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ARTICLE INFO ABSTRACT

Handling Editor: E Mendenhall The dominant narrative in mental health policy and practice has shifted in the 21st century from one of chronic
ill health to a ‘recovery’ orientation. Knowledge of recovery is based on narratives of people with lived expe-
rience of mental distress. However the narratives of people experiencing structural inequalities are under-
represented in recovery research. Meanwhile, uses of recovery narratives have been critiqued by survivor-

researchers as a co-option of lived experience to serve neoliberal agendas.
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Epistemolo, X . : . . .
SEbstance fsye To address these twin concerns, we undertook a performative narrative analysis of two ‘recovery narratives’ of
Homelessness people with multiple and complex needs, analysing their co-construction at immediate/micro and structural/

macro levels. We found two contrasting responses to the invitation to tell a recovery story: a narrative of personal
lack and a narrative of resistance. We demonstrate through reflexive worked examples how the genre of recovery
narrative, focused on personal transformation, may function to occlude structural causes of mental distress and
reinforce personal responsibility in the face of unchanging living conditions. We conclude that unacknowledged
epistemological assumptions may contribute to co-constructing individualist accounts of recovery. A critical,
reflexive approach, together with transparent researcher positionality, is imperative to avoid the epistemic
injustice of a decontextualised form of recovery narrative.
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1. Introduction

The dominant narrative in mental health policy and practice has
shifted in the twenty-first century from one of chronic ill health or
incurability to a ‘recovery’ orientation (World Health Organization,
2021). A recovery-based approach is now the most common approach in
mental health policy and practice within Global North countries (Barlott
et al., 2020), and has also been explored for its relevance to Global South
settings (Gamieldien et al., 2020).

Narratives of people with lived experience of mental distress have
been central in developing this conceptual basis for mental health policy
and practice (Smith-Merry, 2020). People with lived experience are
often invited to tell recovery-focused stories in research and practice
contexts, as described for example in Jijian Voronka’s (2019) critical
ethnography of her storytelling activities. However, people experiencing
poverty, homelessness, intersecting oppressions (based e.g. on ethnicity,
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gender, sexuality, disability or class), and other forms of marginalisation
remain under-represented in recovery research (Karadzhov, 2021;
Morrow and Malcoe, 2017). All of these factors are known social de-
terminants of poor mental health (Alegria et al., 2018). More inclusive
research has therefore been called for (Lawrence et al., 2021), so that
knowledge of recovery is not based solely on the experiences of those
who are relatively well-resourced.

People described as having multiple and complex needs (MCN) are
one such under-represented group (Padgett et al., 2016). MCN is a
commonly-used term in UK substance misuse services to describe
co-occurring issues of homelessness, substance use, crime and mental
health problems (Harland et al., 2022). A 2015 study found that in
England over 250,000 people a year have contact with at least two of the
homelessness, substance misuse and/or criminal justice systems,
alongside almost universally present mental ill health and poverty
(Bramley et al., 2015). This figure is likely to have risen in a post-COVID
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landscape (Sher, 2021) and in the context of austerity measures intro-
duced by European and US governments to reduce public spending on
welfare, health and social care (Altermark and Plesner, 2022; Harland
et al., 2022). The COVID-19 pandemic has focused attention on the
extent to which socio-economic and ethnic inequalities influence health
(Public Health England, 2020), reinforcing an understanding that
physical and mental health inequalities will not be reduced without
action on social and structural factors (Stansfield and Shah, 2021).

The narratives of people with MCN provide opportunities to explore
the plausible effects of socio-economic contexts on individual lives.
Structural effects on mental distress may be harder to discern causally in
individual narratives but may be at play in what are often con-
ceptualised as ‘merely subjective’ experiences, such as negative self-
concept, hopelessness and passivity (Karadzhov, 2021). The use of
lived experience narratives by healthcare researchers, educators and
mental health organisations, however, has been problematised by
survivor-researchers and other critical scholars (LeBlanc-Omstead &
Kinsella, 2022). Politically and ethically questionable practices have
been exposed, such as pressure to produce particular kinds of narrative
which favour organisational purposes (Kaiser et al., 2020), thus risking
forms of epistemic injustice (Fricker, 2007).

Chief among concerns are: (i) that narratives with a focus on the
possibility of recovery, central to the history of organising resistance and
change in mental health systems, have now become a sought-after
commodity by organisations, who may use them to harness funding
and support; (ii) that such narratives risk encouraging compliance with,
not transformation of services; (iii) that certain types of account tend to
be privileged in these contexts, such as ‘inspirational” and ‘safe’ stories
that do not discomfit mental health professionals; and (iv) that such
narratives, or their reception in the current political climate, can rein-
force an emphasis on individual-level recovery factors such as personal
resilience, at the expense of acknowledging structural factors, such as
socio-economic status (Costa et al., 2012; Harper and Speed, 2012;
Fisher and Lees, 2016; Voronka, 2019; Woods et al., 2019).

In this light, a suggested approach to the sensitive use of lived
experience narratives in healthcare is one which remains alert to the
nuanced relationship between such narratives and the operation of
power in the contexts in which they are shared and heard (Sapouna,
2020). This is also a vital consideration for the use of narratives in
mental health research, wherein the relationship between research
study, researcher and participant may perpetuate paternalistic roles and
power divisions central to psychiatric treatment (Russo, 2016; Church,
2013).

