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A 7-session narrative medicine (NM) curriculum was designed and facilitated by pediatrics residents for pediatrics residents in order
to unpack challenging experiences during clinical training and strengthen relationships with colleagues and patients. The primary
facilitator, a resident with a master’s degree in NM, provided facilitator training to her co-residents with whom she co-led the
workshops in the curriculum. We conducted, transcribed, and analyzed individual interviews of 15 residents, with three resultant
themes: reflection on personal and professional identity; connection to others and community building; and reconceptualization of
medical practice. Residents shared that they experienced greater solidarity, professional fulfillment, appreciation for multiple facets
of their identities, recognition of holding space for vulnerability, and advocacy for marginalized populations. Our study highlights
the feasibility and effectiveness of peer-led NM workshops to enhance clinical training through self-reflection, inclusion of persons
from underrecognized backgrounds, and promotion of values consistent with humanistic care.
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IMPACT:

● A novel narrative medicine curriculum was designed and facilitated by pediatrics residents for pediatrics residents.
● The curriculum was feasible and acceptable to pediatrics residents and required a facilitator with content and methodology

expertise in narrative medicine to train additional facilitators.
● Three themes emerged from resident interviews: reflection on personal and professional identity; connection to others and

community building; and reconceptualization of medical practice on individual and global levels.

INTRODUCTION
In “A Plea for Narrative Medicine in Pediatric Residency Training,”
Diorio and Nowaczyk argue for the integration of narrative
medicine (NM) into pediatrics residency programs given the
tragedy, stress, and isolation routinely encountered in training.1

Their plea took on new weight in the covid-19 era, when
healthcare professionals faced greater responsibilities amid
tremendous loss and a sharp rise in burnout, particularly for
resident physicians.2,3 The pandemic also highlighted healthcare
disparities, police brutality, and violence in communities of
color.4–6 This exposure led to a critical examination of medical
culture and an exploration of how healthcare professionals,
pediatricians in particular, can discuss anxiety and loss and regain
fulfillment in their work.7,8 NM is a branch of health humanities,
with its conceptual framework of attention, representation, and
affiliation,9 that seeks to create opportunities for reflection, group
cohesion, and development of skills of close listening amongst
those engaged in delivering healthcare.
Peer teaching and support are increasingly valued in medical

education.10,11 Studies have demonstrated that physicians often
identify peers as the most acceptable sources of support,12,13

and that resident wellness in particular benefits from peer-

support interventions.14–16 Trainees value learning from peers
due to their social and cognitive congruence, creating a climate
of safety and comfort in which learners can be more vulnerable
with each other.10,17,18 Given the recognized benefits of peer
education and support, and the relative shortage of trained NM
facilitators, we designed and implemented a resident-led NM
curriculum to be implemented specifically for resident
physicians.
This paper describes an evaluation of the first NM curriculum

designed and facilitated by pediatrics residents for pediatrics
residents, with the aim of deepening the experience of affiliation
to oneself, to others, and to the medical profession and world at
large. This model enabled a curriculum that could attend to the
experiences of trainees during and beyond the covid-19
healthcare crisis and address relevant healthcare barriers and
biases with the goal of improving care for all.

METHODS
Qualitative approach
In this study, we worked within an interpretivism approach, focusing on
understanding the subjective experience of NM workshops for pediatrics
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residents.19 We applied the principles of codebook thematic analysis to
data in the form of interview transcripts to generate themes.

Workshop framework and participants
An NM curriculum of seven workshops for residents of all training years
was integrated into the pediatrics residency program at New York-
Presbyterian Morgan Stanley Children’s Hospital at Columbia University
Irving Medical Center (CUIMC). The curriculum was guided by the
conceptual framework of attention, representation, and affiliation. The
peer educational model was implemented to reduce hierarchies between
NM workshop facilitators and participants while leveraging healthy
interdependency amongst residents to support one another in dialog
involving challenging and potentially polarizing subjects.
Workshops took place every 6 weeks from August 2020 to June 2021 as

