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Abstract

Reflection is critical to experiential, lifelong, self-directed learning. The
practice of medicine is characterized by complexity, uncertainty, emo-
tional intensity, values conflicts, and ethical challenges. It has been pro-
posed that the capacity to reflect masterfully is required to work effectively
in such complex settings. Many physicians eventually master this capac-
ity, most struggle somewhere along the way, and some manifest significant
trouble reflecting accurately and efficiently enough to achieve clinical
competence. In this chapter, the author reviews conceptual models high-
lighting the critical nature of reflection and demonstrates through case
examples that reflective capacity can be enhanced through structured writ-
ing exercises. While narrative exercises have value for most physicians,
students who will benefit most from a narrative-based remediation strat-
egy are those who lack insight into their own problems and deficits, espe-
cially those who are insensitive to the perspectives of others and or who
hold unexamined biases and attitudes that negatively impact clinical
competence.

“By three methods we may learn wisdom: first, by
reflection, which is noblest; second, by imitation,
which is easiest; and third, by experience, which is
the most bitter.”

—Confucius

“We don’t see things as they are, we see things as
we are.”

—Anais Nin

“All there is to thinking,” he said, “is seeing some-
thing noticeable which makes you see something
that you weren’t noticing, which makes you see
something that isn’t even visible.”
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14.1 Introduction

Medical education historically has emphasized
facts and the latest scientific knowledge; it has been
oriented toward achievement, action, and outcomes
to the exclusion of other relevant domains of learn-
ing and ways of knowing. Nowhere else is this
more manifest than in the course work required
prior to medical school applications. The set of
admissions expectations creates a path to becoming
a physician and pressures students to abandon
exploring fields of study unless they are directly
related to the goal of becoming a doctor. This
emphasis, as well as many other powerful forces
impacting medical education, has led to a culture of
“unreflective doing” in medical education, result-
ing in a underdeveloped capacity to learn by
reflecting on practice.

As it has become clear that mastering founda-
tional medical knowledge is necessary but not
sufficient to being a competent physician, there
have been renewed calls for reform in medical
education [1]. For the past decade, accreditation
leaders such as the Accreditation Council on
Graduate Medical Education (ACGME) have set
expectations that reach beyond medical knowl-
edge [2]. There are initiatives to incorporate
behavioral and social sciences into medical
school [3], and premedical requirements and
admission processes are broadening for the first
time in decades [4—6]. Beyond suggesting addi-
tional content, the landmark Carnegie Foundation
report proposes that there be explicit focus on the
processes of integration of knowledge and expe-
rience, habits of inquiry, and improvement to
promote excellence, identity formation, and the
process of developing and refining professional
values [1]. All of these efforts require individual
physicians to master a set of cognitive abilities
that enable lifelong, self-directed learning. The
capacity to reflect before, during, and after prac-
tice is foundational to this emerging area of com-
petence [7]. Yet the medical education literature
suggests these skills are underdeveloped in
learners and faculty [8].
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Reflection:

“a metacognitive process that occurs
before, during, and after situations with the
purpose of developing greater understand-
ing of both the self and the situation, so that
future encounters with the situation are
informed from previous encounters.” [7]

14.2 Reflection as an Area
of Competency

Reflection is particularly important in making a
successful transition from the classroom to the clin-
ical setting as students move from a student-focused
setting to a patient-focused, experiential learning
environment [9]. Thus, the call for reflection
stems in part from the recognition that in profes-
sional practice there is a divide between the “high
hard ground,” where problems are solved through
the application of research-based theory, and the
more “messy” real world, where complex prob-
lems defy clear technical solutions. In these inde-
terminate zones of practice, where general rules
do not result in solutions, where problems are
characterized by their uncertainty, uniqueness,
and values conflict, technically rational evidence-
based solutions often cannot be found [10].

