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Abstract

This article presents an innovative tripartite approach for conducting safe and ethical ‘sensitive inquiry’ in the field of mental health
recovery. The tripartite approach brings together the principles of recovery with trauma-informed practice and collective impact
strategies. Together, these provide a framework for embedding and embodying recovery principles in research design and
practice that empowers participants and ‘takes care’ of participants and researchers. The approach was effectively deployedina |-
year qualitative arts—based study conducted with people living with severe and persistent mental illness. Its success was evident in
the high retention rate of participants, despite their ongoing vulnerabilities, and in the elicitation of findings that expand current
understandings of mental health recovery from the point of view of people with lived experience. In this article, we discuss the
tripartite approach, how this was applied in the study, and what the design achieved in research outcomes and participant

experience.
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What Is Already Known

(1) Research in the field of mental health is challenging for
participants and often the researchers, especially when the
research is concerned with the lived experiences of partici-
pants, (2) policy is best informed by the people directly
involved, yet historical beliefs about people’s competence to
be ‘research subjects’ combined with the potential risk to vul-
nerable populations have meant that researchers avoided inter-
viewing people with lived experience or focused on other
voices (e.g., service providers), and (3) there is a growing
interest in creative methodologies to overcome such
difficulties.

What This Paper Adds

(1) A research design uniquely informed by three important
mental health frameworks (i.e., recovery, trauma-informed
practice, and collect impact), (2) a way to use creative methods
(photovoice and written narrative) to facilitate research directly
with people living with complex mental illness, so that their
voice and experience is central, and (3) a combination of design
and methods that minimizes risk of harm to participants and
researchers and challenges the usual power relations between
researcher and researched, so that participants are empowered.

Introduction

There has been a growing interest in the qualitative research
literature about the particularities involved in what we here
refer to as ‘sensitive inquiry.” These are research encounters
that are both substantively and methodologically sensitive.
Often conducted with vulnerable people, they involve not only
deeply personal themes, topics, or data but also require corre-
spondingly sensitive methods and procedures for achieving
research objectives. The intimate character of sensitive inquiry
embodies potential risk not only for participants but also
researchers who may be impacted by what they hear or see
(Bahn & Weatherill, 2012). The personal interaction and inter-
viewing associated with qualitative research in this context is
“emotion work” (Dickson-Swift, James, Kippen, & Liamput-
tong, 2009, p. 62) that echoes the environment of therapeutic
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work (Tee & Lathlean, 2004). These exchanges can require an
“ethics-of-care” approach by researchers, which foregrounds
the well-being of participants over research imperatives
(Hewitt, 2007, p. 1156). These challenges highlight the multi-
faceted ethical and methodological considerations of sensitive
inquiry (Bahn & Weatherill, 2012; Hewitt, 2007; Mitchell &
Irvine, 2008).

The complexities of sensitive inquiry are especially acute
in the field of mental health where research design requires
attention to the often emotionally sensitive and trauma-based
character of individual histories and circumstances. Further-
more, people living with severe and persistent mental illness
live within a web of social disadvantage and stigmatization
(Henderson, Evans-Lacko, & Thornicroft, 2013). They are
among the most vulnerable members of society in terms of
poor physical health, comorbidity, and decreased life expec-
tancy (Harker & Cheeseman, 2016). They are more likely to
experience suicide, social isolation, discrimination, homeless-
ness, and unemployment (Lee, Crowther, Keating, & Kulk-
arni, 2013). Research in this context has historically been
circumvented “because of beliefs of ipso facto incompetence
and nonautonomy” (Hewitt, 2007, p. 1151). There can be
difficulties with recruitment and retention of participants
(Harris & Roberts, 2003) and tensions between ‘care’ of par-
ticipants and the “generation of credible data” (Chan, Teram,
& Shaw, 2015, p. 261).

In this context, the purpose of this article is to present an
innovative tripartite approach for conducting safe and ethical
sensitive inquiry that was effective in generating new data
about mental health recovery. The study for which the research
design was developed stemmed from a research partnership
between Western Sydney University and The Benevolent Soci-
ety, a nonprofit community-based organization providing ser-
vices to disadvantaged and marginalized Australians. In
designing the study—Stories of Recovery From the Bush:
Unravelling the Experience of Mental Illness, Self and
Place—the researchers took it as axiomatic that recovery prin-
ciples would guide and shape the project, simultaneously hon-
oring the priorities of emancipatory research in terms of
“reciprocity, gain, empowerment and broader social change”
(Phillips, 2006, p. 176). Furthermore, that the research design
would ‘give back’ to and empower participants while at the
same time, ‘taking care’ of both participants and researchers.