part of required ACGME noontime didactic hours. Urgent clinical duties
took precedence over didactics; thus, not all residents could participate in
each session. Author AS, a graduate of Columbia University’s NM Master’s
Program, conducted one-on-one basic NM facilitator training for three
other residents who volunteered to co-lead the workshops, and none of
whom had prior NM training. This training entailed a 30-min meeting prior
to each workshop (for a total of 3.5 h of facilitator development) reviewing
the principles of NM, the workshop structure, facilitation techniques, and a
review of texts and prompts to be used in the workshop. AS co-facilitated
each workshop with one other resident, encouraging them to assume
more leadership of the sessions as the curriculum progressed. Some
resident participants had prior NM exposure, but none besides AS had
formal NM training. Each workshop was held in a hybrid (in-person and
remote participation using Zoom) format due to pandemic limitations with
15-30 residents attending each session out of a total of 75 residents across
all years of the residency program. The majority of participants attended in
person, with 2–5 participants joining remotely for each session. The
sessions included a mix of residents from across the three years of training.
Generally, two facilitators were utilized for each workshop session for the
hybrid design, with one seated in a circular chair arrangement with
resident participants and another situated in the room outside the circle,
engaging with the remote audience. After each workshop, AS and co-
facilitators debriefed about the workshops, which in turn informed future
sessions.

Session description
Workshops followed the methodology developed by the NM Program at
Columbia University.20 Each 1-h workshop consisted of three activities:
30min of close reading or observation of a creative work (e.g., a poem,
novel/short story excerpt, visual art, comic, or film segment); 5 min of
writing to a prompt; and 15min of sharing written responses to the
prompt in dyads, followed by sharing with the whole group. The
curriculum (including choice of creative works and prompts used) was
dynamically adapted to suit residents’ needs, with works centering on
mortality, illness, relationships, medical training, and current events
(including the Black Lives Matter movement, violence against Asian
Americans, and bias towards transgender and nonbinary patients) (Table 1).
The themes contained in the creative works and prompts were chosen by

the facilitators based on challenges they felt residents were facing in
training that may benefit from the NM workshop method.

Data collection
Semi-structured interviews consisted of nine standardized open-ended
interview questions accompanied by probing inquiries. These questions
explored how the NM workshops impacted residents’ experiences inside
and outside the hospital, their relationships with patients, colleagues, and
loved ones, as well as the experience of facilitation by co-residents
(Table 2). The interviews were conducted by authors (HS and AL) who were
not involved in the pediatrics residency program in an effort to allow
residents to speak more freely about the workshops. Interviews were
conducted over Zoom for 30–60min and were transcribed with Temi, an
automatic transcription service. The study was approved by the Interna-
tional Review Board at CUIMC (IRB-AAAS4136).
Interviews were voluntary, and participants who had attended at least

two workshops were recruited by purposive sampling. In total, 15 residents
(5 residents from each class) were interviewed over Zoom, constituting
20% of the residency program. All identifying information aside from
participants’ level of training was excluded from the transcripts.

Qualitative data analysis
AS, AL, HS, and CS used Dedoose software to create descriptive codes,
compile a codebook, and iteratively code all transcripts together to
maintain intercoder reliability. The codebook was initially built upon the
analysis of one transcript. The team then applied codes across subsequent
transcripts, modifying existing codes and adding new ones to the
codebook in the process. Codes conveying related concepts were
clustered into categories, which were then clustered into higher-order
themes. While many codes were tied to the specific language used by
participants, others were identified by associated NM principles. Such
codes included bearing witness,21 narrative humility,22 cultural humility,23

and attentive listening.20 A final pass of coding through all transcripts was
done once the codebook was finalized. The team kept an audit trail
documenting observations and conclusions from weekly meetings.

RESULTS
Reflection on personal and professional identity
Participants described that the NM workshops prompted a re-
evaluation of their identities as physicians and allowed them to
develop reflective skills to navigate professional and personal
spheres. Many residents acknowledged how they often compart-
mentalized their physician identities from the rest of their lives
and how NM allowed them to reconcile these multiple identities.
As one PGY1 shared:
We were able to reflect a little bit about how our personal

relationships are not completely different from the relationships
that we view and experience here in the hospital…I think we
compartmentalize what we’re doing in medicine as a separate

Table 1. Workshop Texts and Writing Prompts.

Piece 1 Piece 2 Prompt

“An Intern’s Recollection of a Night at the VA, July
2004” by Doug Hester

“Starfish” by Mary Oliver Write about learning to love what isn’t easy.

“Rainy Day, Boston” by Childe Hasam “The Raincoat” by Ada
Limón

Write about your raincoat.