Recent literature traces the decline of empathy
during medical school [11, 12]. Some attribute
this to the conflicts between espoused values and
the values in practice found in the “hidden cur-
riculum” [13, 14]. The hidden curriculum will
continue to exert significant influence on stu-
dents’ professional development unless we find
ways to prepare students to recognize and criti-
cally consider the challenges such informal mes-
sages promote as they develop their own
professional habits of mind.

To reiterate, experience alone is insufficient to
guarantee learning. Reflection—critically consid-
ering what you are doing before, during, and after
doing it—is necessary in order to promote learn-
ing. Reflection is foundational to self-directed
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learning: it is necessary for self-assessment, elic-
iting and responding to feedback, reconciling
feedback with one’s own self-assessment, and
then incorporating self and peer assessment into
subsequent performance [15, 16].

14.3 Frameworks for
Understanding the
Reflection Competency

14.3.1 The Reflective Practitioner

The complex challenges experienced in medi-
cine—dealing with death, patients with challeng-
ing personality types, multiple organ system
failure in the intensive care unit, multiple chronic
medical problems in clinic, or patients who don’t
adhere to their prescribed medications—defy
simple solutions. Helping medical trainees learn
from real-world settings requires a framework for
choosing an effective action in a complex context.
Donald Schon’s model of the reflective practitio-
ner has provided such a framework. He defines
skills that we can apply automatically, almost by
rote: “knowing in action” — those skills that we
can apply and refine at the same time that they are
being put into practice as skills requiring “reflec-
tion in action,” and those skills that require that
we think and process an experience after the ini-
tial encounter as requiring “reflection-on-action”
[10]. In refining this model, others have acknowl-
edged that we sometimes anticipate what we are
about to do and prepare for it, an act discussed as
“reflection-for-action.” (See Chap. 13 for more
detail on reflection as a metacognitive tool.)

14.3.2 Kolb’s Cycle of Experiential
Learning

As students move from the classroom to the
workplace, they must be prepared to engage pre-
dominantly in experiential learning. This neces-
sitates that students develop the capacity to
effectively and efficiently derive lessons from
concrete clinical experiences and then apply their
learning to subsequent encounters refining their
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experience

Fig. 14.1 Kolb’s Learning Cycle adapted by Greenberg
and Blatt for clinical experiences

own skills in the process [9, 17]. Consider a third-
year student on the first day of the Neurology
clerkship. He observes, along with other students,
as the four residents and one attending make
rounds on 23 patients. The entire session lasts
about 90 min. Each patient is examined and dis-
cussed very briefly. The student notices that the
most common diagnoses are stroke, seizure, brain
tumor, and psychological factors contributing to
neurologic symptoms. Seven of these patients
initially presented with hemiparesis. What and
how does the student learn from this concrete
experience? The potential is great. Students often
describe this as “drinking from a fire hose.” But
because of the overwhelming breadth of material
available, most inexperienced students learn very
little because they are not prepared to learn in this
way. With a well-honed and disciplined approach
the students could learn how to distinguish a
“basic” neurologic exam from a series of special
maneuvers applied in unique contexts based on
the disease process either known or suspected.
Students with well-developed critical reflection
skills will be certain to walk away with specific
reading goals. For instance, the student could be
sure to spend 1 h that evening reading about the
key features that differentiate among the underly-
ing causes of hemiparesis. By actively reflecting
on what they do and do not understand, they can
maximize their own learning from concrete expe-
riences. Figure 14.1 illustrates how this cycle
works in clinical situations.
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Description

What happened?

Action Plan

If it arose again
what would you do?

Conclusion

What else could you
have done?

Feelings

What were you
thinking and
feeling?

Evaluation

What was good &
bad about the
experience?

Analysis

What sense can you
make of the
situation?

