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Narrative reasoning is a central mode of clinical rea
soning in occupational therapy. Therapists reason 
narratively when they are concerned with disability 
as an illness experience, that is, with how a physiologi
cal condition is affecting a person's life. In this paper, 
narrative reasoning is contrasted with propositional 
reasoning, and two kinds of narrative thinking are 
examined. The first is the use of narrative as a mode 
ofspeech that can be contrasted with biomedical dis
course, in which disability is framed as physical pa
thology. The second involves the creation rather than 
the telling ofstories. Therapists try to Hemplot" thera
peutic encounters with patients, that is, to help create 
a therapeutic story that becomes a meaningful short 
story in the larger life story of the patient. 
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M
any professions identify good thinking with a 
process that resembles the scientific method
an application in practice of empirically tested 

abstract knowledge (theories) and generalizable factual 

knowledge. Here reasoning involves the recognition of 
particular instances of behavior in terms of general laws 
that regulate the relationship between the cause and a 
caused state of affairs (see Mattingly, 1991, for a related 
discussion of this pOint). There are many debates within 
the philosophy of science about whether this model of 
objective knowledge characterizes even the hard sci
ences, such as physics (Kuhn, 1962; Putnam, 1979; Rorty, 
1979). Also debated is whether the scientific method pro
vides an appropriate model with which to characterize 
professional reasoning (Dreyfus & Dreyfus, 1986; Schon, 
1983,1987). I enter these debates in arguing that a narra
tive model of reasoning, as opposed to scientific reason
ing in the traditional sense, is fundamental to the thinking 
of occupational therapists. 

Therapists think with stories in two distinct, but 
equally important, ways - through storytelling and story 
creation. Stmytelling constitutes an extremely important 
and underrated mode of discourse in occupational ther
apy. Recently, there has been a surge of interest in the 
health professions in eliciting stories from patients 
(Coles, 1989; Kleinman, 1988). It became clear in the 
course of the American Occupational Therapy Associa
tion/American Occupational Therapy Foundation Clinical 
Reasoning Study that therapists not only listen to the 
stories that their patients tell them, but also tell stories 
about their patients. Furthermore, an important part of 
this storytelling involves the therapist's understanding of 
the patient'S way of dealing with disability and with puz
zling about how to approach a problematic patient. The 
creation of clinical stories in clinical time is the second 
way in which occupational therapists use narrative in 
their reasoning process. I call such creation therapeutic 
emplotment. 

Narrative Reasoning and Storytelling: Making 
Sense of the Illness Experience 

What does it mean to say that occupational therapists 
think about their patients through the telling of stories 
and that this constitutes a primary form of thinking in 
their therapeutic practice? Jerome Bruner (1986,1990), a 
psychologist noted for his studies of cognitive develop
ment, argued that humans think in two fundamentally 
different ways. He labeled the first type of thinkingpara
digmatic, that is, thinking through propositional argu
ment and the second, narrative, that is, thinking through 
storytelling. The difference between these twO kinds of 
thinking involves how we make sense of and explain what 
we see. When we look at something and try to understand 
it through propositional argument, we are trying to take a 
particular and see it in general terms, as an instance of a 
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general type. For example, when we see a patient with a 
set of symptoms, we may note that we are seeing a severe 
case of Parkinson disease. According to Bruner, in linking 
the particular symptoms to a general disease category, we 
are thinking propositionally. 

Conversely, when we are thinking narratively, we are 
trying to understand the particular case. Specifically, we 
are trying to understand a particular person's experience. 
Narrative thinking is our primary way of making sense of 
human experience. We do this primarily through an in
vestigation of human motives (Burke, 1945; Gardner, 
1982). We think narratively when we want to explain not 
whether someone has Parkinson disease, but rather, why 
this patient's wife is so unwilling to have her husband be 
discharged home. The difference between these two 
modes of thinking in occupational therapy is illustrated 
by the way in which therapists use storytelling to talk 
about their cases over lunch or to present cases to col
leagues in weekly departmental staff meetings. 

At University Hospital in Boston, where the Clinical 
Reasoning Study took place, the therapists drew on two 
modes of talking to discuss patients. Case presentations 
consisted of two distinct parts: "chart talk" and storytell
ing. The first, chart talk, involved a familiar biomedical 
presentation. When speaking chart talk, therapists fo
cused on the pathology in general. The items ordinarily 
addressed were (a) key symptoms; (b) major typical 
physical impairments and primaly needs, especially ac
tivities of daily living needs; (c) assessment goals and 
other ways of rating a patient's extent of impairment; and 
(d) typical treatment modalities and strategies. 