“The Thankful Poor” by Henry Ossawa Tanner “Thanks” by W.S. Merwin Write about something or someone you are thankful for.

Graphic Medicine Pieces by Brandon Mogrovejo
(PGY1)

Draw four panels that capture an important experience in
your training.

“Delayed” by R. Kikuo Johnson “Everything” by Jane Wong Choose one of the characters in this piece. Imagine and
write from their perspective.

“Blue Monday” by Annie Lee “Dust” by Dorianne Laux Write about a message you were too tired to receive in the
moment.

“Queer in Common Country” by Kara Sievewright Write about a time when you witnessed or experienced
LQBTQ+ sensitive (or insensitive) care.
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activity. But really, it’s in sync with our lives. They’re very much
interconnected.
Others shared how thinking “through a narrative lens” brought

them back to when they first started medical school, reorienting them
to perspectives they had prior to medical training. One PGY2 said:
[NM] brings me back to when I was a new medical student…I

think there’s this time in medical school where you’re starting out
and you’re like, ‘Oh, of course I’m always going to feel the
perspective of the patient. I’m never going to get caught up in the
day-to-day of a hospital. This is why I went into medicine.’ And it
just happens when you’re busy, when you’re tired, when being a
doctor gets so much a part of your identity and your brain and the
way that you think, that you do [get caught up].
In essence, residents described that NM allowed them to

reconnect to other parts of themselves and bring these roles into
their lives as physicians.
By bringing their whole selves into conversation with their

identities as doctors, residents expressed how workshops served
as a “space of rest” and led them to rediscover former creative
interests that had been abandoned during residency. One
PGY2 said: “[NM] really re-emphasized my creative interests…It
gives me an outlet where I can…do things outside of work that
restore me, and then go back to work with that sense of openness
to whatever I encounter in the day to day.”
Residents acknowledged that the sessions became a part of

honing their wellness and that by taking better care of
themselves, they could be more present for their patients and
better physicians overall. As one PGY3 shared, “I probably was a
happier person after [NM]…[I] didn’t need as much time to
recharge when I would come home after work.”

Connection to others and community building
As highlighted by the most frequently used code, “reinforcing
relationships,” residents shared that the workshops helped them
deepen relationships with colleagues, patients, and others outside
of work, thereby mitigating the isolation that often accompanies
medical training. Participants described “a loss of community”
during the covid-19 pandemic and that the workshops offered “a
little piece of that back.”
Participants commented on the power of sharing their

experiences with co-residents, often discovering new aspects of
their lives. One PGY1 said, “I learned a lot about where my co-
residents are coming from themselves…it made me really proud
to be a resident here and [hear] how thoughtful and caring and

patient-centred all my co-residents are…It was really enlightening
and made me feel really connected to them.” Workshops also
offered opportunities for kinship between residency classes. One
PGY1 shared:
“After [a workshop] I had a pretty long conversation with a

resident who was a year above me…It was just a nice connection
that I wouldn’t have made otherwise. [NM] gave us a safe space to
have that connection. So especially amongst people not in my
class, it has been helpful to building bridges.
Indeed, many residents spoke to the meaningfulness of a space

created by residents, for residents. One PGY2 articulated that
“resident-led things, they’re not that common…[I]t’s one of the
paradigms that residents need to take charge of educating one
another and taking care of one another more. [NM] is a great
example of a place where that happens.” Others corroborated this
point by sharing how the dynamic would have changed had the
sessions been faculty-driven; a PGY3 stated:
If it was coming from faculty, it would be different. I think

people would be less open to expressing themselves openly and
honestly. It makes you want to participate because you know that
[the residents] put the work into setting up this session and
they’ve been very thoughtful about what the goals of the session
are. You just want to show up for your co-resident.
Thus, residents spoke to the sanctity of the resident-led space

and how this allowed deeper intimacy to form while inspiring a
sense of fraternal responsibility to one another.
One dividend of this growing camaraderie was how it normal-

ized experiences and emotions during residency. One PGY1
commented:
As an intern, you feel super alone a lot of the time, because it’s

all very new and you do not really know what is quote-unquote
“normal” to feel during this. Hearing my co-residents talk about
their experiences and their feelings throughout their time has…
made me feel more confident and validated as a physician. I feel
less alone and more like one of the group. I guess it’s just made
me feel more confident as a physician towards patients.
Participants thus highlighted the impact that sharing can have,

not only to build stronger bonds as a cohort but also to soothe
professional anxieties about how they should or should not be
experiencing residency.
Residents also described how workshops facilitated a sense of

communion between themselves and patients by encouraging
them to step back from their perspectives as trainees and instead
consider the family in front of them. One PGY2 said:

Table 2. Interview Guide.