Fig. 14.2 Gibbs’ Reflective Cycle provides prompts to faciliate a step-wise approach to analyzing or debriefing
concrete experience. Adapted from Gibbs [24]. Reproduced with permission of the author

14.3.3 Gibbs’ Reflective Cycle:
Learning to “Pay Attention”
to Concrete Experiences

Many students transition from classroom to clini-
cal setting fairly easily. Yet, beginning students
encounter many challenging situations when they
first enter the clinical years [18-20]. They see
dramatic and complex surgery, they see their first
patients die, and they witness several cardiopul-
monary resuscitations. They see vivid, dramatic,
and shocking things that are often hard to digest
emotionally [21].

I have seen entirely too many people naked.

I have seen 350 pounds of flesh, dead: dried red

blood streaked across nude adipose, gauze, and

useless EKG paper strips. I have met someone for

the second time and seen them anesthetized,

splayed, and filleted across an OR table within
10 min [22].

Paying attention during the concrete experi-
ence, allowing for reflective observation can be

challenging in these circumstances. Two of many
ways to promote this ability to reflect include
mindfulness training and participating in Balint
groups [16, 21, 23]. Gibbs’ Reflective Cycle (see
Fig. 14.2) gives structure and suggests a series of
prompts to help facilitate trainees’ reflective
observation skills. Individuals using this cycle
can compare their own observation to those of
peers, their teachers or the literature [24]. This
strategy promotes critical reflection skills [25], as
defined by Brookfield.

14.4 Narrative in Medical
Education: Deepening
Learning and Abstract
Conceptualization

Stories have a central place in medicine. We all
have spent many hours telling each other about
the interesting case, the diagnostic dilemma, the
new presentation of an old disease, the new
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disease. These stories are told in many different
venues—in the hallways, over a late night snack,
or in more formal settings. The role of writing
stories in educating all physicians is not yet clear;
however, such stories clearly serve an essential
means of expression for many physicians, judg-
ing from the submissions to journals that publish
reflective writing and the long tradition of books
of patient stories by physicians [26]. The rela-
tionship between reflection and storytelling has
been described in the medical literature [27-30].
Writing narratives favors depth over breadth of
understanding a phenomenon [31]. Therefore, it
makes sense that writing would be a useful strat-
egy to move from raw reflections made on a con-
crete experience toward formulating the abstract
conceptualizations needed to drive cycles of con-
tinually improving performance, as theorized by
Kolb. There are a few intriguing outcome studies
in this domain. Writing about stressful experi-
ences boosts immune response to Hepatitis B vac-
cination in New Zealand medical students [32],
improves lung function in patients with asthma,
reduces disease activity in patients with rheuma-
toid arthritis [33], and has other benefits beyond
the medical setting [34]. One outcome study dem-
onstrated that a program that had interns write
narratives was an emotional outlet for interns and
led to greater personal awareness [35]. Those who
teach reflective writing have proposed that it
prompts learners to develop their unique voice in
the life world of medicine. They assert that read-
ing and listening to such reflective writing pre-
pares students for the risk taking and vulnerability
inherent in clinical practice and promotes pro-
fessional development, general well-being, and
empathy [36]. This has broad applications,
including the promotion of cultural competence
and fostering professionalism and professional
development [37, 38] (see also Chaps. 7 and 8).
Yet those who publish narratives choose to
write. The focus of the rest of this chapter is on
the use of narrative as a method to enhance reflec-
tion in remediation of physicians and trainees. In
this case, the goal of narrative is to serve as evi-
dence of reflection of one’s own attitudes, and to
demonstrate understanding of another’s perspec-
tive. It also has the potential to document
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improved self-awareness, performance improve-
ment, and learning about how to think through
complex medical dilemmas.

14.5 Remediation Strategies

Let’s consider several challenging cases.

* You are meeting with PM, who failed a clini-
cal skills exam because, although his commu-
nication skills were strong, he did not collect
many key historical facts, did superficial phys-
ical exams, demonstrated poor clinical reason-
ing in his written notes, and displayed a
limited number of diagnoses in his differen-
tial. When you ask him what he makes of the
exam results, he explains that he plans a career
in Emergency Medicine, and “while I know
that there are other things that might be going
on with the patient, my job is to make sure
they are not going to die! Let the inpatient
docs figure the rest out.”” When you reach out
to his recent clinical supervisors, they report
that he is a nice guy, interacts well with
patients, knows a lot, and is eager to be help-
ful, but he often “misses the boat” with patient
diagnoses.