Despite the potential challenges of research in this sensitive
area, the design worked to enable people who have a lived
experience of mental illness to share their knowledge about
recovery. The overall methodological approach reflects a
unique combination of three crucial frameworks relevant to
mental health and social change: consumer-led recovery,
trauma-informed practice, and principles of collective impact.
Together, these provided an ethical and coherent basis for
design and implementation of the research. They ensured con-
sistency between the methodological approach and the substan-
tive investigation of mental health recovery, facilitating
‘sensitivity’ in the conduct of research involving, at times,
acutely sensitive material. In the following sections, we discuss

the three elements of the tripartite approach informing and
‘holding’ the research design, how the research was conducted
(methods and procedures), and what the design achieved in
research outcomes and participant experience.

Developing the Tripartite Approach

The Stories of Recovery project had two specific aims. First, to
further develop knowledge and understanding of mental health
recovery in regional and remote areas from the perspective of
those with lived experience of severe and persistent mental
illness. Second, to generate insights that would contribute to
capacity building in the partner organization including their
efforts to combat stigmatization and inform policy for people
with lived experience of mental illness in regional New South
Wales (NSW). Policy changes are “more meaningful” when
informed by the people directly impacted (Parke, Hunter, &
Marck, 2015). The research design problematic therefore cen-
tered on how we give “preference, voice and visibility” (Hors-
fall, Carrington, & Paton, 2016, p. 10) to people with lived
experience of severe and persistent mental illness and how
we make it as safe as possible to do so. Collaborating with the
research partner, we drew on the principles of mental health
recovery, trauma-informed practice, and collective impact stra-
tegies to develop a research design that factored in safety and
sufficient flexibility for “consumer participation and
involvement” including input as the project progressed (Phil-
lips, 2006, p. 171).

Our methodological perspective aimed to “help empower
individuals to share their stories and enact meaningful social
change” (Babchuk & Badiee, 2010, p. 27). Furthering the under-
standing of recovery from participant’s point of view meant
giving them epistemic privilege, working with participants as
co-subjects, and acknowledging “each individual is an expert
on their own life [and] working in partnership with” them (Com-
monwealth of Australia [CoA], 2010, p. 42) as co-producers of
knowledge. Our methods needed to facilitate participant control
and also support researcher sensitivity. Discussing emotional or
painful experiences can feel exposing to vulnerable participants,
and in such circumstances, the use of creative research methods is
gaining prominence (Horsfall & Welsby, 2007). We therefore
utilized photovoice (Wang & Burris, 1997) partnered with written
narrative (Yardley, 2008). Photovoice is traditionally a form of
participatory action research that can give voice to marginalized
people(s). It uses photography for collective purposes, involving
“community members in generating practical knowledge . . . and
through this promoting personal and social change” (Schneider,
2012, p. 153).

The genesis of the research design stemmed from our belief
that qualitative research in the mental health recovery field
should be practiced from recovery-oriented principles that
respect and foster human rights (Forrest, 2014). Further,
that the research experience should empower and benefit par-
ticipants by emphasizing their “liberty, social inclusion and
self-determination” (Forrest, 2014, p. 30). This philosophical
orientation drawn from recovery principles provides
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consistency across the whole research design and implementa-
tion process, encompassing the substantive area of research, the
creative methods used, the conduct of the research, and the
impact of the research. In this way, the tripartite approach
underpins a ‘recovery-oriented research practice’ that mirrors
the principles of recovery-oriented mental health practice, as
defined by the National Standards for Mental Health Services
(CoA, 2010) and discussed below.

Principles of Recovery

Recovery is a consumer-generated, person-centered paradigm
supporting people with lived experience of mental illness to
pursue a meaningful life and positive sense of identity, with or
without symptoms. It holds that people living with persistent
and severe mental illness are the experts in their own recovery.
The principal elements of recovery identified by people with
lived experience include “connectedness; discovery; hope;
active sense of self; and ability to respond/take control” (Glo-
ver, 2012, p. 8). However, these elements are contingent upon
interactions with others in familial, social, and clinical net-
works which can aid or impede the recovering person’s capac-
ity for hope, agency, self-determination, and “meaning and
purpose in life pursuits” (Onken, Craig, Ridgway, Ralph, &
Cook, 2007, p. 3). Recovery-oriented services aim to: support
these abilities; enable the development of a holistic
and positive sense of self; and support people’s self-
narratives beyond illness identities and the stigma and discrim-
ination associated with them. Our recovery-oriented methodol-
ogies were designed to uphold the principles of recovery and to
support participant’s journey of positive self-authoring.

