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Critically Evaluate Narrative Inquiry as a Method and Reflect on your Process as a Fieldworker

[bookmark: _Hlk35357164]
Definitions of narrative research and methods of analysis are as diverse as the researchers who engage in it.  The understanding of what constitutes narrative, is also in question, widely debated in popular culture and research.  There are numerous uses for narrative inquiry, including the use of stories to “change people’s relations to social circumstance” (Andrews, Squire and Tamboukou, 20013, p.4).  With healthcare systems heavily reliant on technologies and tests, the human aspect of care can easily be lost (Gunilla and van de Riet, 2014) meaning narrative inquiry is increasingly used in nursing.  Narrative inquiry “captures personal experiences that are difficult to describe … and reflects experience and the social environment where it was experienced” (Gunilla and van de Riet, 2014, p.1).  It amplifies unheard voices, communicates realities, and reveals the “intricacy of phenomena and paradigms” whilst demonstrating healthcare providers “care about how knowledge is produced” (Wang and Geale, 2015).  Nursing researchers Wang and Geale (2015) suggest narrative inquiry can be used to improve clinical practice.  They caution, no research method can provide all the answers to healthcare delivery. As an Applied Anthropology undergraduate, invited by the Patient Experience department of Withybush Hospital, to collect patients’ stories, with a view to shaping the delivery of maternity care, these understandings of narrative inquiry, fit my purpose.  This assignment reflects learning gained from a two-week placement at Withybush Hospital, collecting patient experiences of maternity care, transcribing, analysing data and writing a report.  I focus predominantly on how power dynamics shaped the research and consider alternative ways of co-constructing a more collaborative narrative.

Scholars widely understand human beings as meaning makers who create and share stories.  Stories connect people, reflecting their experience and are used to make sense of their world and request others to hear and acknowledge them.  Stories require both narrator and audience with people using them to convey subjective truths, tell and bear witness to life events (Caliskan, 2018), to reveal themselves in ways they’d like to be seen and talk about social issues, relevant to themselves in a political way (Breheny and Stephens, 2015).  All story telling relies on the relationship between narrator and listener, both playing an active role, within the embodied experience of sharing a story.  “The listener is not a neutral bystander”, contributing directly to the narrative (Breheny and Stephens, 2015, p.).  In narrative inquiry, Conelly and Clandinin (1990, p.4) claim empowering relationships of connectedness are built between researcher and participant over time, in “situations of equality, caring, mutual purpose and intention”.  Most narrative researchers write of the importance of time for developing relationships, it also being important for gaining informed consent.  Robinson (2015) highlights the difference between passive assent and consent.  On reflection, I felt some participants, had assented to conversation rather than consented.  My research was carried out within a short timeframe, within a healthcare setting, where humans become “patients”, routinely giving up power to the medical model, to engage in unequal caring relationships.  Despite my independence from the hospital, my NHS badge conveyed a sense of medical authority.  In combination with time constraints, this left me wondering if patients saw engaging with me, as another obligatory part of attending clinic, where they spoke to my NHS badge.  

“Talk between researchers and disempowered groups in society is complicated by power relations we wish to investigate,” (Breheny and Stephens, 2015 p.288) with some institutionalised people understanding interviews with a researcher, as an intrusion or increased surveillance.  Others denied a voice in the past, may not be able to express their experience to a researcher.  “Aspects of identity, class, ethnicity and sexual orientation, markers of difference” (Robinson, 2015, p.72) also affect power dynamics and outcomes of research.  I noticed many participants were white, educated, middle class women, comfortable with my social identity.  I noticed many who refused my invitation to share their experience, belonged to a different social group, particularly young mothers, working class mothers and ethnic minorities. One working class mother, who assented to speak with me, struggled to voice her experiences, seeming nervous, uncertain of what I was asking of her, commenting “I’m no good at this” more than once.   I persisted painfully with our conversation, striving to find connection between the long pauses and single word answers.  There were moments where I felt trust was building.  She shared she had given birth in a very public space and it had been a shocking experience for her yet seemed unable or unwilling to reveal more of her story.  A different researcher, a second meeting or a different environment might have been helpful to build trust. One immigrant mother consented to speak with me, but the noisy environment and interpreting her accent, left me struggling to hear or draw her into more meaningful conversation. These experiences left me wondering, how might their voices be heard and to what extent do power dynamics and identity of the researcher, determine who volunteers stories, even before verbal conversation begins.  