* You are working with DK. He is very deferen-
tial and polite in your interactions and quiet in
small group sessions. He has missed several
assignments despite reminders from your
course administrator. Your administrator tells
you that after several reminders, DK has come
by the office and complained that “they should
send him an email and he should be able to
post his assignments to a web site, like he did
in college. When are they going to come into
the twenty-first century?” Your administrator
tells you that she doesn’t want to work with
DK any more and that other administrators
have had the same experience. You confirm
that several other course directors have had
similar experience with DK.

* You are a clerkship director. On the second
day of the rotation your colleague tells you
that the student, RA, has regularly interrupted
him in the middle of a conversation with a
patient, to disagree with what he was saying.


http://dx.doi.org/10.1007/978-1-4614-9025-8_7
http://dx.doi.org/10.1007/978-1-4614-9025-8_8

240

When you ask RA about it, she explains “the

attending was saying something that I didn’t

think was accurate. We have an obligation to
be honest with the patient, don’t we?”

e There has been a professionalism complaint
filed against SJ, a second-year student who is
just starting her physical diagnosis course.
For the first hospital-based session, she was
partnered with another student whose turn it
was to be in the lead and gather the patient’s
history, while SJ was assigned to observe.
SJ repeatedly interrupted her partner’s conver-
sation with the patient, asking repetitive ques-
tions. When her partner asked her to hold her
questions to the end, SJ loudly replied, “I
want to make sure this isn’t a heart attack.”
She didn’t seem to notice the worried look on
the patient’s face.

How would we approach such learners? What
if you discern that he or she doesn’t have insight
into the problematic nature of their behavior?
What if, despite your effort to prompt reflection,
there is no obvious capcity to reflect and the
learner sticks to his or her version of the facts,
resists discussing specific thoughts or feelings,
dismisses the importance of considering the
impact of his or her behavior on others, and
argues that his or her interpretation makes perfect
sense and therefore he or she would not do any-
thing differently?

These cases illustrate, among other things,
problems with premature closure (deciding too
quickly on a diagnosis without considering other
possibilities—see Chap. 6), professionalism, and
teamwork. In each case, the learner has difficulty
perceiving the perspective of others and lacks
awareness of their own biases or assumptions that
significantly impact clinical problem solving.

How do we approach the remediation of such
learners? How do we engage them in sincere and
critical reflection on their own performance?
How do we encourage the practice of perceiving
multiple perspectives simultaneously? How do
we convince them to remain “open-minded,”
both clinically and interpersonally?

There are many approaches and strategies rel-
evant to the remediation of such physicians or
trainees. In Chap. 6, Mutnick and Barone take on
premature closure from the perspective of clini-
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cal reasoning. In Chap. 7 Bebeau and Faber-
Langendoen discuss strategies to address the
moral dimensions of these challenges. In Chap. 8,
Brondolo and Jean-Pierre tackle perspective taking
through the lens of race and racism. In Chap. 13,
Quirk explores perspective taking as an aspect of
the metacognitive competency. I will explore
how to use narrative as a practical tool to enhance
reflection and learning.

14.5.1 Reflective Capacity and
Motivation to Learn

In remediation, by definition, we are working with
students whose initial approach has not worked. A
deficit in reflective capacity often manifests as a
disagreement about the presence of a learning
need between the learner and others. Therefore,
the learner can be seen as unconsciously incompe-
tent, not yet aware that they have a learning need.
They have a serious “blind spot” which they lack
the motivation to address [39]. How can we moti-
vate the unconsciously incompetent learner?