We placed participants at the center of knowledge genera-
tion and designed the research to be as flexible and responsive
as possible. This meant conducting the research in partnership
with the participants (CoA, 2010; Phillips, 2006; Schneider,
2012; Tee & Lathlean, 2004) and ensuring they had genuine
choices in their participation to safeguard people’s dignity. We
practiced a strengths-based approach to recovery, amplifying
the contributions participants could make to the research and to
positive social change (Tse et al., 2016). However, this required
a delicate balance between honoring participant’s strengths and
providing supports that enabled their participation. The
research design had to negotiate a tension between research
that needed to speak powerfully, yet at the same time needed
to take care of research participants. Thus, in considering how
to operationalize recovery-oriented research, we had to be
mindful that consumers who engage with mental health ser-
vices are often “trauma survivors” (Mental Health Coordinat-
ing Council [MHCC], 2013). This required us to also draw on
the principles of trauma-informed practice to shape the
research design.

Trauma-Informed Practice

Trauma survivors often have a history of being silenced and
abused and can experience “periods of intense anxiety”

(Ferencik & Ramirez-Hammond, 2011, p. 38). The impacts
of trauma can disrupt memory and capacities for information
processing, emotional regulation, and interpersonal relation-
ships (MHCC, 2010). Trauma has its own trajectory of recov-
ery, needing time to build the trust necessary for relationships
and the skills necessary for affect regulation. Principles of
trauma-informed practice recognize that people’s behavior and
responses are often “directly related to traumatic experiences”
rather than innate personality attributes (Ferencik & Ramirez-
Hammond, 2011, p. 5). Such practice therefore emphasizes
safety and positive relationship connections (Bath, 2008),
where trauma survivors are “respected, informed, connected
and hopeful” (MHCC, 2010). We used this understanding of
trauma to design research that was supportive of “participant
control, choice and autonomy” and which also enabled
“opportunities for power sharing and collaborative decision-
making” in the process of conducting the research (Horsfall,
Carrington, & Paton, 2016, p. 10).

In creating a space for participants to take part in a journey
of self-authoring focused on strength and resilience, we empha-
sized and modeled “safety, trustworthiness, choice, collabora-
tion and empowerment” (MHCC, 2013). We provided a safe
physical and emotional environment for participants, as well as
support workers and researchers, ensuring appropriate safety
measures were in place across the research phases. Facilitating
‘stories’ about people’s experiences is “a critical element in the
trauma recovery process” (Bath, 2008, p. 20). We therefore
constructed the research methods around creative experiences
that gave voice to participants and contributed to relationship
building and social integration. Success of the project also
depended on a complex fabric of organizational and interper-
sonal relationships. We therefore also had to consider the net-
work of associated parties that would be involved in supporting
the participant’s engagement in the research. This included
carers, supports, and staff from the partner and affiliated orga-
nizations. Here, we turned to the principle of collective impact
guiding recovery-oriented services to further inform the
research design.

Collective Impact

Collective impact initiatives are developed to address social
problems with a view to bringing about (usually large-scale)
social change. They involve trust-building and coordination
between different organizations in different sectors (public,
private, and nonprofit) that come together around a common
agenda to generate collective social impact (Kania & Kramer,
2011). Echoing a social ecological perspective, collective
impact focuses on the interactions and “cycles of mutual influ-
ence” (Stokols, 1996, p. 286) between “the individual and the
environment” (Onken et al., 2007, p. 1). It recognizes that the
complexity of social problems requires systematic, multifa-
ceted, and coordinated solutions involving a range of stake-
holders working together. Collective impact projects depend
on a shared vision among stakeholders. They usually comprise
a “centralized infrastructure, a dedicated staff, and a structured
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process that leads to a common agenda, shared measurement,
continuous communication, and mutually reinforcing activities
among all participants” (Kania & Kramer, 2011, p. 38). The
Partners in Recovery (PIR) initiative is an example of collec-
tive impact in the mental health field.

Maintaining the veracity of the PIR commitment, we
deployed collective impact principles on a smaller dimension.
This recognized the diverse network of familial, community,
and social relationships within which the recovering self-
authored person is embedded. The partner organization served
as the centralized infrastructure, coordinating activities and
facilitating the engagement of staff who ‘believed in’ the
research objectives. The common goals and clear communica-
tion between the partner and affiliate organizations, research-
ers, staff, and participant supports enabled a robust and united
commitment to the research participants and their continuation
in the project. All those involved directly or indirectly in the
project were able to cooperate in delivering the research find-
ings in a way that was both respectful of and safe for the
research participants. Bringing collective impact to bear on a
project embedded in the principles of recovery and trauma-
informed practice provided a successful methodological
approach to underpin the research design and methods used
to conduct the study.