The second form of case presentation was through 
storyteUing. Here the therapists shifted their focus from a 
discussion based on pathology to one based on the specific 
patients they had worked with and their experiences of 
disability. One example of such storytelling comes from a 
staff meeting in which an affiliating student was doing a 
presentation of a patient with Parkinson disease. After dis
cussing Parkinson disease as a pathology, she turned to 
describe her problems with a specific patient with Parkin
son disease whom she was treating and how his wife was 
responding to her husband's disability. As part of her de
scription of treating the patient, she recounted her inter
changes with his wife. Here is part of the student'S story: 

He [the patient) said that something would have to be changed 
because his bedroom was downstairs in the basement. His wife 
wanted to keep him downstairs but finally agreed that he could 
have a bedroom in the living room. He progressed rapidly, and 
after a week and a half he was smiling, becoming morc social. His 
wife told me, "He does nothing at home" I don't know if she 
could hear what we were telling her. We said, "He is not JUSt sitting 
around. Many times he simply can't do an}'1.hing because of the 
disease." When the wife heard that he would be on medication 
and that thiS would improve his functioning, she said to him, 
"Good. There's a lot of chores around the house you can do." I 
don't know how much she heard of what we were telling her. 

This Story triggered a storytelling exchange in which 
others around the table offered their own experiences in 

treating patients with Parkinson disease, emphasiZing 
how the disease was experienced by the patient, the fam
ily, or themselves rather than its general medical features. 
Nearly all of the speakers told stories that elaborated 
themes raised by the initial story. What does this storytell
ing have to do with clinical reasoning? When the student 
told her Story about the wife of the patient with Parkinson 
disease, she identified a critical problem for clinical rea
soning: What is she supposed to do with the patient's 
wife:> How should she best treat this patient, given his 
wife's feelings? How does the wife really feel? What are 
this wife's denial and anger about? Or is the wife display
ing something that is being mistaken for denial or anger? 
These are all narrative questions whose answers require a 
kind of clinical reasoning that is fundamentally narrative 
in form. To return to Bruner's (1986, 1990) distinction, 
when we think in propositional arguments, we try to 
transcend particulars and strive for abstraction (Le" for 
truths that transcend any particular historical situation). 
But narrative is rooted in the particular. Whereas proposi
tional arguments are concerned with understanding phe
nomena in terms of general causes, narratives are con
cerned with the likely connections among particular 
events. Bruner gave a simple example to illustrate the 
difference. The statement "if x, then y" belongs to propo
sitional argument. An occupational therapist is relying on 
propositional reasoning when she says, "If you see these 
symptoms, then you probably have a case of Parkinson 
disease." Such if-then statements are aimed at providing 
an abstract description of a causal relationship that holds 
up generally or, ideally, universally across concrete indi
vidual cases. 

This genre of descriptive and explanatory statements 
can be contrasted with a very different mode of explana
tion. Bruner (1986) gave the following illustration, bor
rowed from E. M, Forster (1927). The statement, "The 
king died, and then the queen died" (pp 11-12) is a 
narrative statement that not only concerns the particular, 
that is, some specific king and queen, but also, suggests 
causes that lead one to wonder about intentions. Did the 
queen die of grief? Was the queen murdered? We investi
gate the meaning of a narrative statement by trying out 
different motivational possibilities; we search for what 
gUided the action that the statement reports, And human 
action, unlike a pathological process, is motivated. Narra
tives make sense of reality by linking the outward world of 
actions and events to the inner world of human intention 
and motivation. To ask in a narrative sense why some
thing happened is to ask what motivated the actors to do 
what they did. In the philosophy of history, this mode of 
narrative explanation has been called "explanation by rea
son" (Dray, 1971, 1980). In a story, a person's actions are 
accounted for- or explained - by their placement in 
some specific historical context that shows how and why 
they were begun, what other actions unfolded as a result, 
and how they evolved over time, So when we hear about a 
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particular patient with Parkinson disease whose wife 
complains that he does not do enough housework and 
we want to explain what is going on, we start asking the 
narrative questions enumerated earlier. 

In moving between chart talk and storytelling, thera
pists present the clinical problem in different ways. The 
shift in presentation from an abstract discussion of Par
kinson disease to a story of a patient with Parkinson 
disease who has an uncooperative wife involves much 
more than a move from the general to the concrete or 
from the objective to the subjective. 

