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Narrative medicine as a medical education tool: A systematic review

M. M. Milota, G. J. M. W. van Thiel and J. J. M. van Delden

Julius Center for Health Sciences and Primary Care, University Medical Center Utrecht, Utrecht, The Netherlands

ABSTRACT
Aim: Narrative medicine has been promoted as an innovative and effective means of stimulating medical students’ profes-
sional development by teaching them to approach their patients’ experiences of illness with more understanding and com-
passion. This systematic literature review aims to answer the following question: what evidence of effect is available in the
literature about models for teaching narrative medicine?
Methods: We conducted a narrative review of 36 articles and used the Best Evidence in Medical Education (BEME) Global
Scale and Kirkpatrick Scale for strength and importance of evidence to categorize reported assessment strategies and to
evaluate the effectiveness of their narrative medicine programs.
Results: We found evidence that narrative medicine is an effective pedagogic tool with a clear and replicable structure and
methodology. We also determined that a positive impact could be measured when pertaining to participation and modifica-
tion of attitudes, knowledge, and skills. However, unequivocal evidence of the effect of narrative medicine on students’
behavior or ongoing interaction with colleagues and patients is still lacking.
Conclusion: While many recent publications describe the goals and virtues of a narrative-based approach, more research is
needed to determine whether or not there is an ideological consensus undergirding this approach. In addition, it is still
unclear whether the long-term impact of narrative medicine classroom interventions are felt by patients, or whether such
interventions positively impact patient care.

Introduction

With the increasingly prominent role that technology and
big data play in clinical interactions, the risk is that less atten-
tion will be paid to the singularity and significance of each
patient’s illness narrative. It is not unconceivable that the rise
of digital medicine may correspond with the emergence of
two sorts of competing narratives: the digital narratives col-
lected via digital technologies and the experiential, personal
narratives of the patients using such technologies.

Narrative medicine, or narrative-based medicine, consti-
tutes “an approach to medicine that employs narrative skills
to augment scientific understandings of illness” (Lewis 2011)
and can thus be seen as one means of preventing this nar-
rative schism. Those who teach and practice narrative-based
medicine claim that it is not intended to be an alternative
to modern, technologically enhanced, medicine. Rather, it is
seen as a means of revealing to medical professionals that
evidence-based practices can and should be paired with the
personal evidence that emerges in a dialogic clinical
encounter between a doctor and patient (Holmgren 2011;
Chin-Yee 2018). Proponents claim that better attention to
and appreciation of narratives in the clinical setting can help
doctors bridge the gap between their mediopathological
knowledge and the experiential knowledge contained in
their patients’ stories (Greenhalgh 1999; Greenhalgh and
Hurwitz 1999; Launer 1999; Hurwitz 2000).

Narrative medicine educational interventions thus serve
as an important means of preparing medical students’ to
engage in the shared-decision making process with their

patients (Charon 2008; Charon and DasGupta 2011) by
increasing their “narrative competence” (Charon 2007). Such
interventions aim to help students hone their listening and
observation skills, stimulate their empathic abilities, and
increase their capacity for reflection and perspective-taking

Practice points
� Narrative medicine interventions in the medical

school setting consistently employ close reading,
creative reflection, and group discussion as a
pedagogic strategy.

� A variety of qualitative and quantitative tools
have been employed to measure the outcomes of
narrative medicine classroom interventions with
the most common being surveys, observation,
pre- and post-tests, and focus groups.

� Studies that have attempted to assess the short-
term outcomes of a narrative medicine interven-
tion report positive changes in attitudes, percep-
tions, attainment of new knowledge and skills as
well as positive changes in behavior in subse-
quent settings.