Applying the Tripartite Approach

Informed by the tripartite approach described in the previous
section—principles of recovery, trauma-informed practice, and
collective impact—Stories of Recovery used creative methods
to provide people with a space to talk about personal and sen-
sitive issues in ways that were comfortable for them. This
enabled us to understand what was important to participants
and why this was the case. Arts-based methods such as photo-
graphy can help people see familiar everyday things with ‘new
eyes’ (Diamond & Van Halen-Faber, 2002). This is significant
because some elements of the recovery journey—relationships
and places, for example—are often not discussed because they
are thought to be common or ordinary aspects of life. Photo-
graphs also provide a form of detachment that facilitates crit-
ical reflection on people’s lives (Freire, 2003) or areas of their
lived experience that they have not yet examined or contem-
plated (MclIntyre, 2003). Using photovoice also gave us a
means to document the subjective experiences of research par-
ticipants in a sensitive way. Consistent with recovery princi-
ples, the photovoice method locates each person “as the expert
in analysis of their own life” by giving them control over the
cameras and the photographs they take for discussing later at
interview (Horsfall, Carrington, & Paton, 2016, p. 11).

The research was conducted in six phases over a one-year
period: recruitment, photovoice workshops, telephone inter-
views, one-to-one interviews, data analysis/narrative develop-
ment, and exhibition. The staged design meant participants
could integrate each step in the research process within a com-
fortable time frame. Following attendance at a photovoice
workshop, participants had a two to three-week period for

taking photographs. Interviews were held approximately two
to three weeks later, after the photographs had been developed.
Following the interviews, there was a two to three-month
period for data analysis, construction of the recovery narra-
tives, and planning for the exhibition, which aimed to break
down stigmatization. During this time, the partner organiza-
tion, support staff, and research staff were in contact with
and/or available to participants. The research process was also
flexible with workshops and interviews scheduled in various
locations and interviews renegotiated to accommodate partici-
pant’s needs. The timing of the interviews was also conducted
with consideration for the “self-care” of researchers who could
be exposed to stories of trauma and loss (Dickson-Swift et al.,
2009, p. 74). We therefore allowed time for post-interview
debriefs as well as supervision throughout the duration of the
research.

Phase |: Recruitment and Participants

We began the research process by conducting pre-recruitment
meetings with staff from the partner and affiliated organiza-
tions. Members of the PIR consumer reference group also
attended. We held a two-hour face-to-face information and
training session with PIR staff and staff from the Personal
Helpers and Mentors service (PHaMs), introducing them to the
main photovoice method. This enabled support staff and other
interested parties to understand what was involved in the
research and how potential participants could best be sup-
ported. It also began the important process of building relation-
ships with the organizational staff who would be key to
participant recruitment and ongoing participation in the proj-
ect. Invitations to volunteer for participation in the research
were open to people registered with the PIR program in West-
ern NSW and members of the PIR consumer reference group. A
total of 26 people with complex needs experiencing persistent
and severe mental illness attended one of three photovoice
workshops. Of these, 24 attended interviews and continued
through to completion of the project.

The retention rate of participants was exceptional at >92%.
However, this was even more significant, given the ‘everyday’
problems they faced over the duration of the project. Many had
complex issues including multiple diagnoses while living with
poverty, homelessness, and/or difficulties with literacy and
numeracy. Some had to manage their engagement in the
research around traumatic experiences, hospital admissions or
the effects of medications, and other treatments like Electro-
convulsive Therapy (ECT). We facilitated people’s involve-
ment in the research by ensuring appropriate supports, as
determined in ongoing phone and text conversation with parti-
cipants, thereby enabling them to successfully complete the
research in their home settings at times convenient for them.
This often involved them bringing a support person or carer to
the interviews. We held the photovoice workshops and individ-
ual interviews in community venues that were convenient for
participants such as community centers or local church halls. We
also provided refreshments to support and nurture people.
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Transport was organised where needed. Utilizing the principles
of collective impact to create a helpful environment for the
participants, as well as their families and support people, was
key to the retention and engagement of participants who were
themselves motivated to successfully complete the research.

Phase 2: Workshops for Photovoice

The purpose of the photovoice workshops was to provide
details of the research project to enable informed consent and
to demonstrate and practice the photovoice method. These pro-
cesses were also important for us as researchers in starting to
build relationships with the potential participants, an especially
important facet of trauma-informed research. We held four
workshops in all with a maximum of 12 people attending each
workshop including support staff. One of the sessions was held
for PIR consumer reference group members. The three-hour
workshops were held in safe, familiar places for the partici-
pants and light refreshments were available for participants as
well as their carers, and the PIR and PHaMs support staff who
attended to aid participants and researchers where necessary.
Each of the 26 participants attended one small group workshop
where they were given a copy of the research documents (such
as the research questions, a flowchart of the research process,
questions for follow-up interviews, and participant information
sheets) along with a disposable camera which could take up to
28 photographs. We showed participants how to use the cam-
eras and asked them to take photographs over the subsequent
two weeks of what was helpful to them in recovery.