Performative narrative analysis offers an approach which is alert to
structural contexts. Recovery research based on narratives has largely
used thematic (e.g. Brown and Kandirikirira, 2007), structural (e.g.
Thornhill et al., 2004) or visual (e.g. Doroud et al., 2022) forms of
analysis. These approaches focus on what is being told, and how narra-
tors are telling their stories. A performative approach explores why
particular stories may be told (Riessman, 2008; Frank, 2010). It exam-
ines storytelling in its immediate, socio-cultural and historical contexts,
which provide both opportunities and limitations for the teller
(Bengtsson and Andersen, 2020) and the ‘hearer’.

In this article we undertake a close examination of the recovery
narratives of two individuals experiencing multiple structural in-
equalities, elicited within a wider recovery-based research study. We
deploy a performative analytical approach, paying attention to emer-
gent epistemes at work as the narrative is co-constructed at immediate/
micro and socio-structural/macro levels. We use the study’s working
definition of recovery narratives: "first-person accounts of recovery from
mental health problems, referring to events or actions over a period of
time, including elements of adversity/struggle and of self-defined
strengths/successes/survival" (Llewellyn-Beardsley et al., 2019). We
seek to explore: the kinds of recovery stories people with MCN may tell;
how micro and macro-level contextual factors may be shaping their
accounts; and what ethical and other issues may arise when eliciting
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recovery stories for research purposes from people facing multiple
socio-structural inequalities.

2. Method
2.1. Study design

Research was undertaken as part of the Narrative Experiences Online
(NEON) study (researchintorecovery.com/neon). 77 participants from
four under-researched groups, including people with MCN, were
recruited into the wider study, as described elsewhere (Lle-
wellyn-Beardsley et al., 2020). This article is based on two of 10 in-
terviews undertaken with people with multiple and complex needs. All
participants could opt to donate their stories elicited during the inter-
view to the NEON online intervention.

2.2. Participants and recruitment

Participants with MCN were recruited by JLB through a National
Health Service (NHS) substance misuse service and a sex workers’ rights
organisation. JLB discussed the study with staff, who introduced the
study to service users whose stories they felt met the ‘recovery narra-
tives’ definition. Those interested were given further information (Ap-
pendix A: Supplementary data), and consenting participants were
introduced to JLB by staff on the day.

2.3. Data collection

Interviews comprised two parts: an open-ended question designed to
elicit a narrative (Riessman, 2008) and a semi-structured topic guide
inviting participants to reflect on experiences of telling their stories
(Appendix A: Supplementary data). Participants received £20 as an
honorarium. Interviews were recorded, transcribed and anonymised.
Field notes were written post-interview, including reflexive thoughts on
the interviewer’s role within the narrative process.

2.4. Ethics

Ethical Committee approval was obtained in advance (Nottingham 2
REC 17/EM/0401). All participants provided written informed consent.
For participant and researcher wellbeing, we recruited people with MCN
via services where staff known to participants were available for pre-
and post-interview support if wanted. Mutual assessment of appropri-
ateness to proceed was carried out between participant and staff mem-
ber immediately prior to interview. Participants were assured they could
withdraw at any time. JLB had access to post-interview peer and man-
agement support.

2.5. Data analysis

Co-analysts JLB and AE conducted a performative narrative analysis
(Bengtsson and Andersen, 2020; Riessman, 2008). Narrators are seen as
co-constructing their stories in dialogue with (i) micro-level contexts (e.
g. research participants managing their stories around perceptions of the
interviewer) and (ii) macro-level contexts, wherein the influence of a
repertoire of hegemonic narratives existing about them (and ‘people like
them’) can be found within personal accounts. We refer to these as
meta-narratives, defined as socially-sanctioned ways of interpreting ex-
periences which a critical mass of people accept as ‘common sense’
(Hagstrom and Gustafsson, 2019), and which may shape self-definition
and conduct (Sakalys, 2000).

JLB immersed herself in the data by re-reading the 10 interview
transcripts and field notes from people with MCN. Candidate narratives
for selection from the 10 were discussed with AE. Two were chosen for
this in-depth analysis, for two reasons. First, they were illustrative of the
kinds of structural determinants of mental distress faced by other
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narrators with MCN. Second, they provided particularly illuminating
examples of issues which may arise from the elicitation of recovery-
focused narratives from this group, and two contrasting ways of
responding. Other ways in which participants from the wider study
group responded to the invitation to tell their recovery stories have been
outlined elsewhere (Llewellyn-Beardsley et al., 2020).

JLB and AE devised an analysis process using questions drawn from
Bamberg’s (2020) integrative and Bengtsson and Andersen’s (2020)
performative approaches (Appendix A: Supplementary data). After
separately analysing each narrative, JLB and AE discussed their findings,
noting and reflecting on similarities and differences in approach. A
consensus was reached on possible interpretations, and these were
written up.

2.6. Reflexivity

Since in narrative analysis “the investigator becomes an active
presence in the text” (Riessman, 2008: 105), JLB and AE reflected on the
experiences and expectations around stories they brought to the
analytical process. JLB brought her experience as a queer woman
growing up in a working-class community in the 1980s. She was able to
disengage from internalised meta-narratives of shame through engaging
with counter-narratives of resistance and pride within LGBTQ+ com-
munities (Plummer, 2002), thus bringing to the analysis positive expe-
riences of the power of stories to transform stigmatised identities. Her
perspective was informed by her background in literature, sociology and
professional youth work, including supporting people with MCN in
substance misuse services. She was also informed by lived experience of
depression in adulthood, during which she sought out recovery narra-
tives (e.g. articles, memoirs and friends’ experiences) for support,
inspiration, and insight into experiences of moving on from despair.