� Studies that attempted to assess long-term
changes in organizational practice or patient
interaction reported an improved awareness of
patients’ perspectives and better collegial
collaboration.
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(Marchalik 2017). In addition, narrative medicine’s support-
ers contend that it is not only geared toward the stimula-
tion of a more interactive and empathetic doctor-patient
engagement; the dividends of a concerted training in self-
reflective practices combined with an exposure to the
arts—be it film, music, paintings, sculpture, or literature—
will supposedly lead to a better sense of self as well as bet-
ter and more meaningful relationships with one’s colleagues
and the public (Charon 2001; 2006; Yu 2017).

A steady output of studies continues to valorize the use
of narrative-based practices in the training of health care
professionals. Recent systematic reviews have attempted to
synthesize and analyze the impact of these studies. Haidet
et al.’s (2016) systematic review of arts-based courses in
medical education, which included studies reporting on
Columbia’s narrative medicine program, found that such
courses could be linked to increased empathy, communica-
tion, observation, and ethical reasoning skills in medical
students. Barber and Moreno-Leguizamon’s (2017) literature
review of narrative medicine education included only nine
studies, but nevertheless found evidence of four emergent
themes in these publications: a stress on communication
skills, in particular increased empathy; personal and profes-
sional growth; pleasure, or enjoyment on the part of partic-
ipating students; and a noticeable educational structure of
small group settings led by skilled facilitators. While the
authors acknowledge the value of these reported results,
they conclude that “there is insufficient large-scale data to
establish a higher clinical value” (p. 202) of narrative medi-
cine education. Wie_zel et al.’s (2017) study of narrative
medicine in medical school education was more expansive
in its scope, in this case reviewing 31 relevant publications.
Like Barber, the authors acknowledge the value and poten-
tial benefits of narrative medicine interventions on stu-
dents’ reflective, empathic, interpersonal, and intersocial
capabilities, yet they conclude that “based on the collected
data, there is no structured model of NM [narrative medi-
cine] approach in the medical education” (p. 564).

This study aims to fill a persistent knowledge gap by
offering a comprehensive answer to the question: what evi-
dence of effect is available in the literature about models
for teaching narrative medicine?

Methods

Our goal is to ascertain whether or not the pedagogic strat-
egies proposed in the theoretical publications about narra-
tive-based medicine were systematically applied in health
education settings. For this reason, our health education sys-
tematic review (Gordon 2018) will focus on articles that
report on specific narrative medicine interventions in med-
ical education or in the continuing professional develop-
ment of medical practitioners, not on articles that describe
the use of narrative medicine in clinical settings or in non-
health education settings. This review will attempt to answer
the following three sub-questions: first, is there evidence of
a structured model for narrative-based medicine in health
education, and if so, is it consistently applied? Second, is
there evidence that narrative-based classroom interventions
result in measurable outcomes? Finally, what is the quality
and nature of the reported outcomes?

Literature search

Our systematic review was executed in two phases: first,
we searched electronic databases; second, we ran an iterative
search targeting key authors and articles related to narrative
medicine. Articles in the first phase were obtained from the
following electronic databases: PubMed, Medline, Psychinfo,
EBSCO Academic Search Premier, and the Cumulative Index to
Nursing and Allied Health Literature (CINAHL). A list of the
separate search strings can be found in the Supplementary
Appendix; as a means of retrieving the most relevant sources,
we searched for articles that included “narrative medicine” or
“narrative-based medicine” in the title, abstract, or keywords.
We also limited our search to articles published from 2000
onwards as the first theoretical publications describing narra-
tive medicine or narrative-based medicine as a concept and
potential classroom intervention were published in 1999.
Once we had reached consensus about the search terms, one
author (M.M.) ran an initial search on November 6, 2017. This
search was repeated on May 31, 2018.

For the second phase, we ran a separate search on
PubMed by author, in this case for the co-founders of
Columbia University’s Narrative Medicine Program—Rita
Charon, Sayantani DasGupta Craig Irvine, and Maura
Spiegel—in order to identify key articles about narrative
medicine classroom interventions. We then examined the ref-
erence lists of these articles for further relevant sources. We
also examined the works cited in systematic reviews on narra-
tive medicine, empathy, and the arts in medical education to
identify any additional articles that could be relevant to our
research questions (Kuper 2006; Batt-Rawden et al. 2013;
Cowen 2016; Barber and Moreno-Leguizamon 2017; Wie_zel
et al. 2017). After removing duplicates, 378 articles remained.

