
THE POWER OF STORIES Module 4



LEARNING OBJECTIVES

By the end of this module you will have gained an understanding of:

❖Story as a broad concept

❖The theories of Story as defined by StoryAID (StoryAID)

❖Examples of Story in practice (in multi- and interprofessional settings)



MODULE OVERVIEW

❖History and theory of Story

❖Story as a concept

❖Fundamentals of Storytelling

❖Storytelling and Collaborative 
Practice 

❖Key studies of Story

❖Model cases of Story

❖Practical examples of Story



BACKGROUND



HISTORY OF STORY
❖Telling stories is grounded in the earliest forms of conveying cultural standards .. and memorable legacies (Yoder-

Wise, Kowalski, 2003)

❖Our view of the world our actions, relationships and language are governed by the creation of unique stories and 

the way we storytell.  (Mehl-Madrona, Mainguy 2015) .

❖The early exploration and application of Story,  to facilitate an authentic connection with the audience (Suzuki, Feliú-

Mójer, Hasson, Yehuda,  Zarate, & Mary 2003), behavioural change in Neuroscience (Mehl-Madrona 2015), 

humanising Healthcare education (Francois, 2019) has become the 21st century’s non-pharmacological intervention.

❖Pfeifer suggest that using storytelling to support the rehabilitation of vulnerable human beings enables them to 

express their own voices. And in a safe environment it can act as a “medicine of recovery” ; the “médecine de la 

personne” (Pfeifer,2010).

❖The origins of story and storytelling underpins the profession of medicine (Charen 1951). For both in nature and 

effect perform the therapeutic and caring responsibility of “caring for” the human being.(Anderson 2015)



THEORY OF STORY

Story theories begin to discuss the following aspects of human communication:

✓The lives of the human being are storied. They are engaged in, and the creation of story 
throughout their lifetime. (Mehl-Madrona 2007). 

✓Human beings follow a cycle of story which is underpinned by the Hero’s Journey (Campbell 
1949)

✓There are stages within which the human being engages with the story that emerges from a 
hidden place, a more complex process known as Quantum Story (Boje, 2014)

✓That the human being is defined as having three distinct characteristics and has a genetic 
predisposition to create story, known as Global Reference Theory. (Anderson 2020)

✓The human being has a specific epigenetic response to environment, time and environment 
contribute to create profound anagogical experiences. This can be explored via the Quantum 
Dynamic Spatial Architecture theory. (Anderson 2020)



STORY AS A 
CONCEPT

“Knowing persons through their stories, narratives they tell, 
provides contextual detail and person-revealing 
characteristics that make them individuals..” 

Hall & Powell 2011



CORE COMPONENTS



DEFINING ATTRIBUTES

The defining attributes of storytelling 
identified in the literature review are: 

I. It is a non-invasive human process; 

II. It requires the professional to engage 
with story, rather than interrupt the 
story, 

III. anagogical experiences, and 

IV. It co-creates a collaborative bridge, 
between the patient, their loved-ones 
and the professional developing a 
“healing community” for the benefit of 
patient-centred care.

V. Patient and Professional inhabit 
interchangeable roles of “guide” and 
“traveller”, that ensure that stories are 
shared.

VI. Stories are the fundamental currency 
of healing.

VII. Stories reaffirm the humanity of the 
person

VIII. It ensures that the process of “getting 
better” is not simply a physical goal, 
but one that fundamentally 
incorporates the emotional and 
spiritual elements of being human,



ACTIVE INVOLVEMENT & EXPERIENTIAL LEARNING

❖First defining attribute of Story: it includes 
non-invasive intervention (GRT) undertaking 
the responsibility of treating and 
understanding the cultural aspects of the 
patient as a human being with dignity and 
respect.

❖ Second defining attribute of Story: it is 
process that does not interrupt the person’s 
story. That the professional’s responsibilities 
do not diminish but identify the stories of the 
vulnerable person, their loved ones and 
members of the health care team who 
participate in either patient assessment 
and/or management.



ANAGOGICAL EXPERIENCES & COLLABORATIVE 
CARE

❖Third defining attribute of Story: it 
includes co-creating a collaborative bridge 
(GRT) between all professionals and loved 
ones engaged in the caring of the person.

❖ Fourth defining attribute of Story: it is 
process that encourages the ”Guide” and 
“Traveller” concept. Ensuring influence for 
the caring of the patient is a shared 
responsibility. 

❖Final defining attribute of Story: it is 
process that ensures that the goal for caring 
acknowledges and ensures that the Physical, 
Emotional and Spiritual are critical to caring 
for the patient.

