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Introduction 

Experiential wisdom, derived from expert knowledge of service users and carers, is of increasing importance in all aspects of UK mental health practice (1, 2), research (3) and education (4, 5). It occupies an important, historical role in user-led traditions in mental health as it is central to the development of the personal recovery approach (6).  The UK government requires mental health services (1) to offer service users opportunities to influence service development because listening to the user voice has been recognised to improve professionals’ empathy with service recipients (4, 5).   

This article explores the role of experiential wisdom in developing the mental health professional discourse. Foucault (7, 8) identified that knowledge is socially constructed to reflect the belief systems that dominate a society, epoch and social context – this he calls the discourse.  To develop a new discourse, requires a change in the social context and in its power structures, which impact on the dominant normative framework.  Acknowledging the value of experiential wisdom has the potential to construct the mental health professional discourse.  

I am a service user with a diagnosis of schizophrenia, a qualified and registered
 Social Worker, researcher, and Senior Lecturer.  This article relates my recovery story and reflects on how expertise-by-experience is currently valued, and considers its potential contribution to constructing the mental health professional discourse. Central to this, is recognition of different types of knowledge: experiential knowledge which is based on the wisdom of service recipients; practice wisdom derived from professional experience; and evidence-based practice which is informed by academic research (9). The next section introduces the impact of experiential knowledge on mental health research, practice, and health care education.
Literature review

Increasingly researchers seek to ensure that the voice of experience is represented in the development, delivery and dissemination of mental health research (3, 10) as there is growing evidence for its effectiveness in improving research processes (11).  This methodological framework requires a shift from emphasising practice and theoretical wisdom to recognising the value of experiential wisdom.  Moreover research programmes that promote user involvement make it more relevant to the needs that are prioritised by service recipients (12).  Increasingly service users desire their voices to be heard in research that evaluates the services that they use (3, 13).   

Service users should be central to decision-making about their own care and treatment because working in partnership leads to better outcomes for service users and their families (14). The nursing profession has developed an ethos which underlines the precept that patients should share decision-making in choices about their clinical care (14); moreover the Francis Report (15) emphasises the need for UK nurses to reconnect with experiential wisdom to ensure care and compassion in practice. The recovery approach, an aspiration of UK mental health services (1, 2), is unique among a number of mental health models to place primacy on the role of the service user in owning their own recovery (16), with respect for their own self-management techniques (6).
The value of expert knowledge in practice has been acknowledged by recognition of the importance of the peer support, which originated from self help models (17).  The growing emphasis on the value of peer support has been underlined by current policy (18) which led to the creation of new professional roles in the form of Support Time and Recovery (STR) Workers in UK.  This approach places experiential wisdom at the heart of practice as peer support workers apply their own knowledge of recovery to mentor other service users as they themselves learn to self manage their mental ill-health.  Moreover the efficacy of this model is increasingly evidenced (19, 20).
The inclusion of experiential wisdom is mandated in the development, delivery and evaluation of pre-registration training and continuing professional development in UK health care education (4, 5).   Nursing policy (4) highlighted the importance of the service user participation in both their pre-registration and continuing professional development; although this importance has been reflected historically in other studies (21).  Indeed social work has a more established history than other health care disciplines of incorporating the perspectives of service recipients in educating and training the professional workforce (5, 22, 23). Service user involvement has the potential to reconnect emerging professional workforce with experiential wisdom.  
In the next section I relate my own personal story of recovery and then consider the potential of experiential wisdom to influence the professional discourse.  
My recovery story
My mental distress began shortly after starting at university at the age of 18-years-old when I was very unhappy after recovering from a failed love affair.  I stopped sleeping and became increasingly mentally unwell, experiencing paranoia, which progressed to psychosis.  Walking down the street terrified me– because I believed that people could read my mind.  Voices and thoughts intruded involuntarily preventing me from concentrating.  I began to think that I was a secret agent with special powers who could overcome the problems in Northern Ireland where at that time there was civil unrest.  I was confused, exhausted and terrified as were friends and family.  Finally after 3 months of deteriorating mental health, tutors recognised something was wrong and the University Doctor arranged for me to see a psychiatrist.  In consultation with the psychiatrist, I decided that I would go into a psychiatric hospital and take medication.  
I believed that I had special powers to read people’s minds and that I could talk to television and radio presenters.  On discussing these special powers with other patients in the hospital I found I was surrounded by others with similar powers.  I had never heard of psychosis or hallucinations as indeed popular classic films portrayed the possession of special powers, but few well-known films described the experiences of psychosis, therefore it was more credible to believe I was special rather than ‘mad’. As I thought about this rationally, and reflected that I was in a psychiatric hospital, I made a conscious decision to be ‘mad’ rather than special – and in this decision were the seeds of my recovery.
My parents (who were staying nearby) took me on a day trip to climb a hill to Hadrian’s Wall.  (Hadrian’s Wall is an old Roman fortification in UK which divides northern England from Scotland).  I suddenly found my legs went into spasm.  I had believed that God was punishing my brain and now feared that he was punishing my body.  My parents had to carry me back to the car.  We were informed that the spasms were side-effects of taking powerful anti-psychotic medication.  It was clear that information on side effects would have prevented my fear and anxiety – although it is debatable if I could have processed this information at this time. 
Following the acute phases of ill-health, I had to relearn to concentrate after the mental health trauma.  My mother encouraged me to sit at the desk first for 30 seconds, increasing this each day.  I couldn't concentrate, but I managed to sit still.  After a while I began to increase concentration and began to read words –‘reading words’ denotes this experience as my thoughts had to be formed separately and individually.  