Interview Questions

1. What was participating in the narrative medicine workshops like for you?

2. What was being involved in the narrative medicine workshops like for you in the context of the pandemic?
a. Did any issues related to COVID come up in your or other’s writings?
b. How about in the discussions? If yes, can you tell me more?

3. What did you take away from the experience of these workshops?
a. What impact did this work have on your work life? What impact did this work have on your life outside of work?
b. Is there anything you learned or practiced in these sessions that you plan on continuing?

4. How do you think these narrative medicine sessions have impacted:
a. Your relationships with colleagues, if at all?
b. Your relationships with patients, if at all?
c. Your own reading, writing, and creative interests or habits?

5. What was it like to have the workshops facilitated by co-residents?
a. If applicable, what was the co-facilitation like for you?

6. What does it mean to you to have NM workshops as part of our dedicated noon conference curriculum?
a. Do narrative medicine workshops belong in a pediatric residency program? Why or why not?

7. What challenges did you face, if any, when deciding to attend or engage with the workshops?

8. Do you have any advice for future workshops?

9. Were there any topics/questions that we missed during this session that you think were important?
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You think about what you’re treating and about what you’re
managing when you enter the room. But then, it’s great to have
that perspective of sometimes just going into the room and
seeing like, “wow, this is a family. I see these toys here.” I can think
about what that family unit is just outside of the hospital, and how
I can help them get back to that.
In this sense, workshops served as a pause for residents to

remember their purpose as caregivers and prioritize their patient’s
humanity before focusing on medical decision-making. Another
resident expressed that finding that pause allowed for recognising
the beauty of the clinical encounter: “So many beautiful things
that happen in these patient encounters that…you don’t always
get to appreciate when you’re in the weeds. But it pulls you back
to see the forest and the trees.”
Residents also reflected on how centering the patient

perspective and engaging in literature led to tangible changes
in their clinical practice. One PGY3 alluded to a story from one
workshop which was written from a patient’s perspective:
Being able to see things from the voice and perspective of a

patient really helps me self-evaluate how I am delivering news…It
helped me be a lot more conscious of the kind of words that I used,
the way that I express myself because things that initially appear
harmless looking at it from the patient’s perspective, through the
literature, it can be received in a very different way. And [NM] helps
shed light on that and helps me change some of my approaches.
Another PGY1 reflected specifically on how a workshop featuring

a comic about a transgender patient’s clinic experience impacted
their understanding of patients from marginalized backgrounds.
This discussion stirred a deeper consideration of the experience of
being misgendered: “It was like a particular switch to further reflect
on how language that we use is so, so important. And I try to be
conscious with every patient I see, to make sure that I’m
communicating the best way I can.” Residents expressed a greater
understanding of what it means to advocate for marginalized
patients and were motivated to educate themselves and “provide
better, more comprehensive care.” In tandem, residents expressed
that the workshops led to an emphasis on relationship-building and
gave them new tools for fostering stronger relationships both with
their peers and with patients.

Reconceptualization of medical practice
Finally, workshops prompted residents to reflect critically on their
place within and outside of medical culture. Residents often
associate medical culture with an emphasis on the biomedical
sciences over biopsychosocial approaches, pressure to limit
emotions in the workplace, hierarchy, perfectionism, and fear of
failure. They repeatedly characterized NM workshops as a form of
“nontraditional medical education” that taught “skills that you
can’t teach in a book.” They praised the “different framing” of NM
and saw it as a contrast to the “overmedicalization of patients”
that they often received from other conferences.
In particular, residents shared that they used the workshops as a

space to unpack emotions often discouraged in the workplace.
One PGY2 said, “In medicine…you’re not supposed to feel, you’re
not supposed to express emotion. That’s supposed to be
separate…People may go so far as to [say] that that was a sign
of being an incompetent physician.” This resident went on to
share how the “safe space” of NM created a new culture around
emotionality, where vulnerability and naming emotions “makes
you a stronger person.”
For many who self-identified as more private individuals, this