In chart talk, the focus is on a disease. The disease is 
the main character. But in storytelling, it is the patient's 
situation or experience with the disease that is the central 
clinical problem. The therapist might ask, What is the 
best way to treat the patient with Parkinson disease who 
is going home to this particular wife? The severity and 
nature of the patient's dysfunctions are still important, 
but they are only one part of the picture that the therapist 
has to put together with {he unique features of one pa
tient's situation. 

Therapists often speak of expert practice as involv
ing the ability to "put it all together" for a particular pa
tient. I suggest that what they mean by this involves a 
thinking that is essentially narrative. The therapist takes 
what he or she knows in general of a disease process, 
appropriate theoretical frames of reference, and relevant 
experience with similar patients and applies all of this 
generalized and abstract knowledge to a particular case, 
such as that of the patient whose wife thinks he should be 
able to do household chores and resists having his bed 
moved up to the first floor where he will have access to 
the bathroom. 

Medical anthropologists have made an extremely 
useful distinction in looking at health care by separating 
disease from illness experience (Good, 1977; Good & 
Delvecchio-Good, 1980, 1985; Kleinman, 1988; Kleinman, 
Eisenberg, & Good, 1978). Although traditionally medi
cine has focused on the diagnosis and treatment of dis
ease, anthropologists argue that much more attention 
needs to be given to treatment of the illness experience, 
which involves the way in which the disease affects the 
person's life. Physiologically, the same disease can result 
in a very different illness experience, depending on the 
patient's particular life history and life possibilities. The 
patient with Parkinson disease whose wife learns all she 
can about the disease and welcomes her husband home 
is likely to have quite a different illness experience than 
the patient whose wife wants to relegate him to the 
basement. 

What anthropologists have argued to the medical 
community during the last decade or two, occupational 
therapists have known for a long time: To effectively treat 
persons with long-term disabilities, one must treat the 
whole patient, which involves looking beyond the disease 
to how that disease is experienced by that particular pa

tient. Treatment of a patient's illness experience is inte
gral to good occupational therapy and it is where the 
heart of clinical reasoning lies; it is also where the thorn
iest reasoning puzzles present thell1selves. Reasoning 

about how to treat the illness experience is often the most 
difficult thing to teach the affiliating student or new thera
pist. How does a supervisor help a novice therapist to 
examine what is going on with this patient's wife and 
what therapeutic approach would best help this patient 
make the transition back home to this wife? Notably, 
when one addresses the illness experience, as opposed to 
the disease alone, it is often hard to establish who has the 
disease. Although a disease obviously belongs to one per
son - the patient - the illness experience, especially in 
the case of serious life-changing illnesses, is likely to be 
shared by the whole family. 

Puzzling over how to treat a patient with Parkinson 
disease, given how his wife is responding to the illness, 
involves narrative reasoning, because it involves consider
ation of the disease from the patient's and family's points 
of view. The therapist must try to imagine how it feels to 
the patient and to various family members to have this 
disease, how they are experiencing it, and how it enters 
and changes the life story of a patient and his or her 
family. 

Narrative Reasoning and Story Making: Creating 
Clinical Stories 

Therapists create as well as tell stories. The narrative 
nature of clinical reasoning manifests itself not only in the 
work therapists do to understand the effect of a disability 
in the life story of a particular patient, but also in the 
therapist's need to structure therapy in a narrative way, as 
an unfolding story. This is perhaps the most interesting 
and subtle use of narrative reasoning in occupational 
therapy practice. Therapy can be seen as a kind of short 
story within the patient's longer life story The therapist 
enters and exits the patient's life, playing a part for only a 
short time. Often, this part occur~ at a critical juncture in 
the patient's life, a turning point triggered by the onset or 
downturn of an illness. Sometimes it occurs at a critical 
juncture in an entire family's life, as is often true in pediat
ric therapy when a family is learning to adjust to a new
born with a disability or when a child with a disability 
begins school. Ifdisability is considered in narrative terms 
as something that interrupts and irreversibly changes a 
person's life story, then work with a patient can be seen 
as one chapter in that life story. 

Although this narrative language is not a familiar way 
for therapists to describe their own practice, it serves to 
highlight how intensely therapists want to make therapy 
itself an occasion for patients to remake life stories that 
can no longer continue as they once did when a disability 
was absent or less serious. The therapist enters the life 
story of a patient and has the task of negotiating with the 
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patient what role therapy is going to play within the un
folding illness and rehabilitation story that the patient is 
living through. To be meaningful, occupational therapy 
must serve as a coherent short story within a larger narra
tive whole. 