❖A wide range of professionals can 
participate in Storytelling, such as nurses 
(including nurse practitioners or nurses 
with advanced degrees), doctors, 
pharmacists, social workers, nutritionists, 
physical therapists, occupational 
therapists, counsellors,  physician 
assistants, dentists, emergency medical 
personnel including paramedics, 
radiology professionals, and respiratory 
care professionals. Any medical or allied 
health professional that engages in 
patient assessment, care, and/or 
management may be included in co-
creation of story and storytelling.



WHY IS STORY IMPORTANT

Professor Diack and Dr. Falconer, managed and edited the recent international 
StoryAIDEU study that outlined the following critical information concerning the 
concept of Storytelling:

"Storytelling is defined as a holistic and culturally co-created experience, which 
authentically navigates and engages human beings in a dynamic process of 
sharing, learning and celebrating our interconnected lives.”

The following continents agreed with the concept: Africa (75%), Asia & South 
America (100%), Asia (Australasia/Oceania (83%), Europe (79%) & North 
America (78%).

In addition, the concept had professional agreement between Educators (89%), 
Researchers (94%), Trainers (86%), Practitioners (68%) & Students (67%).



STORYTELLING AND COLLABORATIVE 
PRACTICE



OVERVIEW: STORY AND COLLABORATIVE 
PRACTICE

It is important to reiterate the Delphi study Storytelling results, as it demonstrates cross-
professional healthcare agreements. The results show the following:

"Storytelling is defined as a holistic and culturally co-created experience, which authentically 
navigates and engages human beings in a dynamic process of  sharing, learning and celebrating 
our interconnected lives."

❖Nursing and medical disciplines included: Physiotherapy (100%), Radiography (100%), 
Public Health (80%), Midwifery (75%), Psychology (67%), Pharmacy (50%), and Engineering 
(67%).  

❖ There is an increasing demand for collaborative work between healthcare professionals 
from allied backgrounds, 

Therefore, healthcare professionals need to develop the knowledge and skills required to 
work together effectively to positively impact patient care. 



FRAMEWORKS TO SUPPORT STORY 
INTERVENTIONS
World defined frameworks that define and incorporate Storytelling within the institutional Healthcare & 

Educational systems are lacking, However the current English NHS long term plans (Jan 2021 for delivery 

in 2022).  (Integrating Care: Next steps to building strong and effective integrated care systems . NHS 

2021)

Within this document (Sec2:22) Collaborative practices are being advocated using main theme including: 

1. Providers, 2. Place-based partnerships, 3. Clinical and professional leadership, 4. Governance and 

accountability .

❖Storytelling provides in addition to IPE a method of integrating effect collaboration which involves 

solving challenging problems together, interacting, negotiating, and jointly working with health workers 

from any background. 

❖The benefits of co-creating the collaborative bridge will include strengthening health care systems, and 

improving patient care in terms of quality and safety provided, reducing the cost of care, shortening the 

duration of patients’ hospital stays, and improving health outcomes (WHO, 2010: Buring et al, 2009).



KEY STUDIES:
Article Country Premise Methods Conclusion

Mehl-Madrona et al, 

2007 

Canada Illnesses cannot be treated 

without the considering the lives 

of other people

To learn the craft of storytelling at

the beginning of the healthcare 

qualification

All training institutions who ensure that 

Healthcare Education weave storytelling 

approaches within their curriculum  will 

produce effective professionals.

Suzuki et al, 2018 USA To encourage scientists to 

communicate more effectively.

To use storytelling as a way to 

describe critical research 

information.

To enable all communities to engage and 

challenge the results of complex research 

that will effect many communities, without 

excluding them,

Hall et al, 2011 USA Mental health nurses must know

their clients in depth.

In the examination of patients’ 

mental illnesses, more time and 

effort to be devoted to 

interdisciplinary story building.

Successfully improving patients recovery and 

improving the way narratives are understood

interprofessionally..

Morris, 2008 Global To show effectiveness of 

Narrative Medicine approach 

to disrupt biomedical methods.

Explores how narratives from a 

Global perspective, challenge the 

traditional Western medical model

Narrative Medicine will challenge the way 

Healthcare professionals maintain and

actively encourage professional distance 

Sweeney et al, 2018 UK Trauma and mental health are 

linked and can cause 

retraumatization of specific 

communities 

Conceptual paper Mental health professionals can by 

understanding the trauma of the patients can 

also benefit the professional.