[bookmark: _Hlk35377313]Once in conversation, how we hear things, what we fail to hear, the way stories are shaped for their audience and the researchers ability to “imagine the worlds they are trying to convey” is crucial to understanding experiences (Squire, Andrews and Tamboukou, 2013, p.18).  Over time, in an attempt, to diffuse power differentials, methods of collecting stories have moved beyond verbal conversation. Time and logistics of my placement did not allow for the use of alternative methods such as visual or material techniques.  Research takes place in a physical space, which can be loaded with meaning writes Robinson (2015) about her work with adolescents.  She advocates for mobile interviews, driving or walking, with participants directing the route, controlling timing, music played and the story with empowerment of participants being the key aim.  Despite time spent, thinking about power dynamics prior to placement, the environment in which I worked was not negotiable.  Inviting participants into a consulting room within a healthcare setting, to sit facing me across a desk, immediately put me physically, in a position of control.  On entering the room, I offered participants their choice of seat but none took the consultants position.  As Robinson (2015, p.68) highlights, “practices, values, behaviours and attitudes” of an institution affects behaviour of both researcher and participant, shaping both what is shared, what is heard and what we fail to hear.  Myself, a mother, having experienced “high risk” pregnancies and caesarians, my life shaped by the practices, values, behaviours and attitudes of the medical model, this environment was loaded with meaning for me.  My ear was tuned to the language of risk, and the way it shapes individual experience.  This was the theme I predominantly heard, consciously or unconsciously drawing it out of participants narratives.  A different researcher might have been more attuned to other themes.


“The speakers’ intent is always met with the analysts’ interpretation” (Andrews, Squire and Tamboukou, 2013, p.18 cite Salmon and Riessman). During the process of transcription and report writing, I began to wonder whose narrative I was sharing.  Paying close attention to voices and words, each person became more embodied in their story, each sigh, each pause, each moment of laughter or nuance of tone, intensified my commitment to hearing and sharing their voices.  Yet writing the report, I felt myself becoming distant, forced to choose which intimate or personal experience to include or ignore, editing conversation, organising tangled threads, shaping my narrative of their narratives, to fit a linear report, people becoming qualitative data.  Yet in the words of Caliskan (2018, p.5) “nothing about narrative research is linear.”  I began to wonder if another anthropological method might be more honest, maybe auto-ethnography or a fictitious account like Taussig’s (2004) My Cocaine Museum.

Hils (2006, p,137) describes anthropologists as “marginal, liminal” entities, making themselves at home in uncertain environments, absorbing, observing, piecing together fragments of information to “create a coherent narrative”.  He discusses the value of anthropology in risk communications, enabling policy makers to manage risks from an empathic viewpoint.  Working with the MOD in research and policy guidance, his perspective comes from understanding fear drivers, to maintain a top down approach.  A different perspective to my own position, more akin to understanding the anthropologist as an agent of grassroots change.   His notion of risk management from an empathic viewpoint, is still relevant in risk driven healthcare.  Building on the notion of empathy, a more collaborative approach, incorporating voices of staff, might be useful when considering the impact of risk management on patient experience.  During my placement, that sense of liminality, (floating between departments, guided by PAL’s, chatting to mothers and health professionals), enhanced by the cloak of invisibility, (conferred upon me, by student status and NHS badge), left me feeling like a lurker, gaining a sense of the unwieldy beast that is the NHS.  For the first time, as an “almost insider” rather than patient, I noticed the behind the scenes worlds and secret lives of staff.  I experienced a growing sense that collecting the narratives of parents was not enough.  That stories of staff, needed collecting, hearing empathically and melding with parents’ stories.  Medical anthropologist, Farmer (cited by Beheny and Stephens, 2013) suggests hearing accounts of the powerful, to understand experiences and needs of the powerless (in this case parents on the receiving end of risk management and policy).  The NHS is intensely hierarchical, containing multiple worlds all rubbing up against and along with each other, co-creating each other’s existence.  If seeking solutions and positive change was the aim of the research, it seemed hearing staff stories and/or lengthy participant observation was needed to understand patient experience.  Hart (2006) in Pink’s Applications of Anthropology, reflects on her 20 years of experience carrying out participant observation within the NHS, giving voice to those who identify as “invisible” (domestic workers and nurses).  She writes of the importance of collaboration, establishing strong “vertical” and “horizontal” links with each hierarchical layer, recognising that powerlessness is experienced by all, stating understanding is cumulative over time.  I couldn’t help but feel, although hearing parents experience is essential, any hope of implementing change would only come with better understanding of the hierarchical forces shaping policy directives.  