AE brought her experiences as a white middle-class child of a mother
diagnosed with bipolar disorder during the 1970s, and a grandmother
diagnosed with puerperal psychosis in the mid-fifties. Anxious to avoid
the same fate and following the births of her own children, she looked
for techniques so she might re-narrate her feared fate. Not content with
her own re-narration of motherhood she listened to and published from
(paid) working mothers’ stories (Edgley, 2021). This process of
re-narration taught her to pay attention to the stories we tell ourselves
and to challenge discourses that naturalise (essentialise) and pathologise
the effects and affects of political and socio-economic disadvantage.

3. Findings
3.1. Paul: “things just seem to happen. And I'm not sure why”

Paul is a white British man aged 45-54, a long-time drug user
recruited through a substance misuse service, where the interview took
place. At the time he was homeless and living temporarily with a friend,
having just emerged from what he described as his latest ‘bender’ (UK
slang for prolonged period of heavy drug/alcohol use). The first extract
(Table 1) is taken from the beginning of the interview.

Paul presents his experiences as “spells” of getting “fed up”; he is
unclear if this is depression, but uses drugs “for that”. Things get better
for a while, then worse, before he starts “get[ting] myself clean again”
and back into work. He describes getting fed up again and “exactly the
same thing” happening, continuing for 20 years, until getting “too old
for it” appears to have prompted his approach to the service. He says he
will be able to “get himself sorted” because he has in the past; the
problem is “staying that way”. He identifies being fed up as starting after
a messy split with his wife. He stresses that “everything I do is always my
fault”.

After describing these spells, Paul comes to a halt. JLB asks some
prompt questions. However, they don’t seem to ‘help’ Paul to continue,
and although he does say more, he keeps returning to ‘not knowing’, in
what JLB perceives at the time of data collection as frustration at not
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Table 1
Paul’s story (Extract 1).

I: Could you tell me about your experiences ... of mental health, or emotional issues,
and of your recovery, or of ... ways you coped, or however you want to phrase it
basically? Can you tell me as if it was a story, so as if it had a beginning, a middle,
and then kind of like where you are at, or stuff about the future? Thanks!

P: Mine is ... I get fed up sometimes. I don’t know if you call it depression or not, I
don’t know, and all the time I've always gone onto drugs for that, and it just makes it
worse, but it just seems a lot better at the time. And I — mine goes in spells for quite a
while, and then just come round, get myself clean again, get back to work and then
... I've done it for the last 20 years, exactly the same thing. I just get fed up with the
job I'm doing or ... anything, anything really. But the only problem is now I'm
getting a bit too old for it. So I've just been talking to the staff in here, sorting [a]
drug substitute prescription, trying to get myself sorted out that way really. I mean it
started when erm ... just working as normal, and then I split with my wife, got fed up
from then. It was already ... messy anyway, dragging out for a long time, and I've
never actually been treated for depression, but I don’t know if it is or not. I don’t
know if fed up’s a, you know, a part of depression, I suppose it would be, I'm not
really sure. At the moment ... I'm not too bad, I've had somewhere to stay for a
while, been staying at my friend’s house ... I'm just hoping that it will go the right
way. And then once — because I will get myself sorted, it’s just staying that way,
that’s the difficult one, that’s the biggest problem I find. Just stopping ... normal. I
don’t know if there’s an answer to that or not. Bit tricky really. [Long pause]. With
working, I always seem to work my way up the companies quite well, and then I
mess that up sort of thing, just —I get fed up, don’t turn up. I mean people have said
this, it’s some sort of mental health — but I've never been diagnosed, so I'm not really
sure. But everything I do is always my fault. You know, I always mess ‘em up myself,
and I can never understand why I do that either. Tricky really.

I: Mm, sounds it, yeah.

P: Yeah. I don’t really know what to say now

being able to understand his own story. In her field notes, JLB writes that
she “fears” this isn’t a recovery story, as there seem to be “so many
blanks and unknown things” within it.

3.2. Macro-level context

We identified three socio-cultural meta-narratives which could be
seen as co-constructing Paul’s personal account. The first speaks to the
way different services in England may fail to interact. Paul is accessing
substance misuse, not mental health, services; these are often separate in
England. He refers throughout his narrative to uncertainty about
whether he is depressed and says he has never been diagnosed or
received treatment for it. Later he comments “there’s got to be some
mental health issue somewhere there, there’s got to be, I mean it’s in-
sanity” [i.e. his repeated return to drug use]. However, people with MCN
are often treated based on what is judged to be their ‘primary diagnosis’,
with services often “designed to deal with one problem at a time and to
support people with single, severe conditions” (Making Every Adult
Matter Coalition, 2015: 7). Substance use can be an exclusion criteria for
mental health services (House of Commons Home Affairs Committee,
2015). For Paul, these structural factors may be preventing him from
accessing mental health support.

Second, another recurring thread is Paul’s description of hiding
difficulties from those around him. He identifies that things started to go
badly for him after his marriage ended, and later comments that
drinking probably masked his low mood. After a long pause he adds:
“I’m always so — very good at making out there’s nowt [nothing] wrong”
especially to “my mam, people like that”. This extends to clinicians:

My doctors have asked me [about his mental health] — I just say I'm
all right, I always have done. I don’t think that’s a good thing either
really, just bottling everything up, but that’s what I've always done.