Article selection

Two authors (M.M and G.v.T.) independently identified rele-
vant articles for full-text review in Covidence by scanning
the titles and abstracts on the basis of the following eligi-
bility criteria.

Inclusion criteria: publications that describe narrative medicine
curricula, courses, seminars, or teaching practices in a medical
or paramedical classroom setting at the undergraduate,
graduate, or postgraduate level; studies describing a faculty
development professional development intervention for health
care providers; publications that attempt to test the impact of
narrative medicine as a pedagogic tool with qualitative and/or
quantitative assessment.

Exclusion criteria: publications that report on the use of
narrative medicine in a clinical setting; publications that
theorize about narrative medicine but do not describe its use
in a specific classroom setting; publications that describe the
use of narrative medicine in a non-medical setting (for
example, veterinary school); publications that do not explicitly
mention and use narrative medicine as a pedagogic tool; non-
English publications; systematic literature reviews.

After meeting to compare inclusion lists and resolving
any conflicts, one researcher (M.M.) conducted a full-text
analysis for eligibility. In total, 36 studies reporting on a
narrative medicine classroom intervention were included in
the final analysis. Figure 1 contains a flow diagram of the
search process.
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Data extraction

One author (M.M.) reviewed the full texts and extracted the
following general information: authors, year of publication,
site of classroom intervention, type of study (report of
intervention, qualitative and/or quantitative assessment
component), the narrative medicine course level and field,
type of course (elective, required, faculty development), the
duration of course, and the number of participants, if men-
tioned. In addition, the extraction recorded more detailed
aspects of the reported narrative medicine course content.
This included: specific art forms or theoretical texts used in
the course, specific writing assignments as well as formal
and informal assessment tools used in the course itself (for
example, peer feedback or writing workshop sessions with
a physician-writer and expert). Finally, the extraction also
recorded the methods, objectives, and outcomes reported
in the studies that included a qualitative and/or quantita-
tive assessment of a pedagogic intervention.

Evidence grading

Studies that attempted to assess the outcomes of a narra-
tive medicine classroom intervention were rated using the
Best Evidence in Medical Education (BEME) Global Rating
Scale, which includes both a Kirkpatrick-based outcomes
scale and a strength of evidence scale (Hammick et al.
2010). Originally conceived as a means of assessing training
programs in business organizations (Kirkpatrick 1959, 1976,
1996), the Kirkpatrick model has become a standard tool
for gauging the effectiveness of programs in higher educa-
tion (Praslova 2010) including medical education (Issenberg
et al. 2005; Littlewood et al. 2005; Steinert et al. 2006;
Colthart et al. 2008; Tochel et al. 2009; Sullivan 2011). The
BEME Global Scale can be found in Table 1.

After completing the data extraction, one author (M.M.)
coded the included articles using the BEME Global Scale.
Once this step was completed, a second author (G.v.T.)
completed an independent grading of 5 randomly selected
articles. The two authors then met to compare their scores
and resolve disagreements. Supplementary Table 2
provides key information from the data extraction as well
as the BEME strength of evidence and outcome scores.

Results

Evidence of structured model for narrative-based
medicine interventions

Theoretical publications about narrative medicine in health
education typically describe a pedagogic strategy consisting
of three basic steps. The first step involves a reflective
engagement with a patient narrative, literary text, film frag-
ment, art work, or piece of music. At Columbia’s Narrative
Medicine Program, this step includes a close reading—or crit-
ical analysis—of the art form and is considered the signature
method in their narrative medicine classrooms (Charon,
DasGupta, et al. 2016, p. 181). The insights gained during
this engagement are reinforced in the second step of the
pedagogic strategy by means of a corresponding writing
assignment or personal reflection. The encounter is further
enriched in the third step, which consists of sharing and dis-
cussing these small acts of self-reflection (Balmer and
Richards 2012, p. 2). In other words, a narrative medicine
classroom intervention entails encountering and/or analyzing
an art form or narrative, reflecting upon this encounter, and
sharing one’s discoveries with others in carefully monitored
and supportive environment (Charon, DasGupta, et al. 2016).