led to tangible shifts in their approach towards vulnerability in the
workplace; one PGY3 said:
During the first workshop, I don’t think I talked very much

because of that feeling of wanting to compartmentalize my
emotions about work…I wouldn’t say that I became a super sharer
by the end, by any means, but definitely I think I became more
open to realizing that…it is okay to share with people…some of

the frustrations I might be having, or if I’m feeling overall
discouraged.
This culture of emotional openness led some residents to even

reconceptualize their idea of failure: “I feel like more of my
experiences are just in being a physician or a resident and not
necessarily failures on my end.” By engaging with their peers on
an emotional level, residents were able to recognize that emotions
like shame or grief are not signifiers of failure but normal
responses to tragic circumstances.
For others, NM workshops gave them the necessary space to

consider their role in patients’ lives. One PGY3 said, “You are going
through these very traumatic, intimate experiences…And you
become this interloper in people’s dramatic points in their lives. So
I definitely look at it as a privilege, which I think in residency I’ve
grown to recognize more and more…that’s only enhanced within
the [NM] workshop.” Recognizing their privilege and responsibility
as physicians served as a buffer to the more traditional, antiquated
power differential between patients and physicians.
Similarly, others emphasized how NM helped them see the

value of learning from patients, flipping the traditional hierarchy:
It further elucidates that [patients] are just other people like us.

That might seem very obvious. But sometimes when you go
through different academic exercises to try to figure out what’s
going on with patients, you’re more focused on that than the
patients’ experiences themselves. [NM] sessions…show how our
experiences are very much the same. And something might
happen tomorrow that might put me in a position that’s the exact
same as the patient I’m taking care of.
Thus, NM facilitated a needful perspective shift, bringing

residents out of their gaze as medical practitioners and back to
their core humanity. Residents described that the workshops
prompted them to orient towards patients from their shared
humanity rather than their position of power. As one PGY2 said,
“[We worked] this other part of my brain and also my soul that we
don’t typically get to do in the hospital.”

DISCUSSION
This is the first evaluation of an NM workshop designed and
facilitated by residents for residents. Prior literature suggests peer
education nurtures spaces where vulnerability is more feasible
and where challenging topics may be explored,10,17,18 a point
substantiated by resident responses to our curriculum. Creating
such a climate is crucial to achieving the tenets of NM to promote
attention, representation, and affiliation to oneself and one’s
community. This NM curriculum that utilized peer design and
facilitation was found to be feasible and effective for resident
education.
Residents recognized that the content and outcomes of the

workshops could be perceived as contrary to the standards of
biomedical culture, which classically dictate that physicians should
compartmentalize their emotions at work.24 This reversal of
tradition afforded by NM has historically been impeded by
resistance within medical institutions posed by both students and
faculty.25 By introducing a curriculum by residents for residents,
our intervention represents a model for NM to be adapted in a
variety of educational and clinical settings that facilitates this
culture shift through the power, investment, and interdependency
of a peer-based collective. This premise aligns with prior literature
demonstrating that peer education can transform a training
program’s community of practice, with positive changes to its
culture and social capital.26

Through the NM workshops, residents were able to appreciate
that being a doctor does not need to be divorced from all other
parts of the self but can rather be supported by them; that lived
experience outside of the hospital and the emotional acuity often
cultivated with those experiences can enhance the role of a
physician; that being a doctor does not center exclusively on clinical
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acumen but also on understanding social determinants of health,
sensitivity to bias, and the value of advocacy; and that medicine’s
definition of what makes a doctor is evolving and inclusive of
gentler, more vulnerable, and more complex ways of being.
We acknowledge that residents who were open to sharing their

experiences during the interviews may be particularly drawn to
the health humanities. In addition, our qualitative data comes
from one source: individual interviews of residents; data can be
complemented in future studies by facilitators’ field notes as well
as interviews with stakeholders such as faculty members who
work with residents to further evaluate the impact of NM in clinical
settings. Finally, this intervention was led by a resident facilitator
with a master’s degree in NM who provided basic training to
resident co-facilitators. Master’s training provides robust prepara-
tion for developing and implementing such curricula. However,
we feel that opportunities short of a master’s degree (e.g.,
weekend workshops in narrative medicine and certificates of
professional achievement, both offered at Columbia University, in
addition to facilitator training programs) may allow dissemination
of this model to other settings. Further evaluation of such efforts is
needed to better understand optimal dissemination.
Residency training entails many personal and professional

challenges, and our study demonstrates that an NM curriculum by
residents for residents is a promising application of peer-led
education to promote reflection, close listening, and solidarity.
Such a curriculum may be of particular benefit to pediatricians and
pediatricians-in-training, who attend to children’s stories across
the span of development and within the context of their families
and communities. Indeed, in the words of one resident, NM can
clear some space to see “the forest and the trees.”