He says he doesn’t like to “pass things on”, a phrase suggesting he
may see his difficulties as contagious, or which may be a more palatable
way of presenting reluctance to discuss difficulties with others. Here his
narrative may be influenced by hegemonic meta-narratives of mascu-
linity, characterised by emotional control and a lack of vulnerability
(Emslie et al., 2006); adherence to which has been associated with
depression (Parent et al., 2019) and the inhibition of help-seeking
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(Seidler et al., 2016). A narrative of being too old for continued
“benders” may be more acceptable to him than a narrative of ‘depres-
sion’, which can be associated with powerlessness and the uncontrolled
expression of emotion (Emslie et al., 2006).

A third thread relates to a moral meta-narrative; namely, that the
problems of substance-users are self-inflicted and their suffering
deserved. This prevailing attitude is demonstrated, for example, in
Atkinson and Sumnall (2020)’s discourse analysis of substance use in the
UK reality show The Jeremy Kyle Show, which found that users were
blamed and held fully responsible for their substance use and resulting
problems. Paul can be seen here as offering just such a narrative. He
returns repeatedly to a stance that “everything I do is always my fault™.
He marks himself as different from other people experiencing distress,
saying “whenever I hear of mental health, I know that most of mine’s all
my own fault” and “I know mine are all self-inflicted”. He is the one who
messes things up — he has brought “it” on himself. These narratives of
self-responsibility, strengthened by neoliberal health policy discourses
and associated austerity strategies, have been shown to “inflict, sustain
and exacerbate” mental distress and suffering for people from
low-income communities in a form of “narrative violence” (Thomas
et al., 2020: 1125). Paul’s story can be seen as evidence of Thomas and
colleagues’ conclusion: that such policy discourses can become natu-
ralised and normalised by individuals themselves, and by health pro-
fessionals seeking to support them; and that those with less access to
material resources may be less able to resist such discourses.

This combination of meta-narratives may be seen as creating a
‘narrative deadlock’, with a materially negative effect on Paul’s life.
Alternatively, Paul may be shrewdly taking part in his own form of
narrative resistance, deploying these meta-narratives to his own ends in
exchange for something of benefit to him (perhaps the cash on offer, or
the opportunity to be heard). He may be presenting exactly the kind of
‘narrative of lack” which Lawler (2005) calls ubiquitous in the media and
other discourses when describing working-class existence — a lack not
simply of material resources but of “the right ways of being and doing”
(Bourdieu, 2018). Paul might reasonably assume such a narrative is
required of ‘people like him’ (white working class, substance-using,
homeless) in the context of an interview conducted by a university
researcher in a substance misuse service.

3.3. Micro-level context

We identified three factors related to the interactional roles of
interviewer and study context which could also be seen as contributing
to Paul’s ‘narrative of lack’.

First, JLB’s request for an explanatory story seems to result in Paul
feeling at a loss. He presents his cycling through spells not as an active
choice, but as something that puzzles him — he repeats “I don’t know”
and “I'm not sure” throughout. In a performance auto-ethnography of
anxiety and physical activity during Covid-19 lockdowns, Carless (2022)
unsettles the idea that we can always know what aids recovery. He de-
scribes his own struggle to say with confidence what works for him. He
cautions: “let nobody forget that stuff happens that cannot be put into
words” (Carless, 2022: 311, his italics). As with the ‘quantitative fal-
lacy’, that what cannot easily be measured is not important, or does not
even exist (Yankelovich, cited in Bge et al., 2019), it may be a ‘quali-
tative fallacy’ to assume that what cannot be identified and put into
words doesn’t exist (Bge et al., 2019). Ultimately Carless is able, as an
educationally and economically resourced individual, to use narrative to
“transform myself ... choosing a better story for myself”. However, it
may be a lot to ask of someone currently without the most basic onto-
logical security of a home.

Second, JLB’s questions and prompts are inviting a specific type of
narrative. Initially, an open-ended question is used: “could you tell me
about your experiences of ... ?” Some guidance is then added, based on
McAdams (2013)’s Life Story Interview: “can you tell me that as if it was
a story?", indicating this would consist of a beginning, middle, and
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thoughts on present and future. However "tell me ... as if it was a story"
implies some tellings are not story-like. This introduces deductive as-
sumptions, effectively closing down Riessman’s stipulation of an
‘open-ended’ question and setting up a model template for the partici-
pant. For those whose stories do not necessarily follow such a trajectory,
this model may be problematic. Paul apologises several times for not
presenting his experiences in the desired way: he is “sorry it isn’t really
in a story” and concludes “I just wish I could put it more into a story for
you”. As other studies have found, participants in narrative-based
research may have negative experiences if they feel their stories do
not align with what a recovery story should look like (see for example
Nurser et al., 2018).

This ideal may also be imposed by an interviewer’s normative as-
sumptions and line of questioning. An inclusive definition of ‘recovery
narratives’ was an important study principle. However, when consid-
ering JLB’s prompts separately (Table 2), they show a tightly-defined
idea of key components of a recovery narrative. The prompts suggest
Paul’s story should contain content about what helps (line 43), turning
points (61) and a clear shape (107). The focus should be on how he stays
positive (114) or moves on from distress (43, 86, 165, 216); on the future
(134) and on advice for others (216).