In each new clinical situation, then, the therapist 
must answer the question, What story am I in? To answer 
this question, the therapist must make some initial sense 
of the situation and then act on it. The process of treat
ment encourages, perhaps even compels, therapists to 
reason in a narrative mode. They must reason about how 
to guide their therapy with particular patients by imagin
ing where the patient is now and where this patient might 
be at some future point after discharge. It is not enough 
for therapists to know how to do a set of tasks that have 
an abstract order based on a general or typical treatment 
plan; therapists must be able to picture a larger temporal 
whole, one that captures what they can see in a particular 
patient in the present and what they can imagine seeing 
sometime in the future. This picturing process gives them 
a basis for organiZing tasks. 

In her study ofclinical reasoning among nurses, Ben
ner (1984) noticed this narrative mode of reasoning in 
her subjects, although she did not focus on its narrative 
nature per se. The need for a narrative framework was 
suggested by a nurse quoted in Benner's study who 
worked in an intensive care nursery. She described what 
she conSidered to be the most essential kind of thinking 
she wanted her newly graduated students to evince at the 
end of their 3-month affiliation with her: 

To my mind, moving the child from Point A to Point B is what 
nursing is all about. You have to perform tasks along the wav to 
make that happen, but performing the task isn't nursing ... I 
wanted to see a light going on - that OK, here's thiS b8by, this is 
where this bahy is at. and here's where I want this baby to he in sl.x 
weeks. What C8n I do tod8Y to make this baby go along the road to 
end up heing beller' It's that kind of thing thai'S just happening 
now. They're [the student nurses) just staning to sec the whole 
thing as a fliClure and not as a list of t8sks to do. (p. 28) 

This example emphasizes both the imagistic charac
ter of what the clinician needs to know, in contrast with 
the knowledge of tasks, and the context-specific nature of 
those images. Therapists in the Clinical Reasoning Study 
spoke similarly about picturing the patient and especially 
about haVing future images of who the patient could be. 
They believed that what they often held most vividly in 
mind when treating patients was not plans or objectives, 
but rather, pictures of the potential patient, that is, the 
future patient. For example, one of the pediatric thera
pists said, "You know, when I treat that 18-month-old 
child, I see the child at 3, then I see the child at 6, learning 
to hold a pencil. I have all these pictures in my head." The 
therapists described their difficulty when the patients or 
their families held different images of the future and their 
dilemma about the extent to whicll they should give pa
tients or families their therapeutically based pictures, 
which were often more pessimistic. The therapists were 
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frequently in the difficult position of trying to give hope to 
a patient while also haVing to let the patient know of his 
or her dark prognosis. The patients and their families 
could be extremely depressed about conditions that were 
even worse than they had imagined. The therapists spoke 
of these images as necessary but dangerous: necessary 
because the therapist and patient needed some guiding 
pictures, but dangerous because these pictures could 
blind the therapist or patient to what was realistically 
possible. 

The therapists in the Clinical Reasoning Study were, 
like Benner's (1984) nurses, also conscious of the need to 
create specific images appropriate to a particular patient. 
General treatment goals devised from general knowledge 
of functional deficits and developmental pOSSibilities 
were insufficient guides to practice, in the therapists' 
view. Instead, they worked with much more concrete 
gUides, images, and stories, which were the "wholes" that 
allowed them to selectively choose what aspects of their 
knowledge base were appropriate to the situation. These 
images were organized temporally and teleologically, 
thus giving the therapists a sense of an ending for which 
they could strive. 

Although these images of the future were often not 
formulated in words, unless there was some need to ex
pliCitly communicate them, they were part of what I call a 
prospective treatment st01)i. In this prospective story, the 
therapists envisioned a possible and desirable future for 
the patient and imagined how they might gUide treat
ment to bring such a future about. 

The treatment approaches and treatment paths that 
the therapists tried to follow were often guided by such 
stories. These stories, derived from particular experi
ences and stereotypical (collectivized) scenarios, were 
projected onto new clinical situations in order to help 
therapists make sense of what story they were in and 
where they might go with particular patients. The thera
pists then attempted to enact their projected stories in 
the new clinical situations, working improVisationally to 
narratively pull in and build on whatever happened in a 
clinical session so as to add to the story's plot line. The 
therapists saw a possihle story, which they recognized as 
clinically meaningful, and they triecl to make that story 
come true by taking the individual episodes of their clini
cal encounters and treating them as parts of a larger, 
narratively unfolding whole. Prospective treatment sto
ries were based on what therapists observed and inferred 
about the patient's larger life history, which involved both 
the patient's past and future. The therapeutic stories that 
the therapists imagined took their power and plausibility 
as part of a larger historical context that included a past 
that began before therapy started and a future that would 
extend after therapy had ended. 