I received two courses of Cognitive Behaviour Therapy (CBT) on different occasions. CBT trained me to re-programme negative thinking which was so often at the source of my lack of confidence and low self esteem.  It taught me techniques to become an expert in my own mental health and to challenge paranoid thinking by weighing up the evidence rationally.

More recently as a service user, I have experienced recurring mental distress as I contemplated becoming a mother 5 years ago.  Experiences of shared decision-making, when deciding whether to take mental health medication in pregnancy, were an excellent example of partnership-working. My partner and I consulted my psychiatrist and the local expert pharmacist for advice as there is limited information on the evidence of the safety of taking anti-psychotic medications during pregnancy (24, 25).   Initially I stopped medication to see if I could remain well without anti-psychotic treatment.  My mental health deteriorated and my partner and I decided that it was not possible for me to have a successful pregnancy in such extreme circumstances.  We decided, in consultation with my psychiatrist and through investigating the latest and best evidence that I would continue to take mental health medication.  I had an event-free pregnancy and remained well, although I have documented the concerns and suspicions of maternity staff (26).
The place of experiential knowledge in mental health
My recovery story describes experiences of paranoia that are difficult to understand; yet for this reason the value of service user experience is central to reconnect professionals with experiential knowledge (15, 23).  This section discusses how my experiential knowledge contributed to the development of my research, relationships with practitioners, and the training I provide.   The conclusions highlight the difficulties of integrating experiential wisdom into the mental health professional discourse.
Increasingly new models of research emphasise the primacy of experiential wisdom (11, 27).  My PhD, completed in 2014, placed my recovery experiences at the centre of the research process as we invited carers to explore the new meaning of recovery through the delivery of a training programme (28). An interpretative framework was utilised and mainly qualitative data were collected with supplementary socio-economic data.  Participatory Action Research (PAR) was employed (29); this is a change-oriented methodology (30) that acknowledges the place of identity and experience in the research process (31). A steering group consisting of 7 experts from different backgrounds (research, practice, a user-trainer, and a carer-trainer) developed the recovery training programme and evaluation tools used to explore the impact of recovery on family carers. 
My recovery story was central to all aspects of the training programme and follow-up study.  It enabled the carers to recognise the importance of hope and optimism as they supported their family member, encouraging them to build their independence and confidence.  This process reflects the strengths approach in social work (32) which emphasises both the need to focus on strengths and the need to enable effective risk-taking to enhance the recovery process (33).  Thinking about the cyclical nature of recovery (34) enabled the carers to understand it as a lifelong journey rather than a destination point (35), emphasising the personal model of recovery (16), rather than the clinical model (36).  The centrality of user experience, which was successful in this study, has been reflected in much other research (10, 11, 12), however, user participation in research is still in its infancy (37) and many practical, ethical, moral, methodological and philosophical questions remain unanswered (38).
Service user involvement in decisions about their care and treatment is an aspiration of UK mental health practice (1); and has become particularly significant with the implementation of the recovery approach (16).  Controversially the austerity programme, a policy implemented by the current UK government (39), has resulted in cuts to public spending, which has impacted on the ability of mental health practitioners to deliver effective systems-wide recovery oriented practice (40). Despite this, individual practitioners can still support shared decision-making processes as my account demonstrates.  Indeed such an approach is central to effective and safe practice as successful decisions about treatment plans are not measured by mere compliance but more by partnership working (33). 
Users and carers are acquiring an increasing role in influencing the education of health professionals (5, 21). Students whom I teach often believe in the common stereotypes of mental ill-health that portray it as debilitating and have misconceptions about the dangerousness of people with schizophrenia (41).  They are surprised to learn how common mental illness is (42).  When I describe my recovery journey that combines struggle with resilience, they begin to understand the nature of these strange experiences.  Moreover as many users tell their stories they are empowered (23) as they themselves become teachers of students and professionals.  They often report a sense of reciprocity as they themselves give back to students who will become professionals. 
The difficulties of integrating experiential wisdom into the professional framework