Two factors were driving this line of questioning. One, some un-
noticed ontological assumptions derived from JLB’s own experiential
‘use’ of stories. They mirror her own seeking of relief through accounts
offering insights into moving on from despair (114), and maintaining a
sense of hope (173). Two, an important study principle was to leave
stories unedited to minimise curatorial control (Yeo et al., 2022), should
the participant opt to donate their story to the NEON online interven-
tion.These two factors are shaping JLB’s attempt to elicit a sequential
story with clear advice for others, in the belief this will be most bene-
ficial. The “fear” recorded in her field notes implies concern that there is
nothing in Paul’s story that might be valuable for others.

This fear reflects critiques that, by creating a genre of ‘recovery
narrative’ and ascribing it particular characteristics, such as inspiring
hope and offering practical strategies to individuals, stories which do not
fit these requirements will be excluded or not considered worthy of
sharing with wider audiences (Kaiser et al., 2020). In a critical review of
the mobilisation of recovery narratives in services, Woods and col-
leagues find that self-expression in these contexts is “highly circum-
scribed, goal-directed, and carefully crafted to fulfil larger imperatives”
(Woods et al., 2019: 231). Here, this mobilisation is transported to the
research context. A pragmatic concern with ‘what works” may function
to suppress other experiences of distress, suffering and recovery which
do not conform to such templates (Pascal and Sagan, 2018). This mat-
ters, not least because, as perhaps with Paul, such pragmatism can
render a person’s narrative of their own experience “yet one more thing

Table 2
Paul’s story (Extract 2).

Line  Prompt question

33 Where do you think it started for you?

43 What would you say helps you?

53 What does it look like when things are going well for you?

61 Does it feel like there are tipping points that tip you towards feeling “self-

destructive”?

68 Why do you think that might be [bottling up difficult emotions]?

86 What sort of things have helped you be in a slightly better place?

93 What do you do [for work]?

107 If it was a story — what sort of shape would it be?

114 What I'm really struck by is that you keep going and you seem quite
optimistic, and that’s amazing to me [...] do you know what helps you feel
positive?

134 If you look to the future, what would you want?

165 Do you know what it is that changes - that gets you from one place to that next
place?

173 What is next for you? What would you hope for?

216 Are there other things apart from work that you think, I would give that
advice to somebody else in a similar position to me?
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at which service users can fail” (Rose, 2014: 217). Furthermore, the
stories available socially and culturally affect how others may imagine
and shape their own experiences (Plummer, 2019). Analysis of JLB’s
implicit ontology and epistemology demonstrate how such stories may
routinely become excluded from narrative interventions and research
studies, if the gatekeeper (researcher, editor, curator) does not examine
their assumptions about what characterises a recovery story.

A third factor co-constructing Paul’s narrative is JLB’s focus on a
personal sense of resilience. Her expectations of recovery stories are
shaping how she hears him, such that her questions rarely respond to
what Paul is actually presenting. His story includes such potentially rich
areas to explore as his marriage break-up, his relationship with his
mother, his “bottling up” of feelings with family and clinicians, and his
father telling him that the “only good thing” was that Paul had a trade.
With a more inductive focus, interview prompts may have drawn more
directly on the story he was telling. But in pursuit of an archetypal ‘re-
covery’ storyline, these cues were missed, and with them the opportu-
nity to build a more contextualised picture of Paul’s life.

Moreover, JLB’s line of questioning means she misses something that
Paul does clearly present — that it is his employment situation above
anything that helps him (Table 3). JLB offers a positive reframing of
what she sees as Paul’s resilience ("to me that’s amazing, that you don’t
stay there, there is something that moves you [on]..."). But this ques-
tioning appears to back him further into a corner - “I really don’t know,
that’s the thing”. Yet when asked what is next for him, Paul is clear. He
will seek out potential employers. Being good at his job helps him secure
re-employment, and he mentions his employers’ stance that “when
you’re not at work, you do what you like”. They do not judge or stig-
matise, but provide supportive employment conditions where gaps are
not treated as signifying a problematic employee. This is the factor Paul
identifies as helping him to move on repeatedly from his phases of drug
use. Thus, his story can be framed as one which indeed contains
important information about recovery, but at a structural level.

3.4. Cheryl: “Nothing’s changed, baby”

In contrast to Paul’s narrative of lack, Cheryl’s can be read as an
agentic narrative of resistance to the possibility of recovery. Cheryl is a
white British woman in her fifties, recruited through a rights and sup-
port organisation for sex workers, where she was interviewed. Before the
interview, she and her support worker discussed whether to go ahead
with the interview. Cheryl was not in a good place, having visited a self-
harm support organisation for the first time the day before, which
involved completing a lengthy questionnaire about her experiences. She

Table 3
Paul’s story (Extract 3).

I: Do you know what it is that changes — that gets you from one place to that next
place?
P: [Pause]. To be honest, no. Sorry! I wish I did really. It must be something!
I: Sure, yeah, because to me that’s amazing, that you don’t stay there, there is
something that moves you from that point to a point where you start doing things
again. And it’s fine if you don’t know what it is.
P: I really don’t know, that’s the thing.
I: No, completely fine.
P: I don’t really know, I'm sorry.
I: No worries at all. What would you say is next for you? What would you hope for?
P: Well, next? I've done this a few times as well, what I keep doing is I keep
wandering around the companies where I worked, one of them will see me and
they’ll drag me in for a coffee ... and then it’ll really go from there, sort of thing.
I: Go from there, as in offer you some work?
P: Yeah. I've done it three times, exactly the same thing. Or I'll just turn up at the
pub where I know they will go for a drink every Friday. But like I say, the only good
thing was, I'm good at it, and that helps, so ... and also, where I work, a lot of them
have, in their own frame of mind, what you do out of - when you’re not at work, you
do what you like. Which is, you know, which is fair enough sort of thing, as long as
you come to work and do your work, that’s — yeah. Yeah, so that’s what I'll do next.
I: Right. Yeah.
P: Sorry, it isn’t really in a story —
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concluded she was happy to proceed as long as it wasn’t “like yesterday”
and opted to have her support worker present. The first extract (Table 4)
is taken from the beginning of the interview.