14.5.2 Transformative Learning
and Remediation

Working with such learners is challenging but
critical. What need first and foremost is insight.
Theorists have proposed that this kind of transfor-
mative learning is stimulated by a “disorienting
dilemma” [7, 40, 41] that upon reflection, usually
guided by someone with authority, can lead to
critically examining beliefs, ultimately leading to
new insights and new ways of behaving [42].
How can we promote such insight or point out the
disorienting dilemma, while avoiding inducing
shame or humiliation in the learner, which would
undermine motivation to learn? [43].

Identifying a learner for remediation, under
the right circumstances, creates a powerful dis-
orienting dilemma for physicians and trainees.
This facilitates the potential transformative
impact of narrative reflection. Learners who pre-
viously lacked insight can be pushed to examine
their own attitudes and beliefs with expert help
(see Chap. 16). Writing assignments are a key
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component of this work and can achieve success
through two pathways: by encouraging perspec-
tive taking and through narrative coherence. In
doing this, the aim is to deepen the reflection and
enhance reflective capacity [44].

14.5.3 Perspective Taking

Medical experts gain insight into the human con-
dition by seeing the self in relation to others [45].
Trainees who require remediation often are deal-
ing with “story deficits.” Their incomplete under-
standing of multiple participants’ viewpoints in a
story interferes with a full understanding of both
self and the situation. They may think they under-
stand themselves, yet they are unaware of the
effect that they are having on others. The trainee
focused solely on “emergency” diagnoses runs
the risk of discounting the patient’s desire to
know what they do have. It is not sufficient to
explain “your chest pain does not represent a
heart attack or a pulmonary embolus.” The learner
who speaks up in the middle of an encounter,
either disagreeing with the attending, or speaking
aloud about their diagnostic thinking, may not
intend to offend the attending, or worry the
patient, but seems to be unaware of the possibility
that this might occur.

These trainees have a substantially different
version of “what happened” (one of the first steps
of the reflective cycle) compared to the perspec-
tive of others and do not exert effort to see others’
perspectives [45]. A writing assignment may
help them accomplish this critical task.

In this instance, the challenge of getting learn-
ers to engage in reflection cannot be open-ended
such as “write a reflective essay...” but needs to
focus their attention on key perspectives that you
want them to consider. There are a range of prompts
designed to raise a trainee’s awareness of the per-
spectives of others, which include the following:

e Assign them to write about their own
perspective and defend their point of view.

e Asking them to propose an alternate view-
point to their own and or adopt another’s
perspective.

e Propose an alternative viewpoint with an
observation.

e Demonstrate other perspective by using a
short narrative or poem.
» Using the technique of framing.

For instance, when first sitting down with the
student who interrupted the encounter while it
was going on, you might ask her:

“What effect do you think questioning antibiotic choice

in front of the patient might have on the patient’s will-
ingness to take any medicines that we prescribe?”

“I was curious about your interruption in the mid-
dle of the encounter. Tell me what you were think-
ing about before you did this?” OR “I wonder
what you were hoping that would achieve.”

These observations, asked with curiosity
rather judgment and followed by a pause, are
attempts to get her to stop and think about her
actions, reflect on her own internal process, or
speculate about intended outcomes. Her answer
represents a narrative, because we are asking the
learner, after the encounter, to tell a story in
which she notices what took place, how she
reacted, and how others reacted or might react.
Following this dialogue, you could assign the stu-
dent a written narrative to expand her reflective
capacity by using Gibbs’ Reflective Cycle as a
guide. You should be clear with the student about
the goal of the assignment (“We need to deepen
your perspective taking and improve your
awareness of the impact of your behavior, despite
your good intentions”). It should be explicit,
defined, and structured.

“Write a 500-word reflection on this episode.

Describe what happened, what you were thinking

and feeling, evaluate what was good and bad

about what happened from your perspective, that

of your physical diagnosis partner, and the patient,

what you make of the situation, what you might

have done differently, and what you anticipate you
might do the next time you are in a comparable

situation. Email this to me by next Monday, and we
will meet again Tuesday at 3.”