DATA AVAILABILITY
The datasets generated during and/or analyzed during the current study are available
from the corresponding author upon reasonable request.

REFERENCES
1. Diorio, C. & Nowaczyk, M. Half as sad: a plea for narrative medicine in pediatric

residency training. Pediatrics 143, e20183109 (2019).
2. Lasalvia, A. et al. Levels of burn-out among healthcare workers during the COVID-

19 pandemic and their associated factors: a cross-sectional study in a tertiary
hospital of a highly burdened area of north-east Italy. BMJ Open 11, e045127
(2021).

3. Bradley, M. & Chahar, P. Burnout of healthcare providers during COVID-19. Clevel.
Clin. J. Med. https://doi.org/10.3949/ccjm.87a.ccc051 (2020).

4. Andraska, E. A. et al. Health care disparities during the COVID-19 pandemic.
Semin. Vasc. Surg. 34, 82–88 (2021).

5. Laster Pirtle, W. N. & Wright, T. Structural gendered racism revealed in pandemic
times: Intersectional approaches to understanding race and gender health
inequities in COVID-19. Gend. Soc. 35, 168–179 (2021).

6. Burch, A. E. & Jacobs, M. COVID-19, police violence, and educational disruption:
the differential experience of anxiety for racial and ethnic households. J. Racial
Ethn. Health Dispar. 9, 2533–2550 (2022).

7. Nigri, L. et al. Burnout in primary care pediatrics and the additional burden from
the COVID-19 pandemic. J. Pediatr. 260, 113447 (2023).

8. Martin, S. R. et al. Impact of COVID-19 pandemic on pediatric healthcare burnout
in acute care: a longitudinal study. Pediatr. Res. 94, 1771–1778 (2023).

9. Charon, R. Narrative medicine: attention, representation, affiliation. Narrative 13,
261–270 (2005).

10. Ten Cate, O. & Durning, S. Peer teaching in medical education: twelve reasons to
move from theory to practice. Med. Teach. 29, 591–599 (2007).

11. Bulte, C., Betts, A., Garner, K. & Durning, S. Student teaching: views of student
near-peer teachers and learners. Med. Teach. 29, 583–590 (2007).

12. Hu, Y. Y. et al. Physicians’ needs in coping with emotional stressors: the case for
peer support. Arch. Surg. 147, 212–217 (2012).

13. Shapiro, J. & Galowitz, P. Peer support for clinicians: a programmatic approach.
Acad. Med. 91, 1200–1204 (2016).

14. Eskander, J., Rajaguru, P. P. & Greenberg, P. B. Evaluating wellness interventions
for resident physicians: a systematic review. J. Grad. Med. Educ. 13, 58–69 (2021).

15. Calder-Sprackman, S., Kumar, T., Gerin-Lajoie, C., Kilvert, M. & Sampsel, K. Ice
cream rounds: The adaptation, implementation, and evaluation of a peer-support
wellness rounds in an emergency medicine resident training program. Can. J.
Emerg. Med. 20, 777–780 (2018).

16. Chanchlani, S., Chang, D., Ong, J. S. & Anwar, A. The value of peer mentoring for
the psychosocial wellbeing of junior doctors: a randomised controlled study.
Med. J. Aust. 209, 401–405 (2018).

17. Lockspeiser, T. M., O’Sullivan, P., Teherani, A. & Muller, J. Understanding the
experience of being taught by peers: the value of social and cognitive con-
gruence. Adv. Health Sci. Educ. 13, 361–372 (2008).

18. Callese, T. et al. Conversation starter: advancing the theory of peer-assisted
learning. Teach. Learn. Med. 31, 7–16 (2019).

19. O’Brien, B. C., Harris, I. B., Beckman, T. J., Reed, D. A. & Cook, D. A. Standards for
reporting qualitative research: a synthesis of recommendations. Acad. Med. 89,
1245–1251 (2014).