Cheryl appears keen to get on with the interview, perhaps unsur-
prisingly considering her experiences the day before, but JLB interrupts
to again request that she tell it as if it is a story. Cheryl opens by
describing early childhood abuse, and her hospitalisation in her teens.
She is angry about her hospital treatment, which she contends turned
her into a sedated “zombie” and involved inappropriate accommodation
for a survivor of sexual violence. She thinks mental health is still “shit to
be honest”, and that the police don’t understand it; no-one does. Her
comment “that’s about it” indicates there is nothing more to say; her
story is summed up in a blunt presentation of multiple trauma and her
view of poor treatment by services. Prior to recording, Cheryl describes
the extent of her abuse and some of its consequences, including not
being able to speak of it for many years, and continuing to experience
vivid sensory flashbacks some 30 years later. During an explanation of
the study’s recovery context, she states she will never be able to recover;
itis too late for her. In her field notes JLB describes being again unsure if
this is “a story we’ll consider to be a recovery narrative, by Cheryl’s
terms”.

3.5. Macro-level context

Two contrasting meta-narratives of mental health can be seen in
Cheryl’s story, as illustrated here:

C: I start counselling this month on [day], about it

I: Have you had any counselling before?

C: Yeah, but I didn’t open up

I: Do you know why that was?

C: Too painful, babe

I: Yeah. Yeah, sure

C: But I'll do it, cos that’s the only way I'm gonna move on, innit? I
can’t keep living like that, it’s — but I know I'll always have
depression, I know I’ll always cut myself, because it’s release. I don’t
do it for sympathy, I don’t do it when anyone else is in the house, but
as soon as I see that blood it’s like the whole world’s been took off my
shoulders.

Arguably, Cheryl employs the vocabulary of personal resilience

common to recovery accounts here, seeing herself as needing to “open

Table 4
Cheryl’s story (Extract 1).

I: Okay, so if you're happy to start then I'll just ask you the first question, which is that
— just — erm, could you tell me about your experiences of mental health issues? And
kind of how you’ve survived everything that has happened to you? And could you —

C: When I -

I: Sorry Cheryl, could you tell me as if it is a story? So like where you think it might
have started for you? So you were just mentioning about stuff when you were little
for example. And then what happened after that —

C: Well, sex ... sexual and mental abuse from the age of five until 11 sexually, but
mental health and the physical abuse went on till when I was 16. I was sectioned
when I was 16 for three years till I was 19. I had electric shock treatment that turned
me into a zombie, I was on that many tablets. And they [...] [anon name], he said to
me, he’s only ever heard of two occasions that they’ve had electric shock treatment,
and I'm one of them. And they only do it when you’re that traumatised there’s
nothing left for them to do. So ... I think it’s shit, mate — back in them days they used
to have tablets in your food and everything. And when I went on [anon ward] they
just wanna fucking sedate you, if you don’t do what they want, they take your own
room off you and put you in a cubicle. And it’s right next to the men and [inaudible].

I: Right yeah, so you didn’t like that.

C: Nah. Not at all baby [pauses for a drink]. But that’s about it, and I think mental
health is shit to be honest. The police don’t understand still. I don’t think anyone
understands mental health problems
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up” and “move on”. She will participate in counselling despite antici-
pating a painful process. On the other hand, a narrative of resistance can
also be seen — she will “always” have depression and thus cut herself. She
says it is not sympathy she wants, but release.

Before the interview, Cheryl actively refutes her story as one of re-
covery. She has experienced formal, coercive mental health treatment,
which she reports has not helped. She may want, at least in part, to
access counselling, but Cheryl does not see herself as mentally ill or mad,
as indicated by her later distinguishing of herself from other inpatients:
“the second time I was sectioned, if I didn’t do what they said, they took
my own room off me and put me in a cubicle with a lunatic”. This is nota
story of seeking a diagnosis. Her account can be seen as one of trauma
and abuse; her self-harm a reasonable response (rather than an absence
of recovery), which requires no further explanation.

Nor is Cheryl’s story a moral tale about escaping sex work. There is
no mention of Cheryl’s current life circumstances, perhaps indicating
her active selection of topics she considers relevant for the interview.
Her focus can be seen as remaining with structural causes of her distress
as she sees it: childhood abuse, coercive mental health services, treat-
ment by uncomprehending police and ongoing intimate partner
violence. Her agentic responses to ongoing trauma include self-harm
and suicidal thoughts, and a willingness to try counselling and access
support from the rights organisation. This shaping of her experience
mirrors a meta-narrative of a trauma-informed approach to mental
health, wherein mental distress is constructed not as a disorder located
within a person, but a rational response to, and communication about,
structural injustice (Sweeney et al, 2016). Cheryl’s narrative is
co-constructed in the context of support from a rights-based organisa-
tion, working to challenge inequality as well as provide immediate
support. Ironically, her resistance to a recovery discourse arguably
returns the genre of ‘recovery narratives’ to a focus on one of the original
emancipatory concerns of survivor groups who told them: namely,
attention to human rights and the structural causes of distress.