Of the studies in this review that reported on their use
of narrative medicine as a pedagogic tool (N¼ 36),

Records identified through database 
search 

(n =  515) 

Additional records identified in 
secondary search 

(n =  74) 

Records after duplicates removed 
(n = 378) 

Records screened 
(n =  378) 

Records excluded at abstract review 
level 

(n =  269 ) 

Full-text articles assessed for 
eligibility 
(n = 109) 

Full-text articles excluded (n = 73) 

- Theoretical, no report of practical 
application: 35 
- Clinical setting: 3 
- No specific mention of narrative 
medicine: 5 
- Wrong intervention group: 8 
- In a foreign language: 2 
- Book, dissertation, commentary 
reference list: 7 
- Systematic review: 4 

Studies included in final 
review 

(n =  36) 

Figure 1. PRISMA flow diagram of literature search.
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evidence of this three-step process of (close) reading-
reflecting-responding could be found in the majority of the
articles (N¼ 22). A minority of courses only included reflect-
ive writing and discussion (N¼ 12). A very small minority
did not include written reflection (N¼ 2).

Evidence of measurable outcomes

In this review, 23 studies assessed the impact of their nar-
rative medicine classroom interventions; a brief summary
of the findings categorized according to the Kirkpatrick
model can be found in Table 2. A detailed description of
the measures and outcomes of these studies can be found
in the Supplementary Appendix.

Level one: participation
The majority of the studies included level one or two
assessments. Studies that included level one outcome
measures (N¼ 14) overwhelmingly relied on surveys or
feedback forms as outcome measures but reported positive
student reactions to the narrative medicine interventions
themselves (Winkel 2010; Ross 2014) and positive effects,
such as a sense of gratitude, hope, satisfaction, or pleasure
(DasGupta and Charon 2004; Feigelson and Muller 2005;
Garrison 2011; Chretien 2015).

Level two: modification of attitudes, perceptions, know-
ledge, or skills
Studies that reported on modification of participants’ atti-
tudes or perceptions (level 2a; N¼ 16) found, for example,
increased identification with their peers and the broader
professional community (Feigelson and Muller 2005; Balmer
and Richards 2012; Al-Imari et al. 2016), more satisfaction
with their work and sense of wellness (Feigelson and
Muller 2005; Graham 2009), or a better awareness of

cultural diversity (DasGupta et al. 2006). Chretien’s (2015)
assessment study of a narrative medicine patient storytell-
ing course for third-year medical clerkship students pro-
vides an illustrative example. During the course, students
had to interview patients, write up their interview as a nar-
rative, and share this written work with their interviewees.
Focus groups and interviews with both students and partic-
ipating patients were conducted after the course was com-
pleted. Students reported that the exercise helped them
discover that patients are more than their disease, made
them more open to taking the opportunity to slow down
and listen, and made clear to them that stories can posi-
tively impact patient care.

A considerable number of studies also assessed the
modification of knowledge or skills as a direct result of the
narrative medicine intervention (level 2b; N¼ 14). Liben
(2012) reported that faculty participants in a narrative
medicine workshop demonstrated the acquisition of narra-
tive terms in a follow-up test and later applied these narra-
tive skills in teaching and clinical settings. Similarly, Ross
(2014) recorded significant improvement in a narrative skills
assessment administered before and after the completion
of a narrative medicine course (mean scores 51.6–71.5,
p< 0.001). Cunningham (2018) found that students
addressed the following themes in their written narrative
reflections: self-awareness, empathy, and balancing emo-
tional distance and compassion. Other studies reported an
enhanced understanding of and capability in communica-
tion (Garrison 2011; Arntfield et al. 2013; Welch 2016).