Hart (2006, p.150) describes how participant observation allowed her to learn “through her senses and in her body” over a long period of time, almost losing sight of her identity as a researcher, bringing an entirely different perspective to “hidden dimensions of organisational life”.  Building on her observation, I realise as embodied, multi-sensorial beings, the world and the way we know it, is experienced through “embodiment, affect, imagination and sensory experience, shot through with power and history” (Culhane, 2017,p. 46).  Whilst hearing patients’ stories, the impact of lengthy waiting times in the Antenatal Unit kept cropping up, mostly relating to work and familial arrangements.  Two or three stories also referred to physical discomfort, but it was only when, one busy morning, with no room available, I gained an embodied sense of how lengthy waiting times might be experienced.  Two and a half hours recording stories, on uncomfortable chairs, in a dingy, airless room, without windows or natural light, slowly getting warmer, without access to water cooler or snacks, the cacophony of two competing TV’s and multiple conversations, close proximity to bored, crying children and multiple people, left me with a pounding headache.  A “felt” understanding of why a healthcare assistant used the term “sensory overload”, to describe the waiting room.  This helped me understand the experience of lengthy waiting times, in a way that simply hearing narratives, had not.  Few staff members spend any significant time in the waiting room, mostly dipping in and out from consulting rooms, with little “felt” experience of the waiting room.  How then to begin to understand the intensity of the birth experience and maternity care in the sharply contrasting clinical environment of Glangwili, or the more “homely” environment of the MLU, without experiencing each environment as birthing women do?  In the ideology of risk, it is easy to focus on risk management via expertise and technology within a clinical environment, without understanding embodied and sensory ways of knowing, described by Pink (2015, p.164) as “tacit”, “non-verbal”, “emotional”, “felt”, “emplaced” or “imagined”, not “easily expressed or even put into words”.  Conversational narrative inquiry cannot reveal the impact of these embodied experiences.  

Culhane (2017, p.48) refers to Irving, who studies the relationship between sensory experience and urban space, inviting pedestrians to record their stream of consciousness or internal monologue as they walk around a city.  In Irvings’ footsteps, perhaps collecting embodied, sensory recordings in the maternity department might reveal a different kind of narrative?  A mobile method as advocated by Robinson (2015), where power is effectively shifted to the participant.  In survival narratives, people tend to present their “preferred version of self”, positioning themselves as “worthy citizens” of moral fortitude with the ability to cope, without seeming overwhelmed (Breheny and Stephens, 2015, p.7).  Extrapolating this to patients’ survival and coming through maternity care, the theme of gratitude towards an overstretched NHS and unwillingness to be experienced as complaining or awkward, threaded its way through participant narratives, shaping the data. A mobile method, might reduce participants needs to position themselves as worthy, creating space for other themes.  Perhaps recording a stream of consciousness or internal monologue during tours of the Antenatal unit, the MLU and Labour Ward, might reveal a different narrative?  Or inviting parents to record, creative future imaginings of both “normal” and “risky” situations and the care they would like to receive?  The “birth plan” where mothers consider options, expressing care preferences for labour, is sometimes incorporated into maternity care.  I heard during my placement that for “high risk” women, little time might be allotted to this, unless women actively seek it out.  Seemingly, the birth plan, extending women a sense of control within the clinical setting, is sometimes lost, considered less important than expert, technological care when considering potential clinical risk.   Collating embodied sensory experiences of “high risk” women, in maternity care environments, might offer valuable insights for future care delivery?

Narrative inquiry is a performative and embodied method of research, curious about intersubjectivity (Breheny and Stephens, 2015, p.6), enabling the narrator to “actively hail” the audience and asking the listener to bear witness, meaning both narrator and listener co-create the conversation, producing a communal narrative.  Writing of sensory ethnography, Culhane (2015, p.56) states, “intersubjectivity is the space of thinking/feeling/doing/being created by people interacting with each other in and through social relationships.”  This in tandem with Hart’s (2006) reflections on the importance of collaboration for creating understanding relationships, between hierarchical layers within organisations, perhaps inviting people from multiple NHS worlds (eg. policy directors, medical staff, receptionists, kitchen staff and parents) to participate in recording sensory streams of consciousness or to participate in role plays of safe or risky scenarios, the co-creation of a multi layered, affective communal narrative might be enabled?  A narrative that offers tacit, felt and emotional insight into parent experience, creating space for an empathic approach, incorporating the voices of the powerful, less powerful and powerless.  Understanding the relationship between embodiment and affect is just the first step to power, persuasion and politics, writes Culhane (2017, p.55) citing Csordas, stating sensory ethnography has been particularly useful within the biomedical model for understanding relationships of illness, healing and ethics.  Culhane (2017, p.48) refers to Harbers work on end of life care, advocating for sensory ethnographic research into the lived, sensory experience of daily care providers in order to inform ethics and policy.  The way parents experience maternity care is as powerfully affective as end of life care, shaping numerous lives and meriting similar consideration.  The stories parents shared in my research, might be considered preliminary findings and a springboard for deeper, creative, less power laden, future based, sensory narrative inquiry into patient experience of maternity care?

In this assignment I reflect on my process as a fieldworker, critically evaluating narrative inquiry as a methodology, considering the role that time, environment, power differentials, narrator and researcher all play in shaping the research process and final report.  I also consider other methodologies which might be used to offer insight into patient experiences, concluding that mobile, sensory stories, incorporating voices of both patients and NHS staff might produce more a different kind of narrative, offering valuable insight into the embodied realities of patient care.
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