Vivian Day , 2009 USA To encourage the use of 

storytelling to present

healthcare information

Encourage more global and 

experiential learning for nursing 

students

Storytelling will increase health literacy in 

patients and professionals



MODEL CASE
An Elder was admitted to hospital having been affeced by a severe stroke.  The Elder was in bed surrounded by other Elders 

and loved ones speaking excitedly to each other. The nurses informed the hospital volunteer in the ward, infront of the Elder

indicating that they couldn’t speak and was incapable of communicating with anyone. Evidence for this came from another 

professional who they enthusiastically respected they had made this clear to the family. They immediately  introduced the 

volunteer to the family and left. The volunteer turned to speak to the family only to be met with disgust. The loved ones, voiced 

their upset, and felt ill-treated and proceeded to ask politely, the volunteer to leave. “I’m sorry,” said the volunteer, “what have 

I done?”

“Why,” said the loved ones, “didn’t you greet the Elder?” The volunteer felt embarrassed and asked why this had continued to 

take place in the ward. (non-invasive intervention). They proceeded to retell, how they felt their dignity had been continually 

compromised. The volunteer apologised profusely, and turned to the Elder in the bed and bowed asking for their apology to be 

accepted by the Elder and the family. (non-interruption of  the person’s story). The Elder smiled and the loved ones immediately 

warmed to the manner in which the volunteer responded. 

The nures returned, speaking to the volunteer and smiling at the family members, without acknowledging the Elder. Immediately, 

the volunteer,  asked the nurse if they could speak to them outside of the ward, and informed the nurse that the Elder should be

accorded respect and hoped that together they could apologise for ignoring the person who still had a central role in the 

family. (“guide” & “traveller”). The nurse and the volunteer returned and bowed, apologising both to the Elder and family. And 

stated that they would ensure that other nurses and staff would be made aware of the knoweldge she had learnt. (collaborative 

bridge). 14 weeks later, the Elder was able to venture outside of the ward to explore the hospital with their family, and found 

that the nurses, doctors and staff, accorded her the respect & dignity by bowing first to her, before greeting the Family members 

(Physical, Emotional and Anagogical experience).



CONTRARY CASE 
An Elder was admitted to hospital having been affeced by a severe stroke.  The Elder was in bed surrounded by other Elders and 

loved ones speaking excitedly to each other. The nurses informed the hospital volunteer in the ward, infront of the Elder 

indicating that they couldn’t speak and was incapable of communicating with anyone. Evidence for this came from another 

professional who they enthusiastically respected they had made this clear to the family. They immediately  introduced the 

volunteer to the family and left. The volunteer turned to speak to the family only to be met with disgust. The loved ones, voiced 

their upset, and felt ill-treated and proceeded to ask politely, the volunteer to leave. “I’m sorry,” said the volunteer, “what have I 

done?”

“Why,” said the loved ones, “didn’t you greet the Elder?” The volunteer felt embarrassed and asked why this had continued to 

take place in the ward. They proceeded to retell, how they felt their dignity had been continually compromised.  The volunteer 

apologised profusely, and turned to the Elder in the bed and bowed asking for their apology to be accepted by the Elder and the 

family.

The Elder smiled and the family immediately warmed to the manner in which the volunteer responded. The nurse returned, 

speaking to the volunteer and smiling at the loved ones, without acknowledging the Elder. Immediately, the volunteer,  asked the

nurse if they could speak to them outside of the ward, the nurse reminded the voluteer that they should not interfere with the 

patients and wer only asked to entertain the patients. If this was too difficult they would be able to find suitable patients with 

whom they could speak. The volunteer returned and bowed, apologising both to the Elder and loved ones. And stated that they 

would would attempt to return. The volunteer upset and felt that their dignity had been compromised, but felt unable to 

speak about this incident to other staff.



EXAMPLES OF PRACTICE 



KUALA LUMPUR, MALAYSIA.

Aim: This research is aimed at promoting interfaith dialogue as well as fostering peace and harmony 
between students of .

Key services: The Department of ‘Aqidah and Islamic Thought, Academy of Islamic Studies, University of 
Malaya; Department of Theology and Philosophy, National University of Malaysia and Centre for Religion 
and Society of Malaysia Theological Seminary. 

Treatment plans: Through group conversation, fieldwork and workshop with the students, this study 
demonstrates that peace education through storytelling can be utilized as a tool of narrative truth-telling, 
aimed at restoring interpersonal relationships, healing traumatic experiences and promoting social 
coexistence (ta’ayush).

Education opportunities: The storytelling approach with a member from ‘the other’ group can be 
interpreted as a desire to proclaim the ‘unheard’ voices and feelings to be shared with ‘the other’. It 
connects with the practice of active listening to overcome prejudice, leading towards the transformative 
learning process.