3.6. Micro-level context

Three immediate-context factors can also be seen as co-constructing
Cheryl’s narrative. First, JLB’s discomfort with a recovery framing, in
this context. Following Cheryl’s pre-interview description of continued
trauma, JLB chooses to drop the word ‘recovery’ from her opening
question, as it seemed inappropriate. Her discomfort can be seen in the
hesitation and slight stumbling before asking if Cheryl can talk about her
“experiences of mental health issues”, and the subsequent phrase “how
you’ve survived everything that’s happened to you™. In response, Cheryl
repeats the details of her abuse without hesitation. The ease and free
sharing of intimate details with a stranger may suggest she is accus-
tomed to sharing her story with others, and is adept at doing so. She may
be used to giving of her intimate self to professionals; as a sex worker she
may not be afforded the luxury of privacy in many parts of her life.

Her readiness to provide such information may also indicate that she
does not want prolong the experience. In contrast with Paul, she is
agentic within the interview. She has already been asked two questions
and does not need the framing of “tell me as if it is a story”. She appears
confident in her responses and in selecting what she tells, as well as
dictating the terms and length of the interview. She focuses on what she
may assume is required — the traumatic details. Given her weariness
from the day before, she may also want a no-nonsense exchange of her
story as quickly as possible for the promised cash.

Second, JLB’s pursuit of a personally transformative turning point
elicits an embodied refutation from Cheryl. JLB attempts to prompt a
linear account of Cheryl’s earlier life:

I: Do you remember what happened next in your life after being in
the hostel?

C: Nothing’s changed, baby. I still feel the same, I still wanna kill
myself every day. I still self-harm, I done that a couple of weeks ago
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[shows scars]. It’s always deep, when I do that down my arms, it
sends electric shocks. Because I've damaged the nerves in my arms,
cos that’s how deep I cut.

I: Deep, yeah right —

C: Get me, nothing’s changed mate ...
derstands ...

not nothing, no one un-

As with Paul, JLB is pursuing a traditional story arc with a turning
point, but this does not resonate with Cheryl. Nothing has changed, she
says; she still wants to kill herself every day. She shows JLB the scars on
her arms and emphasises the nerve damage caused due to the depth of
her cutting. It is as if, having told what she thinks she is expected to
share, she does not elaborate but instead embodies her trauma with a
physical demonstration of the depth of her distress. The academic
literature on self-harm, despite widely seeing it as a response to trauma,
generally portrays it as a failure to develop healthy coping mechanisms
(Nock, 2009; Favazza, 2011). However Cheryl’s openness can be read in
another, more agentic way. Gurung (2018: 35) suggests that “those who
engage in self-harm practices are performing embodied, socially situated
acts of healing, survival, and self-creation in a physical attempt to retell
complex, fragmented stories of abuse, existential angst, trauma, and loss
of self”. Cheryl’s physical embodiment of her trauma may illustrate this,
in what can be seen as an act of resistance to cognitively ‘sanitising” her
story (Costa et al., 2012), with linear plots, defined turning points and
neat, happy endings.

Third, we see JLB’s positive reframing which clashes with Cheryl’s
continued sense of violation. The tone of the interview changes after JLB
attempts to reframe Cheryl’s suicide attempt:

C: Maybe that was God’s will, you get me? Maybe not to jump.
I: Yeah, maybe - yeah.

C: And I don’t — I don’t understand anything anymore.

I: Mmmm. But you're still here.

C: Life’s just a bitch, isn’t? I've had nothing but violent relationships,
apart from [partner] and then he died when he was 35 through the
alcohol, that’ll be twelve years at end of August. He’s the only guy
what’s tret me right, in my — since [ was a kid. [Inaudible] I've always
fallen for guys that abused me, hit me. Always. And then, I have to
move on from that.

[Long pause. Cheryl cries, interviewer offers tissues]
I: Shall we stop?
C: Move on to the next question please.

JLB is here offering affirmation of Cheryl’s ability to survive ("but
you're still here"). However this does not land with Cheryl, as she re-
flects on the violence in her adult relationships. Her voice and body
language soften as she talks about “the only guy what’s tret [treated] me
right”, and cries. JLB moves on as requested, asking whether others’
stories have helped her. Cheryl says no, they upset her, and repeats that
she hasn’t got long. JLB asks whether other people’s stories have ever
been unhelpful. Cheryl replies “baby, no-one’s been through my life”.
She shows other scars on her arms, not of self-harm, but from her
childhood abuse, describing who and what made them. In response to
JLB’s continued questions, she returns to the physical evidence of her
abuse, co-situated with her own sites of self-harming; an embodiment of
her trauma and survival when perhaps language has proved inadequate.