A number of studies reported that students had an
increased sense of empathy for and connection to their
patients (DasGupta and Charon 2004; Maurer 2006;
Vannatta and Vannatta 2013; McDonald 2015). Sands
(2008) also found an improvement in empathic concern
(p¼ 0.056) according to baseline and post-intervention
assessments using the Interpersonal Reactivity Index. This

Table 1. Best Evidence Medical Education (BEME) coding scheme for strength of evidence and Kirkpatrick-based outcomes.

BEME strength of evidence scale

1 No clear conclusions can be drawn—results based on testimonial evidence of authors
2 Ambiguous results, there may be a trend—tool(s) for analysis exhibit insufficient power, small sample size,

other intervening factors
3 Conclusions can probably be based on the results—tool(s) used for analysis have sufficient power to assess

the outcome
4 Results are clear and very likely to be true—multiple tools for analysis with sufficient power and explicit

triangulation of results
5 Results are unequivocal
Kirkpatrick-based outcome levels
Level 1 PARTICIPATION

Affective reactions and feedback by students (for example: learning experience, course organization,
materials, quality of instruction, feelings of pleasure or enjoyment)
Instruments—surveys, questionnaires, comment forms

Level 2a MODIFICATION OF ATTITUDES OR PERCEPTIONS
Changes in attitudes towards intervention (for example, sense of personal or professional growth, increase
in empathy, new sense of affiliation or connectedness)
Instruments—observation, pre- and post-tests, interviews, focus groups

Level 2b MODIFICATION OF KNOWLEDGE AND SKILLS
For knowledge: acquisition of concepts, procedures, or principles. For skills: acquisition of thinking an
problem-solving.
Instruments—observation, pre- and post-tests, interviews, focus groups, course writing samples

Level 3 BEHAVIORAL CHANGE
Evidence that knowledge and skills learned in course have been applied in subsequent contexts
Instruments—creative final product (papers, projects, portfolios), surveys, observation

Level 4a CHANGE IN ORGANIZATIONAL PRACTICE
Attributable changes in organization or delivery of care
Instruments—alumni surveys, patient and/or employee feedback

Level 4b BENEFITS TO PATIENTS AND CLIENTS
Improvement in health and well-being of patients as a direct result of classroom intervention
Instruments—patient feedback
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being said, not all attempts to assess empathy levels before
and after a narrative medicine intervention resulted in posi-
tive results. Winkel et al.’s (2016) hypothesis that attending
narrative medicine seminar sessions would reduce burnouts,
enhance empathy, increase reflective capabilities, and help
residents process the multiple stressors the encountered on
the job, was tested by means of a Maslach Burnout
Inventory, Interpersonal Reactivity Index, and Self-Care
Inventory administered at the baseline and one year after
participants’ completion of the narrative medicine seminars.
The study reported a small increase in empathic concern
after the narrative medicine intervention (þ0.76, p¼ 0.01).
Yet at the aggregate level, the authors found no significant
difference in scores, although burnout levels remained high.

Level three: behavioral change
Three studies included in this review designed and exe-
cuted tests to explicitly measure behavioral change as a
result of a narrative-based medicine intervention (Balmer
and Richards 2012; Arntfield et al. 2013; Bhavaraju and
Miller 2014). These studies included multiple measurement
tools and two of the three included data triangulation
(Balmer and Richards 2012; Arntfield et al. 2013). Using pre-
and post-intervention Likert Scale questionnaires to assess
the impact of a narrative medicine faculty training interven-
tion, Bhavaraju found an increase in participants’ confi-
dence in writing and leading writing exercises (3.1–4.2) and
increased confidence in leading literary discussions
(3.7–4.4). Participants also reported integrating narrative
medicine tools in their teaching (2.0–2.7). Balmer’s analysis
of a faculty training program found evidence of profes-
sional growth (learning teaching strategies, applying these
strategies to multiple courses), personal growth (perspec-
tive taking), and collective and communal support (seeing
the “other,” affiliation, and a sense of rich connectedness).
Arntfield’s assessment of an undergraduate narrative medi-
cine elective course used three means of data collection and
analysis: an anonymous pre-intervention survey, a focus

group, and a follow-up survey 1.5 years after the intervention.
The outcomes of this study could thus be categorized on
multiple levels of the Kirpatrick model, but participants
reported behavioral changes in the form of enhanced under-
standing of and capability in communication.