14.5.4 Sharing Narratives to Address
Negative Attitudes

There may be times where sharing different per-
spectives using published narratives might pro-
mote an alternative perspective that learners had
not considered.
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Consider the following situation. You are on a
ward team. You have had many elderly patients
with delirium on your service; you have had a
number of patients transferred from nursing
homes. You have noticed multiple comments
made by the residents and students that seem to
disparage elderly patients using terms like
“gomers” and “veterinary medicine” and perceive
these comments to be dehumanizing. You could
tell your team that it bothers you, or that it is
unprofessional to make such comments. That
might work to change their behavior in front of
you. But there is an alternative. Choose a 10-min
slot during rounds to share and discuss the following
poem written by one of our medical students.

Buttered Toast

While I tend the toaster
My mother has dabbed butter
On all six sides of her sourdough.

I am angered by her manners.

Even before her dementia, she was

the immediate light to my darker passion.

So 1 get offended at her impropriety,

As if manners were a thing that mattered in my family
While I really am angry at my inability

To make her happy, to stop her from losing her
Dignity, in front of strangers on the street, to save her.

And when her brow is tense with frustration,
About food, or the plans for the rest of the day,
Or the inability to come up with any

Word at all, she really is afraid of dying

And sadly grieving the things she knew she lost
though forgot the losing.

But the butter moves into the nooks,

and onto the fingers of Miss Alameda County 1960.

And her eyes widen as she says

Oh, this is so good! and I try like the butter

To melt for both of us. [46]

This poem illustrates a son’s grief resulting
from a mother’s dementia. In the touching con-
clusion, we see that despite the losses, this woman
can still derive great pleasure in eating a piece of
buttered toast. This humanizes a woman whom
the team may have trouble seeing as anything but
a delirious and demented patient. And, through a
simple narrative detail in the poem, we see her
like her son has, as a once-beautiful woman. A
brief discussion of this poem has served to create
a highly memorable moment for a clinical team I
have led, where insight was gained without the
need for me to directly criticize their behavior.
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14.5.5 Sharing Narratives
to Reinforce and Deepen
Positive Attitudes

In teaching about others’ perspectives, we don’t
always need to use negative examples. There is
great work each day going on around us, and we
can celebrate this by promoting positive exam-
ples of physician or student behavior.

In their report of professionalism narratives at
Indiana University School of Medicine, Karnieli-
Miller and colleagues recount a number of narra-
tives of both professional and unprofessional
behavior written from the perspective of third-
year students. In one example, a patient with HIV
and acute leukemia nears the end of life, and
extraordinary measures from multiple attending
physicians are taken to insure that the patient is
discharged from the hospital to attend her child’s
graduation in a distant city [19]. In looking at this
example, consider asking our learner, “what made
it possible for this to happen?” Such a question
promotes looking for individual and institutional
elements that support exemplary acts of profes-
sionalism and reflection on the barriers and pro-
moters to professional behavior for all of us [47].

14.5.6 The Technique of Framing

Others have commented on how language used
by medical personnel frames the developing atti-
tude of our learners. In his timeless essay, “Can
you teach compassion?” Jerome Lowenstein
describes a very common case presentation on
rounds on the inpatient service. This trainee
started the clinical story the way most do, using
standard, impersonal language: “This is the first
admission for this 35-year-old IVDA” (IVDA is
standard medical terminology for Intravenous
Drug Abuser). On that day, he interrupted the
presenter and asked the team: “Would our think-
ing or care be different if you began your history
by telling us that this is a 35-year-old Marine vet-
eran who has been addicted to drugs since he
served, with valor, in Vietnam?” The medical
team was embarrassed and silent as the insight
sunk in that by using standard medical nomencla-
ture, they were dehumanizing a person [48].