20. Charon, R. et al. The Principles and Practice of Narrative Medicine. (Oxford Uni-
versity Press, New York, 2016).

21. Charon, R. Narrative medicine: Honoring the stories of illness. (Oxford University
Press, New York, 2006).

22. DasGupta, S. Narrative humility. Lancet 371, 980–981 (2008).
23. Tervalon, M. & Murray-Garcia, J. Cultural humility versus cultural competence: a

critical distinction in defining physical training outcomes in multicultural edu-
cation. J. Health Care Poor Underserved 9, 117–125 (1998).

24. Bynum, W. & Sukhera, J. Perfectionism, power, and process: what we must
address to dismantle mental health stigma in medical education. Acad. Med. 96,
621, https://doi.org/10.1097/ACM.0000000000004008 (2021).

25. Shapiro, J., Coulehan, J., Wear, D. & Montello, M. Medical humanities and their
discontents: definitions, critiques, and implications. Acad. Med. 84, 192–198
(2009).

26. Burgess, A. & Nestel, D. Facilitating the development of professional identity
through peer-assisted learning in medical education. Adv. Med. Educ. Pract. 5,
403–406 (2014).

ACKNOWLEDGEMENTS
We thank Dr. Dorene Balmer and Dr. Pamela Schaff for their thoughtful review of our
manuscript. We also extend our gratitude to Leah Rosen for conducting and
transcribing interviews. We thank Dr. Brandon Mogrovejo, Dr. Katherine Aschheim,
Dr. Iqra Akram, and Dr. Colleen Farrell for their contributions to the curriculum. We
thank the Columbia University Pediatric Residency Program for protecting time and
space for the curriculum and to the residents for their engagement and participation.

AUTHOR CONTRIBUTIONS
All authors are graduates of Columbia University’s NM Master’s Program. A.S. led the
research team, developed the curriculum, co-facilitated all workshops with co-
resident volunteers, coded and analyzed transcripts, and contributed to the
manuscript. C.S. led team coordination, logistics, coding, analysis, and manuscript
writing. H.S. and A.L. conducted interviews, coded and analyzed transcripts, and
contributed to the manuscript. D.G. advised on study design and contributed to the
manuscript. All authors gave final approval of the version to be published. A.S. was
supported by the Clifford Attkisson Clinical Services Research Training Program T32
MH018261 of the National Institute of Mental Health and the Leadership Training in
Adolescent Health Program T71MC00003 of the Health Resources and Services
Administration of the U.S. Department of Health and Human Services.

COMPETING INTERESTS
The authors declare no competing interests.

ADDITIONAL INFORMATION
Correspondence and requests for materials should be addressed to Anoushka Sinha.

Reprints and permission information is available at http://www.nature.com/
reprints

Publisher’s note Springer Nature remains neutral with regard to jurisdictional claims
in published maps and institutional affiliations.

A. Sinha et al.

317

Pediatric Research (2024) 96:313 – 318

https://doi.org/10.3949/ccjm.87a.ccc051
https://doi.org/10.1097/ACM.0000000000004008
http://www.nature.com/reprints
http://www.nature.com/reprints


Open Access This article is licensed under a Creative Commons
Attribution 4.0 International License, which permits use, sharing,

adaptation, distribution and reproduction in anymedium or format, as long as you give
appropriate credit to the original author(s) and the source, provide a link to the Creative
Commons licence, and indicate if changes were made. The images or other third party
material in this article are included in the article’s Creative Commons licence, unless
indicated otherwise in a credit line to the material. If material is not included in the
article’s Creative Commons licence and your intended use is not permitted by statutory
regulation or exceeds the permitted use, you will need to obtain permission directly
from the copyright holder. To view a copy of this licence, visit http://
creativecommons.org/licenses/by/4.0/.

© The Author(s) 2024, corrected publication 2024

A. Sinha et al.

318

Pediatric Research (2024) 96:313 – 318

http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/

	“The forest and the trees”: a narrative medicine curriculum by residents for residents
	Introduction
	Methods
	Qualitative approach
	Workshop framework and participants
	Session description
	Data collection
	Qualitative data analysis

	Results
	Reflection on personal and professional identity
	Connection to others and community building
	Reconceptualization of medical practice

	Discussion
	References
	Acknowledgements
	Author contributions
	Competing interests
	ADDITIONAL INFORMATION