Level four: change in organizational practice or patient
interaction
Two studies attempted to measure the long-term results of
a narrative medicine classroom intervention on clinical skill
development (Balmer and Richards 2012; Arntfield et al.
2013). Regarding changes in organizational practice, partici-
pants in Arntfield’s study reported better delivery of care in
the form of a better awareness of patients’ perspectives.
The goal of Balmer’s study was to explore the impact of an
ongoing, process-oriented narrative medicine faculty devel-
opment program on participants, and the authors explicitly
stated that their intention was to look at evolving changes
in interpersonal relationships and institutional practices,
not to assess the individual interventions themselves. The
study concluded that the participants in the faculty devel-
opment program later helped shape the norms and practi-
ces in Columbia’s new curriculum. Both studies used solely
qualitative methods in their analyses of the impact of the
ongoing faculty seminars but were nevertheless confident
that those who participated had a decisive and measurable
hand in shaping the university’s medical school curriculum
to include more narrative medicine practices.

Quality of evidence

A minority of publications included in this study (N¼ 13)
did not attempt to assess the outcomes of their interven-
tion, choosing instead to report on their development of
pedagogic tools for the narrative medicine classroom.
Examples include descriptions of workshop themes and
designs (DasGupta 2003) or student and faculty feedback

Table 2. Reported Kirkpatrick-based outcomes.

Level 1 PARTICIPATION
� Student reported emotions: gratitude, hope, satisfaction, pleasure
� Reactions to intervention: positive course evaluation, would recommend course to peers, looked forward to class, considered course worthwhile

Level 2a MODIFICAITON OF ATTITUDES OR PERCEPTIONS
� Increased confidence as doctor
� Increased sense of connectedness with peers
� Altered perception or awareness of patients’ illness experiences
� New or altered experience of others’ feelings (as measurable change in empathy levels)
� More awareness of stakes and stressors in clinical interactions
� Sense of personal growth

Level 2b MODIFICATION OF KNOWLEDGE AND SKILLS
� Better understanding of cultural diversity and medical culture
� Increased writing skills
� Increased knowledge of older adults
� Increase in communication and clinical skills
� Demonstration of new teaching skills and strategies
� Higher OSCE scores in communication-related activities
� Change in measurable levels of empathy

Level 3 BEHAVIORAL CHANGE
� Application of narrative medicine concepts/practices in other contexts, courses, or departments
� Reported change in clinical interactions 1.5 years after intervention

Level 4a CHANGE IN ORGANIZATIONAL PRACTICE
� Changes in institutional structure of medical school program
� Enhanced capacity to collaborate with colleagues

Level 4b BENEFITS TO PATIENTS AND CLIENTS
� N/A

806 M. M. MILOTA ET AL.



guides (Wald 2010; 2011; Charon, Hermann, et al. 2016). As
these articles included informal testimonial evidence or the
authors’ personal opinions, they could only be awarded a
BEME strength of evidence score of 1.

We scored the majority of the remaining articles
(N¼ 16) with a 2, meaning that the results were ambigu-
ous, usually because of the small sample size or the fact
that only one assessment tool was used. We scored five
studies as a 3 on the BEME scale, meaning that conclusions
in these studies could likely be linked to the results; only
one study scored a 4, meaning the results were clear and
likely to be true. According to our appraisal, none of the
studies included in this systematic review provided
unequivocal results.