Mental health service users, both in UK and internationally, have a rich history of presenting narratives about their recovery (26, 44).  Sharing stories of recovery is not comfortable, logical or always linear for the narrator because recovery is an often cyclical experience.  It reflects a status of ‘being in recovery’ rather than being ‘recovered from’ mental illness (43) as there may be moments of recurring mental distress. 
The knowledge that emanates from experiential wisdom can be difficult to incorporate into professional frameworks derived from academic and practice wisdom.  However the collective power that has emerged from service users owning and developing the model of personal recovery (17, 35, 45) replicates movements that led to the development of the social model of disability for those who are physically disabled by the societies they live in (46, 47).  This provides a precedent for the way experiential knowledge from mental health service users can be incorporated into the professional framework.  
Involving service users in the development of the professional framework redefines the relationships between service users and professionals. In order to allow professionals to embrace the user voice, there must be a breakdown of the boundaries between professional knowledge and user expertise and recognition of both as blurred and incomplete.  There must be a rebalance of power and a redefinition of what constitutes valid knowledge, whether it is derived from experiential, practice or academic wisdom.
Conclusion

The influence of the expert voice has many implications for the development of the mental health professional discourse. The increasing involvement of the expert voice in mental health research (10, 11) leads to the acknowledged role of users in developing the theoretical evidence base.  The recognition of the value of expert knowledge has clear implications for practice which leads to the implementation of shared decision-making in clinical care (1, 14) and the increasing recognition of the value of peer learning (19, 20).  Service user involvement in education and training is central to the development of the emerging professional workforce (4, 5) constructing the relationships between experiential knowledge and professional wisdom.  
In order to respond to experiential wisdom, professionals must recognise the diversity of mental distress. They need to understand the primacy of user expert knowledge at the centre of the professional discourse and to abolish the differential power imbalances that lie between professional knowledge and user experience; an issue of particular importance in debates about care and control (48) and implementation of the Mental Health Act (49, 50), which can lead to compulsory admission and treatment in hospital.  More widely, recognition of the value of expert experience at the centre of the professional framework, indicates how prepared practitioners are to be non-judgmental as they support service recipients and how willing they are to engage with user expertise with an open heart.  
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�In UK, the title ‘social worker’ is a protected title that can only be used by those suitably qualified and registered with the Health and Care Professionals Council (HCPC). The HCPC regulates UK social work practice and education.  
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