘closed’ narratives (circling upon illness and social/financial misery) they held on to until then [56].

			People ‘live’ their story, that is: how they interpret what happens to them ‘shows’ in muscle tensions, mimicry and even from the looks in their eyes. The embodiment of experiential knowledge and emotional life can be read by a nurse and put into words where sometimes the service user is not yet able to find the right words. This can be experienced as ‘healing’ and can set the person free, open new horizons and give new energy [54,57,58]. The naming by the nurse of what before could not be named will often be accompanied by a gentle touch or holding of the person. Physical touch can be considered a mode of connection between two spirits (Chang, 2008), which can convey depth of understanding and meaning, including spiritual meanings [59]. 

			The Others

			Connectedness is often mentioned by service users as one of the main topics in recovery [60,61]. People feel the need to connect with others and be supported by them.

			A space for the ‘other’ is also the interval between the professional and the service user that is not fully filled up with the dominant disease narrative, a ‘place’ for saying of the unsayable and where a new vocabulary can be developed. This means an open encounter between professionals and clients in which reciprocity has been restored, thus contributing to the client’s sense of self-respect. Wilken [34] has expanded the idea of this interval with the notion of interpersonal space. This is connected to the notion of a shared perspective. A shared perspective can only be created when there is reciprocal communication. Real understanding develops when there is a mutual feeling of connectedness and understanding, both on an affective and on a cognitive level. It calls upon a journey to find each other in a constructive way, a process of constructive communication or dialogue. 

			Professionals can help service users to cope with their emotions and understand them as elements of a personal story. They need empathic resonance to do so, but they can also support the process of making sense of their experiences and recovery by facilitating story-making, for instance with the Wellness Recovery Action Plan [62], and other peer-led groups. Often, issues of risk dominate mental health care, however Felton & Stickley [63] propose a narrative approach to risk-taking that positions narrative at the heart of risk management. 

			Summarizing our argument: we started from the assumption that recovery orientated nursing needs to focus on identity, hope, meaning-making and empowerment and that recovery-oriented care demands emotional intelligence in nurses. We argued that narrative is the vehicle for meaning-making and identity formation and that, in the context of recovery, there is a close link between reconstructing and planning one’s life and the telling of a credible (more authentic) narrative in which one is the agent of one’s own future. We assumed that in order to formulate a goal for achieving a better life one must become aware of important personal values. This is the connection with the existential analysis of who we really are as a person. A number of core aspects or dimensions can be distinguished in this internal representation around which our self-image crystallizes: the self, the body, time, space, the others and the lifeworld. How we experience these nodes in our self-awareness determines our involvement in the world and our interaction with others. The story that goes with it is an ‘enacted’ narrative and is subject to (therapeutic) influences and feedback. We discussed in more detail the social function of narrative and the possibilities for nurses to facilitate service users in the development of their recovery narrative.

			

			[image: ]

			Conclusion

			We can now sketch the framework of two interacting models of elucidation: a hermeneutic-phenomenological one and a moral one. The first one springs from our understanding that experiences (and how they are reflected on) must find expression and only then can be shared (see the columns in Figure 2). This is the ultimate ground for shared decision making by nurses [64]. Understanding is mediated by enactment and then becomes a lived experience [65]. The second model (the moral model) is related to a set of paired concepts that together represent a moral ontology: place/space and gaze/face and reflections on embodiment and experienced time (the topics in Figure 2). The crucial question may be how the nurse can create and maintain a psychological space, an interval as it were, between him or herself and the service user. The intervening space should not be foreclosed by the dominant medical narrative and the jargon of care professionals. There must be room (space) for the person to tell his/her story and voice his/her perspective. It is not only a psychological space but also how physical spaces can or cannot be experienced as places where there is room for acting instead of just passively receiving and ‘consuming’ treatment. It is necessary that nurses and other care professionals every now and then (or preferably more often) refrain from a diagnostic and clinical look (gaze) and see the patient unprejudiced (face) as a person. The ultimate challenge is to bring together both perspectives (the professional’s and the patient’s) in a dialogue to facilitate a process of shared decision making that truly is grounded in a shared perspective [66,67].
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