Discussion

This systematic review attempted to answer the following
three sub-questions: first, is there evidence of a structured
model for narrative-based medicine in education? Second,
is there evidence that narrative-based classroom interven-
tions result in measurable outcomes? Finally, what is the
quality and nature of the reported outcomes?

Consistency in pedagogic approach

Our review found clear evidence of a consistent and replic-
able methodology and pedagogic approach for narrative-
based health education interventions. The seminars or
courses described in the articles almost always followed
the same three-step model of read-reflect-respond; in fact,
the last step (response/discussion) was present in all of the
articles we included in this study. The reflective exercises,
in particular, can be directly linked to an important profes-
sional skill: clinical reasoning. As Maurer (2006) describes,
reflective exercises can promote and refine students’ clin-
ical reasoning skills by training them to process a wide
range of information, including their own experiences and
sources of bias.

Variance in measurable outcomes

By using the BEME Global Scale strength of evidence and
Kirkpatrick-based outcomes to code the type of learning
being assessed and the quality of the results, we were able
to take a broader view of narrative medicine as a peda-
gogic strategy. The preponderance of studies included in
this review reported on Kirkpatrick’s first two outcome lev-
els (participation, modification of attitudes or perceptions,
and modification of knowledge and skills), probably
because these two levels are easier to assess with tests and
surveys. Still, these studies indicate two things: first, these
students have learned skills in accordance with the goals
and purpose of narrative medicine as outlined by course
designers; second, these students are conscious of the
goals and purpose of the course they have taken.

While the studies in this review reported on both elect-
ive and required courses, it is worth noting that students
who actively chose to take a narrative medicine course
may have been more positively predisposed to the course
aims and content. Another point to keep in mind is that
the number of participants in the included studies was low;

this is arguably due to the fact that narrative medicine
activities are best suited to small group settings.
Nevertheless, this makes it more difficult to argue for the
broader integration of narrative medicine in medical
school programs.

Variance in strength of evidence

While the strength of the evidence was not always ideal,
the studies that attempted to assess the outcomes of a
narrative medicine intervention were able to measure
almost exclusively positive outcomes. Those whose results
were insignificant or even negative provided detailed
explanations for the seemingly unexpected outcomes. For
example, Winkel et al. (2016), and Liu et al. (2016) cited
intervening factors like heavy workloads, stress, fatigue,
and a resulting disillusionment with the profession as
potential explanations for the small, even negative, modifi-
cations in attitudes or perceptions. Due to the stressful and
intensive nature of many American medical school and
residency programs, we found these explana-
tions reasonable.

Strengths and weaknesses of this review

While the results reported in the articles included in our
study are promising, a key source of bias needs to be
addressed: the location of the studies. Of the 36 reported
narrative medicine courses or seminars, 89% (N¼ 32) were
conducted in the United States and 36% (N¼ 13) of these
originated from Columbia University. At first sight, this may
raise concerns about the transferability of the pedagogic
tools beyond Columbia or the US. However, of the six stud-
ies that we scored a 3 or 4 on the BEME strength of evi-
dence scale, just three originated from Columbia. The other
three studies reported on interventions at other universities
in the US and Canada. Furthermore, one can see an
increase in non-Columbia publications over time, presum-
ably as more educators learned about its goals and means
of implementation. Of the 11 studies included in this
review that were published between 2003 and 2010, 55%
(N¼ 6) were from Columbia; in contrast, of the 25 studies
published from 2011 to 2018, just 28% (N¼ 7) were from
Columbia. It remains to be seen whether or not a similar
pattern will emerge with international publications report-
ing on narrative medicine educational interventions.