Notably, the prospective story cannot be equated 
with treatment goals and plans, although these will be 
incorporated into the story. Therapists try to create sig
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nificant therapeutic experiences and not simply reach a 
set of objectives in the most efficient way possible. They 
are concerned that the whole process of therapy unfold in 
such a way that patients will have powerful experiences of 

successfully met challenges; such challenges will motivate 
them to believe in therapy and work hard at it. In listening 
to therapy success stories, I found it rare for the success 
of therapy to have been measured by the reaching of the 
final goal. Rather, most of the therapists counted success 
as the generation of therapeutic experiences along the 
way, in which patients developed increasing confidence 
and commitment to take on challenges. The whole treat
ment story mattered. 

Therapists in the Clinical Reasoning Study also 
worked to create significant experiences for their pa
tients, ones worth telling stories about, because if therapy 
was to be effective, then the therapists had to fmd a way 
to make the therapeutic process matter to the patient. 
Each therapist faced the problem of constructing thera
peutic activities that were meaningful enough to elicit the 
patient's active cooperation. The patients had to see 
something at stake in therapy OtheIWise, why should 
they bother to try? If the patient did not try, therapy did 
not work. This was partly because the therapists required 
the patients to do things in therapy that the patients did 
not necessarily feel ready to do or believe to be worth the 
effort. But more important, the patients had to become 
committed because they had to take up the therapeutic 
activities. Therapists were often with patients only a short 
time - just a few weeks or less. They might teach a few 
skills or improve the patient's strength a bit, but general
ly, their effectiveness depended on the use of therapy as a 
catalyst to help patients begin to see how they might do 
for themselves even when the therapist was no longer 
present. 

For example, a therapist is working with a spinal 
cord-injured patient, teaching him to move checkers 
pieces with a mouth stick. It is not enough for this patient 
to learn to move these checkers pieces for the therapy to 
be successful; he must also take up a point of view that 
comes with being committed to the tremendous concen
tration needed to perform this preViously trivial task. He 
must absorb avision about why he should work so hard at 
something that was once so easy. This is just as critical as 
the skills he acquires. The therapeutic time together itself 
must proVide a kind ofexistential picture of how he might 
live his life in the future with his disability. Therapy will 
not ultimately work, not in any catalytic way that patients 
will take home when they leave the hospital, if they are 
not strongly committed to the process. Without experi
encing treatment activities from a committed stance, they 
will not see any future in them. They will not see the 
point. 

If the patient is to become committed to the thera
peutic process, then both the patient and the therapist 
must share a view about why engaging in any particular 

set of treatment activities makes sense. Coming to share 
such a view requires that both the therapist and the pa
tient see how these treatment activities are going to move 
the patient toward some future that he or she can care 

about. Such a view is not reducible to a general prognosis 
or even to a shared understanding of a treatment plan. 
The therapist and patient must come to share a story 
about the therapeutic process; they must come to see 
themselves as in the same story. This is a kind of future 
story, a story of what has not yet happened, or has only 
partly happened - an as yet unfinished story. 

How is such a story constructed? Generally it is not 
constructed through any explicit storytelling, but rather, 
through the sharing of powerful therapeutic experiences 
that point to a prospective story-a path that therapy will 
take. Clinical reasoning reqUires that the therapist (a) see 
possibilities for creating important experiences in which the 
patient will be staked, (b) make moves to act on those 
possibilities, (c) respond to the moves the patient makes in 
return, and (d) build on the experience by shOWing the 
patient a future in which thiS therapeutic experience be
comes one building block. In the language of narrative, the 
experience becomes one episode in a much longer story. 
The therapist tells the story not in words but in actions that 
create an experience the patient can care about. 

I follow the work of the philosophers Ricoeur (1984) 
and White (1987) in describing this therapeutic work as 
"emplotment." The clinician's narrative task is to take the 
episodes ofaction within the clinical encounter and struc
ture them into a coherent plot. A plot is what gives unity 
to an otherwise meaningless succession of events. Quite 
simply, "emplotment is the operation that draws a config
uration out of a simple succession" (Ricoeur, 1984, p. 65). 
What we call a story is precisely this rendering and order
ing of a succession of events (e.g., a series of treatment 
activities) into parts belonging to a larger narrative whole. 
When a therapeutic process has been successfully em
plotted, it is driven and shaped by a sense of an ending 
(Kermode, 1966). To have a single story is to have made a 
whole out of a succession of actions. These actions then 
take their meaning by belonging and contributing to the 
story as a whole. A story, Ricoeur wrote, "must be more 
than just an enumeration of events in serial order: it must 
organize them into an intelligible whole, of a sort such 
that we can always ask what is the 'thought' of this story" 
(p. 65). 