At the workshops, participants were fully informed about
the research in line with ethics approvals from Western Sydney
University (H11225) and The Benevolent Society. All of the
participants had the opportunity to read (or have read to them) a
plain language information sheet and to sign consent forms that
provided details about the project, the use of photography, and
what would be done with the data that were collected (see
Horsfall, Carrington, & Paton, 2016, p. 28). The informed con-
sent process was carried out with the assistance of carers and
support staff where needed. Additionally, the information
sheets and consent forms were made available in audio form
to all participants and could also be retrieved via smartphones.
The researchers also made sure they spent time with each par-
ticipant over the course of the workshop and/or during the
breaks. This helped to build rapport and trust. Throughout the
research, we supplied as much information as possible through
various formats and renegotiated consent at each research
encounter. In particular, we reminded participants that they
were taking part in a research project, important to foreground
as the data collection took place over a period of weeks.

Phase 3: Interviews by Telephone

During the period in which participants were taking their
photographs, researchers made two or three follow-up tele-
phone calls. The purpose of these conversations was to offer
support and encouragement to the participants and to help

problem-solve where necessary. We simply asked people how
they were going, what sort of photos they had taken or were
planning to take, and if there was anything they would like to
talk about in terms of the research. Field notes were also taken.
This process was a crucial step in the period between the initial
workshops and subsequent personal interviews where partici-
pants would reflect on and discuss their photographs. In the
immediate sense, these calls were an important element in
participant retention by reassuring participants and providing
clarifications where needed. However, and perhaps more
importantly, this process helped to maintain and further build
relationships of trust between the participants and the research-
ers. At the end of the photo-taking period, participants returned
their cameras for development and the photographs were sub-
sequently discussed by participants with a researcher in indi-
vidual interviews.

Phase 4: Interviews in Person

The individual interviews provided participants with the oppor-
tunity to talk about their photographs and choose the images
they wanted to exhibit. The interviews also provided the basis
for distilling the one-page written narratives that would be
exhibited alongside participant photographs. Signed consent
was sought for the use of participant photographs in the exhi-
bition, catalogue, and project report. This process included
written permissions from any people who were identifiable in
photographs. The semistructured one-to-one interviews were
held for up to two hours. They were audio recorded and later
transcribed. Consent to write field notes in lieu of audio record-
ing was given by one of the participants. The interviews took
place at the offices of the partner organization and affiliated
organizations or centers. These locations were familiar to the
participants and safe spaces for both the participants and
researchers. If needed, PIR and PHaMs support staff were acces-
sible from outside the interview room while the interviews were
being conducted. Two participants had a support person remain
in the interview for part (one) or all (one) of the time.

The photographs were used as the stimulus for interview
discussion. As with other visual arts, photography can serve
as a mechanism to communicate that which is difficult to speak
about (Booth & Booth, 2003). At the beginning of the inter-
view, we spread the photographs out on a large table so that
participants could look at them, discuss those they felt were of
most significance, and discard any they wanted to. Many took
up this opportunity, often choosing to throw away blurry
images or ones that did not work artistically for them: These
ones didn’t turn out right. No, I'll just take these ones. Saves
being put up. Those ones can go. They have no good photo of
me blue cattle dog (P5).'

In these discussions, we focused on stories of recovery
prompted by the photographs and guided by a series of questions
previously given to the participants (see Horsfall, Carrington, &
Paton, 2016, p. 34), which helped to allay anxiety about the
interview process. We simply asked participants questions such
as: tell me about your photos; do any mean more to you than
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Figure |. Participant photograph (P12).

others; can you tell me the story of this photo; and what do they
say about what is helpful for you? We followed participants lead
reflecting back to people and asking further questions about
photos they focused on: can you say a bit more about it?

Substituting for ‘probing questions’ that are the core of
traditional qualitative interviews, a focus on the photographs
provided a sense of safety for participants. Attention was
deflected from them yet, at the same time, the photographs
provided a doorway into the intimate space of participant’s
lives. This process enabled us to understand what was helpful
and supportive in terms of the participant’s recovery journey
from their point of view. The following examples show how the
photos provided an entry to participant’s inner worlds:

P10: It’s about being depressed. So this is ‘sick’, this is ‘well’.