Wie_zel et al. (2017) and Barber and Moreno-
Leguizamon’s (2017) conclude in their systematic reviews
that they could find no clear narrative medicine method-
ology in the context of medical school interventions; our
study indicates the opposite. This variation can be the
result of two factors, both of which constitute strengths in
our study. First, our method of assessment, the BEME
Global Rating Scale, facilitated a more nuanced and trans-
parent analysis of the reported outcomes. Second, our sys-
tematic review yielded a larger and different set of studies,
with only three overlapping articles out of Barber’s nine
included articles and just 8 overlapping articles out of
Wie_zel’s 27 included articles. Of the six articles that we
gave the highest BEME strength of evidence scores, only
three of were included in Wie_zel’s study (Arntfield et al.
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2013; Bhavaraju and Miller 2014; Chretien 2015) and one in
Barber’s (Chretien 2015).

We consider it reasonable to conclude that narrative-
based medicine interventions have a positive, measurable,
and replicable effect on medical students and could consti-
tute a meaningful tool to stimulate medical students’ pro-
fessional and personal development. The studies included
in this review also indicate that such interventions can
stimulate self-reflection and empathy and that they can
help students think about their patients from a different
perspective or angle, thus helping them revise their
notions about the doctor-patient relationship. Yet without
longitudinal studies to verify the long-term impact of narra-
tive medicine classroom interventions, at this point, we
cannot unequivocally conclude that narrative medicine
interventions will result in more engaged, empathic, and
ultimately effective medical professionals in the future.

Conclusions

The founders of Columbia’s narrative medicine program
claim that “to enter a narrative and have one’s perspective
of the world altered is at the heart” of the pedagogic prac-
tice (Charon et al. 2016, p. 147). In the case of narrative
medicine, the benefits of the training should be threefold:
to reveal patients’ perspectives, to facilitate self-reflection,
and as a means of providing emotional support amongst
colleagues (Holmgren et al. 2011, p. 261). In other words,
the results should later be apparent in medical professio-
nals’ awareness of themselves, in their ability to reflect
meaningfully upon their emotions and actions, in their rela-
tionships with their colleagues, and in their interactions
with their patients.

While the articles in this study have argued that narra-
tive medicine can lead to positive results in the first two
aforementioned categories—more nuanced patient per-
spectives and a greater capacity for self-reflection—it is still
unclear whether the long-term impact of such interven-
tions are felt by patients, or whether such interventions
positively impact patient care. If one of the cornerstone
goals of narrative medicine is indeed to approach a
patient’s story with humility, openness, and empathy (Yu
2017), the transfer of these goals from the classroom set-
ting to the clinical encounter deserves further study and
valorization. In other words, more research into the gap
between the ideal and real practice of narrative medicine is
needed to determine if, how, and to what extent the skills
of interpretation and reflection taught in the narrative
medicine classroom are actually implemented by students
after graduation when they engage with patients in their
everyday practice.

As this review has indicated, narrative medicine as a
pedagogic intervention has a consistent replicable set of
tools and strategies. And, while there is no lack of theoret-
ical publications extolling the goals and virtues of a narra-
tive-based approach, more research is needed to
determine whether or not there is an ideological consensus
undergirding such publications. A scoping review could
help clarify, for example, which values and qualities of a
medical practitioner are considered essential or important
from a narrative-based approach. Such a study could also
determine how these values and qualities compare with

the competencies implicitly or explicitly taught in other
medical school and professional health care settings.
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Glossary

Narrative-(based) medicine: The practice of medicine with
these skills of recognizing, absorbing, interpreting by the sto-
ries of illness; as a new frame for health care, it aims to create
an effective health-care system than recognizing and respect-
ing the persons undergoing care.

Marini MG. 2015. Narrative medicine: bridging the gap between
evidence-based care and medical humanities. eBook: Springer.
p. 143.

Kirkpatrick evaluation framework: Developed more than 50
years ago, the Kirkpatrick framework for evaluation has been
used as a basic model for the identification and targeting of
training-specific interventions in business, government, the
military, and industry. It has also been employed as an assess-
ment tool in higher education.

Rouse DN. 2011. Employing Kirkpatrick’s evaluation framework
to determine the effectiveness of health information manage-
ment courses and programs. Perspect Health Inf Manag. 8:1c.
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