Narratives give meaningful structure to life through 
time. The told narrative bUilds, to borrow from Ricoeur's 
(1984) argument, on action understood as an as yet un
told story. Or, in Ricoeur's provocative phrase, "action is 
in quest of narrative" (p. 74). Therapists are in a quest to 
transform their actions and the actions of their patients 
into as yet untold stories. 

This can be translated into more familiar clinical lan
guage through a narrative reading of treatment goals. 
When an occupational therapist makes an assessment of 
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the patient, the outcome is a set of treatment goals. 
Goals, according to Ricoeur (1984), are not predictions of 
what will happen; rather, they express the actor's inten
tions and preferences. These goals express a therapeutic 
commitment. They capture what the therapist intends to 
accomplish over the course of therapy. Treatment goals 
are an expreSSion of what the therapist has committed 
himself or herself to care about with a particular patient. 

As occupational therapists have argued (Rogers, 
1983; Rogers & Kielhofner, 1985), a primary task of clini
cal reasoning is the individualization of treatment goals. 
Narratively, individualization involves the construction of 
a particular story of the treatment process rather than 
reliance on a generic line of action that strings together 
standard goals and activities. 

Therapeutic Emplotment: A Case Example 

A wonderful illustration of thiS process of narratively 
structured treatment is given by O'Reilly (1990), who, as 
part of the Clinical Reasoning Study, described her work 
with a head injury group. O'Reilly recounted a situation in 
which she was asked to take over a failing head injury 
group that was poorly attended. The first thing that both
ered her was its name - the Upper Extremity Group. She 
described her first visit to the group, "I enter the large 
OT/PT treatment area where I see several residents scat
tered about at tables and exercise equipment. ... At one 
table, a resident diligently puts small pegs into a peg
board .... What is most memorable is the silence. Except 
for the clang of the pulley weights, a dropped peg or the 
therapist's quiet voice, there is not a sound in this room" 
(p. 2). 

O'Reilly noticed that several of the group members 
were not present, and when she went to inqUire, they told 
her, "That [expletive deleted] group is a waste of time." 
She tried several strategies to entice members back, but 
nothing worked. She puzzJed: 

1 wonde:r, 'What's wrong with this gruup" I make mental lists: 
1. The name-I'll talk to the residenrs about that. 
2.	 The activities - no meaning, no purpose. no life-related goals, 

no guals that belong to the patients. 
3.	 Nu interaction among members with the therapist. 
4.	 Nobody is having fun -the residents are bore:d and the thera

pist is bored (and bonng') 
5.	 Is the,-e any progress that the residents experience' 
6.	 What are the reasons for attending or not attending' and There 

is no direction - no theme (O'Reilly, 1990, p. 2) 

Although O'Reilly did not use the language of story 
to describe the problems she noticed, this list could easily 
be restated in narrative terms. Her statement that the 
group has no direction and no theme could be recast to 
say that there is no plot (() this group; there is no s(()ry for 
which the group members are a part. The group is not 
going anywhere, narratively speaking. Any particular 
group activity is not an episode in an unfolding Story that 
members share. The activities of the group are focused 
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on broken body parts, as the group name (Upper Extrem
ity Group) implies. Although the exercises may help im
prove body functioning, they carry no intrinsic meaning 
to the group members, because group activities are in no 
sense a short story in the larger life story of the patients. 

The therapist pondered what to do by beginning to 

think about individual group members. Her mode of puz
zling represents a shift from a biomechanical framing of 
the members' disability to seeing their disability as haVing 
personal meaning in their lives. She described her rea
soning in this way: "I think about the people. What do 
they want' What do they need' They are all so young; so 
far from home. They want to get out. They want to go 
home. HOME! They're all from New York That'S it! NEW 
YORKI I have a theme with which to begin" (O'Reilly, 
1990, p. 2). 