This is ‘sick’. Can’t get in there—“No not today
Josephine” is what I want that [photograph of the bath-
room] called—*No, not today Josephine. I’'m not going
in there.” And of course, that’s when I’m better and you
have a nice bath.
When I took the photo of the fence (Figure 1) I said, “I
remember most of my life was spent behind a fence.” You
don’t get to go outside. That’s it. That’s all you see all day
every day. Trees outside, birds and that flying around.
Then you’ve got the windows. People will say, “What does
that mean?” “Well that’s how he lived life: looking out the
window.” It’s a photo that’s opening the fence—where I
can walk out and be free.

P12:

Conducting sensitive inquiry in these one-to-one interviews
required care of participants in a safe environment that drew on
the trust established through the workshops and further built in
telephone interviews. Holding a safe space for participants
while guiding them back to the research task as needed was a
complex process requiring both interpersonal and research
skills. People’s stories of stigma, loss, and grief were compel-
ling but outside the ‘recovery’ data being collected. It was
therefore important that we exercised compassion and modeled
“respect, honesty, [and] empathy” in affording participants dig-
nity in their interactions with us (Ferencik & Ramirez-
Hammond, 2011, p. 44). Our capacity to do so was aided by
our academic backgrounds with one researcher specializing in
qualitative research with vulnerable communities and the other
being an art therapy researcher and practitioner.

Experience working in these contexts meant we understood
the importance of our own self-care as much as we understood
the importance of care and safety for participants (Bahn &
Weatherill, 2012). This necessitated allocating sufficient time
and resources in the research design to set in place appropriate
measures for debriefing and supervision, including with the
partner investigator, on a regular basis. In practice, this meant
we scheduled at least thirty minutes between each interview;
that we conducted interviews concurrently so that we could talk
to each other between sessions; and that we conducted no more
than three interviews each day and did no more than two days
consecutive interviewing. We also scheduled debriefings with



Paton et al.

the manager of the partner organization after each set of inter-
view schedules.

Phase 5: Analyzing the Data and Developing
the Narratives

Following Braun and Clarke (2006), we conducted a thematic
analysis of the deidentified interview transcripts. This was an
interpretative and data-driven process that focused on emergent
themes as well as the specific research questions (Braun &
Clarke, 2006; Crowe, Inder, & Porter, 2015). All three
authors—both researchers and the manager of the partner orga-
nization—were involved in the data analysis. To ensure valid-
ity, we first interrogated the data individually, looking for
central narratives about recovery and identifying key recovery
ideas and concepts in an initial round of coding. We also iden-
tified what people thought was important and the overall story
they were telling us. We subsequently had two data-analysis
days where we developed the themes and subthemes collabora-
tively, checking the raw data as we went. Concurrently, we
looked to see how the data answered the research questions
or provided alternative stories to the dominant discourses in
recovery. This was read against the research literature and
expert knowledge of the partner investigator (Manager, Child
and Family Services, The Benevolent Society).

We also developed one-page draft narratives based on the
interview transcripts and in collaboration with the partici-
pants. The narratives provided a summary reflection on the
photographs taken by each participant and served as an ‘artist
statement’ in the exhibition. The process of distilling up to
eighty pages of transcript into a one-page story required us to
look for the ‘poetry’ of the person, the rhythm of their voice,
and what it was they wanted to be heard. In challenging
stigma, we needed to be mindful of what was included and
how participants were portrayed. The narratives comprised
only participants words, capturing their voice in content and
form. Draft narratives were returned to participants for com-
ment and/or changes via support staff who discussed the
narratives with participants. This process ensured the
insights we had identified from the interview transcripts had
meaning for participants (Hewitt, 2007) and was also
another opportunity for us to give participants epistemic
privilege. Most made minor changes to their narratives
while three participants made more substantial changes.
This demonstrated that participants felt able to negotiate
from a position of agency and trusted that we would respect
their input.

Phase 6: Public Launch and Exhibition

The aim of this stage of the project was to challenge commu-
nity assumptions about mental illness and to hopefully provide
an empowering experience for participants. An alias was cho-
sen by each participant and used in the exhibition catalogue
reproducing their narratives and selected photographs (see
Paton, Carrington, & Horsfall, 2016). The exhibition was

co-curated by the research participants and held in a regional
gallery (Fairview Artspace, Mudgee, NSW) over a three-week
period. With around 100 people in attendance, the opening
address was given by a deputy commissioner from the NSW
Mental Health Commission. Most importantly, there was a
good turnout rate from participants. Some contributed to the
organization of the opening, such as making decisions about
who to invite or where to hang the artworks, and also had active
roles in the proceedings, being speakers or providing musical
entertainment. The embrace of the exhibition by participants
demonstrated the extent to which they felt empowered to chal-
lenge the stigma and discrimination that so often surrounds
mental illness. It provided them with a very real opportunity
to make a significant, powerful, and public statement about
their lived experience of mental illness and recovery.