❖Peace storytelling may therefore, be seen as an understanding ‘the others’. 

❖This study also recommends the significance on creating environments to foster inter-religious dialogue, 
expanding formats of interfaith dialogue and increasing religious study through education and training. 



TASMANIA, AUSTRALIA
Aim: To evaluate the impact of an arts in health programme delivered by a specialised artist within an acute 
older person’s unit

Key challenges: Acute hospitals must meet the increasingly complex needs of older people who experience 
multiple comorbidities, often including cognitive impairment, either directly related to their admission or 
longer term conditions, including dementia. A focus on physical illness, efficiency and tasks within an acute 
care environment can all divert attention from the psychosocial well-being of patients

Treatment plans: This focus also decreases capacity for person centered approaches that acknowledge and 
value the older person, their life story, relationships and the care context. The importance of arts for health 
and wellness, including responsiveness to individual need, is well established: however, there is little evidence 
about its effectiveness for older people in acute hospital settings.

Education opportunities: The programme had positive impacts for the environment, patients, families and 
staff. The environment exhibited changes as a result of programme outputs; patients and families were 
engaged and enjoyed activities that aided recovery from illness; and staff also enjoyed activities and 
importantly learnt new ways of working with patientsExamples of interdisciplinary actions: the use of a 
postural school through physiotherapy, in which patients can participate in walking or other outdoor activities, 
the referral of family issues to the psychology department, and the inclusion of home services in the care 
provided



YORK, UK

Aim: Supporting student nurses to appreciate ageing and the needs of older people is particularly challenging, but an 
increasing priority. 

Key challenges: Nurse education, and more generally the caring professions, often focuses on reflective practice to 
promote engagement and insight into the experiences of others. 

Treatment plans: The approach involves close collaboration between the university and care home settings, including 
residents and their families and care home staff. 

Education opportunities: Whilst reflective approaches to education can go some way in helping student nurses understand 
the experiences and needs of older people, we considered an alternative approach that would promote a different level 
of engagement and insight. Our approach uses creative writing as a way of ‘transforming’ how student nurses think (and 
feel) about older people. 

❖Within the classroom setting, specific creative writing techniques (such as speed writing and autobiographical writing) 
are taught, alongside awareness of nursing care for older people. Specific learning opportunities are provided by a 1-
week care home placement to facilitate in-depth interactions between a student nurse and an older person.

❖Students produced a story about their older person and these stories were compiled in a book. The combined 
knowledge, skills and experience of the teaching team fostered a unique and rich learning experience for the students 
aimed at building students’ confidence, as both practitioners and authors. 



WRAPPING UP 



CONCLUSIONS

❖The shared stories form a co-created healing story for both patient/vulnerable 
person and staff

❖Storytelling fundamentally supports the celebration of, and explores the sharing 
of identities

❖Reaffirms the humanity that exists between each person

❖An understanding that “getting better” to not simply a physical goal, which 
escludes mental health, and spiritual health.



IMPACT WHEN STORIES HEAL (FOR BOTH PATIENT AND HEALTHCARE 

PROFESSIONAL)

❖The co-created and integrated impacts that emerge when this process is integrated into ones belief system, will 
define the depth of healing from which both “patient” and the ”practitioner” may experience.

❖ This holistic process of integrated experiential learning will benefit the immediate period of the relationship and 
long after the patient has been reintegrated into an environment that recognises them as a “Person” with agency 
rather than a “Patient” who may not.

❖Sharing identities permits the healthcare professional to gain insight into the inequality and structural issue the 
patients, and extend their lived experiences of the institutional inequalities that affect both of them.

The power of the storytelling process,  severely diminishes the process of “othering” the patient; reducing (in some 
cases actively excluding their humanity , e.g. African heritage mothers during maternity are not heard and as a result 
,” Black women are five times more likely to die in than white women”. (HOC/HOL 2020, p15; sub sec. 43) the 
agency and rights of a human being. In this case, such diminishing can lead to preserving the life of another human 
being and the empathy and compassion of another. 

❖ The act of labelling the person (Tournier 1975) can redefine them within a healthcare environment, as an object, 
and impose a societal position and role, that can be damaging to both the patient & professional (Goodrich & 
Cornwell 2008).  The healthcare professional by integrating the power of storytelling into their practice, intelligently 
challenges institutional pressures and actively advocates for the humanity of the patient.  Thus, encouraging the 
“professional” and “patient” to  become human beings seeking to heal each other.
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