O'Reilly was reasoning in narrative terms. She was 
not telling a story, but she was beginning to envision a 
prospective story that all the group members could be a 
part of. She wrote: 

J have a theme with which to begin, but I don't know a thing about 
New York. The Program Director is from New York ... I dash to 

her office. "New York," I blurt. "The Upper Extremity Group, 
thev're all from NY Tell me: something about NY, anything, 
evel)'thing" She lists: "Empire State BUilding, Statue of Liberty, 
Long Island Ferry, the subway." Laughingly, "You could have a 
New York Subwal' Group." I reply, "We could be on the subway. 
They can take me to New York. What does it look Iike- is there 
graffiti' We can do graffiti. I need a new room, away from the big 
treatment room. Can we use the small meeting room'" Program 
Director replies "yes" and adds that she has a map of the i\Y 
subway and will bring it in. 'Til be the conductor. I have a blue 
blazer." She says, "I think I have a funny liule hat that will pass for a 
conductor's hat." We laugh through all the possibilities of this 
activity. This is going to be FUN' (O'Re:illy, 1990, p. 3) 

In deciding to create a therapy group around a New York 
theme, O'Reilly could not only locate therapy in the rel
evant past of these patients, but also locate it within the 
future that they desire. This study dealt with young peo
ple in a chronic long-term care facility in Massachusetts, 
one that residents rarely ever leave. These patients want
ed to go home. 

O'Reilly invented the ingenious idea of turning a 
therapy room into a New York subway station. She also 
devised a way of generating some interest in the group: 

J go straight to Mike's room and ask him to make sure everyone 
comes to group today. "I have a different type of activity planned, 
and I'd really like to talk to everyone so that wc can make some 
pl"ns together." Mike states that he hates the lexpletive deletcd] 
group. 1tell him that 1understand that and that perhaps he could 
gather everyone for me. and come for awhile. "Then, if you are 
re"lly unhappy with the activity, you can leave." He agrees. 1hand 
him a small bag containing poker chips and ask him to give one to 

each group member on the attached list and have them bring the 
chips to group. "Okay, but what the [expletive deleted] are these 
fm'" "It's a surprise. See you at 1:30" (O'Reilly, 1990, p. 3) 

Notably, in announcing the group, she introduced a key 
narrative element critical to any dramatic srory- the ele
ment of suspense. In any good story, the reader will want 
to know what will happen next. To prepare for the meet
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ing of the group, the therapist lined three walls of the 
therapy room with white paper. She labeled spots with 
street names and subway stops and hung a subway map 
on the fourth wall. 

Just as the group was scheduled to begin, O'Reilly 
stood outside the door in a subway conductor's uniform 
(trying not to feel too foolish in front of other surprised 
hospital colleagues) and waited for group members to 
arrive. She, herself, also felt unsure about what would 
happen: 

I put out materiab, don my conductor's uniform and stand Out
side the door, on which a sign reads: NEW YORK THIS WAY. As I 
await the passengers, my slOmach churns with anxiety and excite
ment, and I wonder where this subway ride will take us. (O'Reilly, 
1990, p. 3) 

She described the following scene: 

As the members arrive, escorted by Mike, I take their IOkens, 
explaining that it's commuter fare for a ride on the New York 
Subway. Nancy grins, Eileen looks puzzled. Bobby shrugs. Mike 
says, with a great laugh, "You are crazy!" As these travelers enter 
the room, I hear snickers and queries like, "what the lexpletive 
deleted I is she doing?" and comments like, "It's beller than the 
Olher room." Then snickers, laughter, recognition. They go from 
SlOp 10 SlOp, reading, commenting, all smiling! lAs they lUrn 10 
her, she explainsl "You folks are all from NY Right' This is a N.Y. 
subway sUltion. You've all ridden on the subway, right? M. tells me 
that there's graffiti, words and pictures on the walls, in the sub
way. We're going 10 do graffiti. You do remember graffiti, don't 
you?" "Yeah," laughs Mike, "but nothing I could write HERE'" With 
that, I close the door, and say, "You can draw or write anything 
you want in this room. The only rule is thal you use the tools that I 
give you." These 100is have been chosen with particular concern 
for the motor deficits of individual patients: "Large colored pencils 
and wrist weights for Mike who has a tremor, but brush and paim 
for Bobby who's working on gross mOlar skills, crayons for Nancy 
who needs 10 strengthen wrist and fingers, markers for Eileen 
who can't tolerate resistance." (O'Reilly, 1990, p. 4) 

O'Reilly described the reaction of her "travelers" to 
this new activity: 

Eileen asks, "Where are we supposed to be''' "Anywhere you'd like 
to be, and when you finish working at one place, you can move to 
anOlher. It's up to you." Nancy starts: "This is neat ... Just like 
when I was a kid." We're off! 