Outcomes of the Tripartite Approach

The tripartite approach underpinning the Stories of Recovery
project aimed to further the understanding of mental health
recovery by providing opportunities for people with lived expe-
rience of severe and persistent mental illness to convey their
knowledge. Producing new insights about recovery stemmed
from centering the participants themselves as experts; in this,
the research design itself was enabling. The recovery-oriented,
trauma-informed, and collective impact approach, together
with the creative methods used, facilitated participants to
express their stories, knowledge, and experience in ways that
would not have been possible with traditional interviewing
techniques alone. Participants were given the tools to have their
own voice and, trusting that we might actually listen, they
spoke differently.

As a result, we elicited findings that enlarge the recovery
concept of social connection to include nature, animals, and
family history (no matter how troubled that history may be).
Indeed, nature, be that wild places, community parks, or
domestic gardens, was almost universally significant to parti-
cipant’s sense of connection and belonging: It’s really a magic
area (Figure 2), getting outdoors and being in the environment
and being just present with the environment and that helps with
my mental wellbeing. It’s an energizer—it tops me up, it fills me
up (P11).

An important subtheme of connection and belonging high-
lighted by the findings was history and its importance to identity.
This is a crucial finding because service providers often tend to
avoid family history, especially if it is troubled or traumatic. Yet
to participants, such a history is part of who they are. It is
therefore vital that service providers follow the lead of service
users about personal history, being mindful of the potential for
retraumatization, but at the same time, not avoiding something
important to the recovering person’s identity.

Our findings support the recovery emphasis on social inclu-
sion and the shift away from deficit approaches to people
experiencing mental illness (Tse et al., 2016). The data demon-
strated that people living with mental health issues contribute
to social capital in communities and families through the cycles
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Figure 2. Participant photograph (P11).

of their wellness and unwellness. Highlighting this is important
and has the potential to significantly contribute to the reduction
of stigmatization and discrimination often experienced by peo-
ple with mental illness living in the community. As can be seen
in the following quotation, people demonstrated their need to
care for and contribute to the social capital of communities.
This emerged, we argue, due to the recovery orientation of the
research method and that people were given opportunities to
speak about what they contributed rather than being asked
‘what do you need.” For example:

P23: No matter what you’ve gone through or done the next
person listening to you can get through what they’re
going through. I had so many people commit suicide and it’s
too confronting and to tell the story it’d save somebody else.
Just talking on the phone, doing the shopping at Coles I come
across someone. Someone wants to talk and I’ve had people
saying, “Oh it’s been a pleasure talking to you” and “Thank
you very much for talking to me” So, it makes a difference in
their world. And that’s a lot for me.

Similarly, asking participants ‘what is helpful” provoked pow-
erful examples of resilience and renewal amid moving stories
of trauma, loss, and grief. In many cases, the struggles provided
motivation for making change in their lives, for example: I'm
trying to get into things, all the services I need, all the courses [
need, all the other medical things I need. I'll do anything to get
them boys back (Figure 3; P6).

Our research methodology also enabled participants to ver-
balize their concerns about service provision, highlighting what
is important and what is unhelpful. The findings showed the
significance of compassionate person—centered service provi-
sion in both clinical and nonclinical settings and highlighted
the presence of a culture clash between different services. Clin-
ical services especially, have not yet fully embraced the impli-
cations of recovery’s conception of people as self-determined
choice makers in control of their lives.

The findings generated by the Stories of Recovery research
provided unique perspectives offering innovative possibilities
for policy development and service provision (see Horsfall,
Carrington, & Paton, 2016 and Horsfall, Paton, & Carrington,
2017, for details of the research findings and recommenda-
tions). While participants contributed much to the research, our
tripartite approach also served to give back to participants in
terms of empowerment, growing positive identity, and social
inclusion. Simply knowing that people had the opportunity to
contribute to improving service provision and to challenge
stigmatization was a positive influence on their well-being.
However, the research methodology was also enabling. It gave
participants the opportunity to speak about mental health ser-
vice providers and to say what was necessary, important, or
unhelpful in service provision: The mental health system ruined
my life and its worse than my original problems. Attitudes of
service providers can be very discouraging and not helpful at
all when they focus on the clinical side all they think about is
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Figure 3. Participant photograph (P6).

medication. Don't like it. Not holistic at all. Numbs the pain
with drugs that don’t help (P7).