14 The Reflection Competency: Using Narrative in Remediation

14.5.7 Seeking the Trainee’s
Perspective

As shown above, having learners read narratives
is a way to help them sharpen their perspective
taking. Assigning learners to write narratives can
also serve to help us understand the learner’s
perspective, however objectionable we might
perceive their behavior to be. Such assignments
must be made direct and clear. Some students
find assignments like “write about your reflec-
tions on a challenging patient” as “busy work”
that forces them to be insincere (an interesting
perspective in itself). With trainees who lack
insight into their own learning needs, it is best to
proceed in steps. Using Gibbs’ Reflective Cycle
as a guide, the assignments should be very
specific.

For example, a first remediation assignment
for the student headed into Emergency Medicine
is to ask him to describe his approach to a patient
with chest pain in the Emergency Department
setting, particularly the goals of care for patients
who are not admitted to an inpatient unit.
Sometimes simply giving a struggling student
time to consider his actions and opinions may
lead to significant insights for him, which he may
express in writing. It also provides a baseline for
the ongoing remediation work. Starting this way,
by seeking his perspective before addressing the
behavior, also models the perspective-taking we
hope to enhance.

14.5.8 The Perspective of the
Patient and Others

Students are exquisitely sensitive to conflicting
values that operate in the clinical environment
and are distressed when required to select from
mutually exclusive, value-based alternatives [13].
Therefore, a series of brief essays in which the
learner is asked to write about the same event
from differing viewpoints (How would the patient
presenting to the ER with chest pain perceive
your approach? How would your ER attending
view this?) may enable him to reconcile some of
this distress. This attempt to imagine what it
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might be like to be a patient in pain who hears:
“You are not dying of a heart attack. Why don’t
you see your primary care doctor next week to
figure out what is going on?” is likely to provide
material to discuss with the remediation coach
and lead to new perspectives on taking short cuts
prematurely. Subsequent assignments for this
student should include reading and writing an
essay on the cognitive errors in diagnosis and
common cognitive biases in the emergency
department [49] (see also Chap. 6).

For the student who interrupted her attending
physician because of her concern that what the
physician said somehow compromised honesty
with the patient, those in charge of remediation
might choose a parallel writing prompt, such as:

You are seeing a patient. You feel confident
that you know what is going on with the patient.
You are explaining this to your patient, and right
in the middle of your explanation, a second-year
student, whom you offered to have shadow you,
interrupts and contradicts what you are telling
the patient. Write a narrative detailing what you
would do in this situation, what you would think
and feel about the interruption, and how it might
influence what the patient thought of you and
what you were saying to them. Detail what you
would say to the student.

An extension of this assignment might include
a narrative coda: After the encounter, you go and
look up what the second-year student was saying,
and find out that it was correct. Does this alter
your thoughts and feelings about what hap-
pened? Given your thoughts about how you might
have acted in a situation in which you were inter-
rupted, does this situation prompt you to re-think
how you dealt with your attending?

14.5.9 Perspective Switching

Perspective switching is a variation on this
theme. You might give the student a published
narrative of a challenging situation and ask him
to imagine being the faculty member asked to
deal with the trainee in this situation. Stories such
as William Carlos Williams’ “The Use of Force”

[50], in which a learner loses his composure, or a


http://dx.doi.org/10.1007/978-1-4614-9025-8_6
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narrative in the Piece of My Mind section of
JAMA called “It’s over, Debbie” [51], in which
learner takes part in a “physician-assisted sui-
cide,” make good material for this exercise.

This role exchange exercise is designed to put
the learner in a new position, trying to encourage
adoption of a new perspective, which entails
looking beyond their own, and imagining the
perspective of another, the very task they find
challenging [28].

Collectively, these exercises allow learners to
engage in critical reflection in a series of steps.
Initially, we ask for their version of the events
and debrief this by changing the frame by asking
“what if”” questions. We can present them with an
alternative narrative from the literature, ask them
to write a narrative to illustrate another “charac-
ter’s” perspective, ask them to take on a faculty
role through “role exchange,” or share with them
a series of narratives from the literature that com-
ment on the same theme in their narrative. Saving
these narratives and reviewing them in sequence
provides evidence of the growing perspective
taking ability (or lack thereof).