The interview ends when Cheryl says she continues to feel violated
“by everything”. Her shift from instructional and matter-of-fact to
tearful raises a number of questions on the nature of the exchange. Why
did Cheryl consent to the interview, given her experiences the day
before, and that she does not consider hers a story of recovery? As is
considered good ethical practice, participants’ labour was recompensed
by offering vouchers. Although the alternative seems worse and has
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been critiqued as exploitative of lived experience narratives (Yeo et al.,
2022), payment runs the risk here of rendering the exchange straight-
forwardly transactional; cash for trauma. By offering a financial incen-
tive, is Cheryl giving what she thinks is required as quickly as possible,
despite the cost to herself, thereby mirroring her sex-working relation-
ships? Or is this a reductionist analysis? Whatever her reasons, what was
seen at the time of data collection as a sparse narrative becomes rich
when viewed as an embodiment of the fractured and stark nature of her
trauma, and a refusal to sugar-coat ongoing experiences of distress in the
face of continued structurally unjust conditions.

4. Concluding discussion

Our findings can be summarised at two levels. First, we explored the
kinds of recovery stories people with MCN may tell. Paul can be seen as
constructing a narrative of personal lack, blaming himself for his situation
and apologising for his inability to give a storied account. In contrast,
Cheryl can be seen as constructing a narrative of resistance, rejecting a
label of mental illness and any possibility of recovery. Paul and Cheryl
give very different accounts, but ‘recovery’ appears to have little
meaning for either in their current situations. Neither presents the kind
of ‘paradigmatic’ narrative of recovery involving a ‘transformed Self’,
with a starting point, ongoing process and ultimately transformed life
situation (Hydén, 1995). Mental health inequality is a complex phe-
nomenon with interacting micro and macro level components (Kar-
adzhov, 2021). Yet recovery research has been criticised for its
over-focus on the agentic level of identity transformation or resilience,
at the expense of structural factors (Padgett et al., 2016; Harper and
Speed, 2012). Critics of the ‘recovery narrative’ point to the same issues
with their elicitation and reception (Voronka, 2019; Woods et al., 2019).
Our findings provide empirical evidence of this over-emphasis in action,
demonstrating how the elicitation of recovery narratives can mirror this
focus on individual resilience and attempts to ‘overcome’. This may
function to occlude the structural causes of mental distress, as well as the
heterogeneous ways in which people endure or carry on without ex-
pectations or experiences of transformation.

Attention to structural factors within narratives (including those
within the ‘hearer’) is vital to ensure that recovery research does not
continue to maintain a ‘blind spot’ in this area (Topor et al., 2021).
Offering decontextualised, reductionist forms of recovery narrative
which pay insufficient attention to the economic, institutional and po-
litical injustices that people experiencing mental distress may system-
atically endure does little to address the needs of the most vulnerable
(Karadzhov, 2021; Morrow and Malcoe, 2017).

Second, and ironically, our findings function as a critique of the very
process of eliciting and using recovery narratives as a source of knowl-
edge. Like others, we are “leveraging the methodology I am question-
ing”, as Burkette (2022) describes in a performative reinterpretation of
the research interview. Narrative researchers can think ourselves the
‘good guys’, dealing with meaning, purpose and attempts to counter
dominant narratives (Costa et al., 2012). However, this is not enough to
ensure genuinely emancipatory research. We may be the ones who by
our own self-reflexivity have figured out how to be really effective at
stealing stories (Church, 2013). Nor is being a researcher with lived
experience sufficient to ensure an epistemically just approach. As Russo
(2016) states, other structural inequalities “affect the aspiration to such
a ‘we’". She cites Collins who, in advocating for intersectional scholar-
ship, reminds us that knowledge cannot be separated from the power
relations which shape it (Collins, 2012).

Research is about power in the mundane practices too. The ‘big
stories’ of the research proposal and ethics protocol provide the context
for the more intimate encounter of the interview, and shape how these
will be understood (Church, 2013). As Bourdieu has it, in order to
objectify the social conditions of the production of knowledge, re-
searchers must “turn the instruments of knowledge that they produce
against themselves, and especially against the social universes in which
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they produce them” (Bourdieu, 2000: 121). By adopting a critical and
reflexive standpoint, it was possible to examine our own epistemological
assumptions at all levels of the study, revealing the ways in which a
pragmatist approach to research (Rorty, 1999) can result in unac-
knowledged assumptions being embedded into the design. We found
that our research methods, despite social justice-oriented intentions,
were inadvertently reproducing a neoliberalist agenda (Pascal and
Sagan, 2018). Recovery is epistemologically individualist. It appears to
be neutral and accessible to all — but it is not and will not be unless the
structural determinants of health are taken seriously.

What then, for narrative-based research in the field of mental
distress? Russo suggests giving up analytical aspirations to interpretive
dominance. She echoes Frank (2010) in seeing interpretation instead as
an ongoing dialogue with the story which recognises the ‘unfinalis-
ability’ of other people. Church offers six thoughts on what politically
alert researchers can do, including complicating what we are listening
for — “less for stories of healing and recovery and more for stories of
resistance and opposition" (Church, 2013: 29). Pascal and Sagan (2018)
call for making the ‘outlier’ narratives our core business. In choosing to
foreground, not omit, stories which do not fit the neat template of ‘re-
covery narrative’, we hope to have contributed to the continued hearing
of voices which might be silenced in this field.

We also hope to have further complicated the concept of ‘recovery’.
Research on ‘recovery narratives’ which is simplified and stripped of
context risks reinforcing neoliberal ideas of individual responsibility for
their own wellbeing for some of the most structurally disadvantaged
people in society, while leaving living conditions, and ongoing situa-
tions of social injustice, unchallenged and unchanged. A critical, re-
flexive approach, together with transparent researcher positionality, is
imperative to avoid the epistemic injustice of decontextualised forms of
recovery narrative.
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