Relatedly, the opportunity to tell their stories and be heard
was a very powerful dimension of the research as many parti-
cipants had histories and experiences of not being listened to:
Everywhere else I go even if I go the police station or some-
thing they just keep on telling me to get out the door (P14);
thank you for letting me tell my story (P6); and I'm just pleased
that my story, it’s all been recorded and said (P24). The pos-
itive impact of this self-authoring process on their well-being,
notwithstanding complexity of illness, cannot be overstated
(Onken et al., 2007).

Important to the success of the methodology was the colla-
boration between the research team, partner organization staff,
and participant supports (carers and families) that enabled
opportunities for participant leadership and co-design, especially
in the exhibition phase. With supports in place, a group of parti-
cipants took the lead on organizing aspects of the opening event
including guest speakers and entertainment. Furthermore, parti-
cipants themselves were involved in speaking at the opening and
providing entertainment. They also had very clear ideas about
what story their exhibition narratives should convey to viewers
and felt sufficiently empowered by our methodology that some
made substantial changes. For example, one participant re-
named and rewrote parts of her narrative to reflect what she
wanted readers to know about the nature of mental illness: The
heads and tails of depression/anxiety (P10); while another

renamed the narrative in a way that reflected her growing pos-
itive identity: The real story about me (P20). One participant
even wrote their own narrative before they were interviewed.
However, being empowered by the tripartite model, partici-
pants also contributed to the evolution of the research methodol-
ogy throughout the course of the research. For example, during
interview, one of the participants redesigned our strategy for
giving people back their photographs. Initially, we intended to
return these to participants by post after the process of printing
photographic enlargements for the exhibition was complete:

P6: So, do I get to take these home?

Researcher:  No! Sorry! Well actually—no because why I need
to keep them is that I need to cross-reference them
with the CD so that I know what numbers and then
can we post them to you? You want to take them
now don’t you?

Pé6: What if we [here P6 takes the researcher’s pen and

writes numbers on each of the mini-photo identi-

fiers that accompanied the CD so the chosen images
could be cross-referenced for printing without the
need to keep the photographic prints.]

Ah, so let’s number them. So here, you can do it.

I’m glad you can take them. That’s a really good

idea ‘cos there’s people I spoke to yesterday and I

said, “No you can’t take them home” and I hadn’t

thought to do that!

Pé6: I’'m smart!

Researcher:
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You are smart! I’'ll remember that for the next peo-
ple! Thank you.

Researcher:

Three months after the research project was completed, we
contacted as many participants as possible to follow up on the
impacts of their participation in the research process, to elicit
feedback on their experience, and to convey our thanks person-
ally (after having written to each participant at the close of the
research project). This process revealed that the opportunity to
reflect more holistically on their lives through visual form and
to articulate their stories publicly was empowering for partici-
pants and had a positive impact on their level of social engage-
ment. The following examples show some of the changes
experienced by participants since being involved in the project:

P20: I’m not scared of meeting people now; I was wary before,
not happy to meet people; but now I have some new
friends. I’'m singing more and have a regular gig on Friday
nights.

P4: I’ve continued to work with photos in this way after the

project; using them to ‘heal’, they help me connect to
feelings and memories; helping me to confront people I
didn’t want to look at; I’'m now ‘touching’ and ‘looking’
at the photos—the process is healing and soothing.

P2: I’ve now got awareness of how many people are struggling
with mental health issues from all walks of life; I've got
more empathy; and I’m more confident in relationships
with others. I’'m moving forward with my music and have
another gig, too.

Concluding Comments

The Stories of Recovery research approach utilized consumer-
led recovery principles to inform the overall design and conduct
of the research. On a macrolevel, we also used the lens of col-
lective impact to elicit a shared vision across the net of support
necessary for participant engagement in the research. At the
microlevel, we integrated trauma-informed ‘care’ into a best
practice research model using strategies that supported partici-
pants in the research. The research findings showed that deploy-
ing creative methods within a research design informed by the
tripartite approach was key to eliciting the research outcomes.
The design enabled participants to express their stories, knowl-
edge, and experience in a context of safety for both participants
and researchers. The research also contributed to participant
empowerment and enjoyed an exceptionally high retention rate
despite people’s ongoing vulnerabilities and challenges.

In its capacity to generate insightful data while at the same
time maintaining safety for all involved, the tripartite approach
provided a comprehensive basis for successfully implementing
sensitive inquiry in the context of this study. We therefore
recommend using the tripartite methodology when doing
research with people with lived experience of mental illness.
Further research is implied to test whether and how this meth-
odology would be useful across groups of vulnerable partici-
pants outside of the mental health field. Additionally, the
successful use of photovoice in this context suggests that it is

a useful method for enabling participants to tell their own
stories in their own words and to ‘speak truth to power.’
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