From this point on, draWing, writing, conversation and laugh
ter, are continuous. So much activity fills this room that it is 
difficult to remember details. Words, pictures, memories and feel
ings cover the walls: 
"This place sucks." "My ass is slUck in Mass." "Home sweet 
Home." And on and on. . I go from one participant 10 another, 
asking about their work or JUSt watching. After 35 minutes, I ask 
the group to finish up their artwork so that we can talk a bit and 
plan for our next group session. Stickball wins unanimously. 
Since, I admit, I know nothing about stickball, J ask the group to 

write out rules and equipment we'll need and get it to me on 
Tuesday. They agree, and, in fact, begin to work immediately. As I 
leave to see my next client, I tell the group, "You guys can hang out 
here for a while. JUSt be sure to take your words and pictures with 
you when you leave." Thinking. . clean up can wait. (O'Reilly, 
1990, p. 4) 

The end result of this therapeutic intervention was 
the beginning of the "New York Gang," as they came to 
call themselves. They met not only twice a week but also 
informally on the weekends, at which time they planned a 
series of events and activities. Their ventures included 

"making giant pretzels and cooking hot dogs to sell from a 
makeshift pushcart; taking a trip to a simulated Central 
Park; and filling a photo album with pictures of the group, 
home, drawings, postcards, and New York Times clip

pings" (O'Reilly, 1990, p. 4). The therapist had begun a 
story that spawned additional episodes. She set a thera
peutic story in motion. The first group session that 
O'Reilly described in her case not only had a coherent 
plot, that is, a beginning, middle, and end (making graffi
ti), but also, because of her success, that session became 
just one episode in an unfolding therapeutic story in 
which patients became a cast of characters in the New 
York Gang. Even the name of the group came from the 
group members themselves. Specific biomechanical in
terventions were integrated in a meaningful way as activi
ties that allowed group members to act their part in this 
drama, and the task of writing things on the wall allowed 
each person to express an individual voice as well. 

When O'Reilly initially devised the idea of doing 
something with a New York theme, the prospective story 
that she had begun to envision (and that she had con
cretely begun when she fLXed up a room and donned a 
conductor's uniform) was much more than a set of treat
ment goals. Specific goals were incorporated in the narra
tive plot that she started. The success of this therapeutic 
intervention was ensured when the patients themselves 
took the story up and began to create new episodes that 
the therapist could not have imagined. 

Narratively speaking, the shift of names from the 
Upper Extremity Group to the New York Gang represents 
a shift from a series of interactions in which therapeutic 
time is treated as a mere succession of activities, that is, as 
a procedural movement not grounded in context or in a 
picture of the patient, to narrative shaping of the thera
peutic interaction in which therapeutic time has been 
emploned by the clinician's picture of how to create an 
important therapeutic experience for the patients. The 
therapeutic efficacy of this intervention is about much 
more than meeting specific treatment goals. It is about 
creating an experience that gives the participants a vision 
of themselves as actors in the world, that is, as more than 
just patients. 

Conclusion 

Narrative thinking is central in providing therapists with a 
way to consider disability in the phenomenological terms 
of injured lives. Narrative thinking especially guides 
therapists when they treat the phenomenological body; 
that is, when they are concerned with their patients' iJ]
ness experience and how the disability is affecting their 
lives. 

In this article, I examined two kinds of narrative 
thinking. One is narrative as a mode of talk that therapists 
rely on to consider certain kinds of clinical puzzles. Be
cause narratives are predominantly about human actions, 
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they provide a particular vantage point from which one 
can view the nature of clinical practice and pose clinical 
problems. The stories that the therapists told portrayed 

disability from an actor-centered point of view. They were 
personal, even individualistic, built on the structure of 

actors acting. Disability itself shifted from a physiological 
event to a personally meaningful one, that is, to an illness 
experience. General physiological conditions were shad
owed as background context. What was brought to center 

stage were the ways that particular actors, with their own 
motivations and commitments, had done things for 
which they could be praised or blamed. 

The second form of narrative thinking, which occurs 
in occupational therapy in a more subtle way, is story 
making, which involves the creation rather than the tell
ing of stories. The telling of stories is always retrospec
tive - a way of considering past events - whereas story 
making is largely prospective, playing out images that 
therapists have of what they would like to happen in 
therapy. Story making as therapeutic emplotment con
cerns the way in which therapists work to structure ther
apy narratively, thus creating dramatic therapeutic events 
that connect therapy to a patient's life. Often, the search 
for a meaningful therapeutic Story appears to be triggered 
by resistance or alienation of the patient to the initial 
therapeutic activities offered, as in the case of the mem
bers of the Upper Extremity Group. Whatever the impe
tus, therapists try to create clinical experiences in which 
there is a significant occurrence or event for the patient in 
therapy, one in which the therapy itself is a meaningful 
short story in the larger life story of the patient. A 
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