14.5.10 Fostering Narrative
Coherence

It was the early days of the HIV epidemic. I was
at the beginning of my career as a physician, and
I was seeing the next in a series of HIV-infected
drug-addicted patients who I was going to follow
longitudinally. As I took her social history, she
told me that she began drinking alcohol regularly
with her parents at the age of 6. She was sexually
abused by her uncle and became pregnant at the
age of 14, at which time she dropped out of high
school and entered a series of increasingly chal-
lenging foster care settings. When I asked her
how she had coped with all of these challenges,
she laughed at me and answered: “I became a
drug addict!” I was shocked at the powerful
impact her laughter had on me. Because of my
limited personal experience of drug abuse, my
happy family life, and biases based on news
accounts and popular press, I held beliefs that
demonized drug users. In that moment, I had
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insight. I was shocked out of my previously held
beliefs by the fact that this woman’s drug addic-
tion made perfect sense in the context of her life.

People do things for a reason, their reasoning
can be elucidated, and similar reasoning will
inform subsequent actions. This concept of “nar-
rative coherence” [52] suggests “characters act in
a reliable manner.” The concept of narrative
coherence has informed my subsequent practice,
leading me to elicit information during my patient
interviews to understand behavior or symptoms
that at first do not make sense. This enables my
therapeutic rapport building and as a result
enhances my clinical competence.

14.5.11 Using Narrative to Remediate
Unprofessional Behavior

The student who administrators despise
because he is condescending and disparaging
while course leaders find pleasant because he
is deferential, desperately needs to see and
understand how others interpret his conduct.
He may not see that his behavior reflects poorly
on him and may negatively impact his clinical
effectiveness and teamwork. He needs to reflect
on his actions and the assumptions and beliefs
underlying his behavior. Lecturing him on pro-
fessionalism seems unlikely to be taken seri-
ously enough by this student to change his
future conduct, because it won’t create a “dis-
orienting dilemma” powerful enough to pro-
duce the needed insight and empathy for
others.

Helping him discover that his behavior is
unprofessional and therefore makes him an
incompetent physician might do the trick.
Requiring him to write a reflective essay that takes
the administrator’s point of view about his behav-
ior, assuming the administrator’s reaction makes
sense, may produce the needed insight or uncover
a more serious concern about his medical profes-
sionalism. If this simple strategy isn’t successful,
other approaches can be tried (see Chap. 7), or
you may judge that the stakes must be raised for
the student by initiating a more formal review of
the student’s pattern of behavior (see Chap. 20).
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14.6 Faculty Development

Facilitating or coaching for the purpose of reme-
diation using narrative is challenging yet can be
highly satisfying. In this chapter we provided a
basic introduction to both reflection and narrative
as it can be used in remediation. The following
are key issues faculty must keep in mind when
using narrative with this group of learners.

Faculty must be goal-oriented and realistic.
The purposes of asking a student to reflect are to
deepen his or her understanding of self and the
situation and inform subsequent action under
similar circumstances. This is a learning experi-
ence meant to foster metacognitive skills essen-
tial for lifelong and self-directed learning
(discussed in depth in Chap. 13).

Faculty must design useful narrative reflective
assignments. These should be focused, struc-
tured, and clearly defined as modeled above.

Faculty need to be able to create a safe learn-
ing environment, be comfortable with strong
emotions, and be willing to provide clear feed-
back and follow-up to the trainee [53] (see Chaps.
2, 15, and 16).

Faculty members need to feel equipped to set
up and assess written reflections. Models for
evaluation are being developed [54] that allow
for assessment of the depth of reflection, distin-
guish between reflective writing skills and story-
telling [55], and provide step-by-step instructions
for conducting narrative analysis [56]. The strat-
egy you choose to use should be selected to best
fit the purpose of the narrative exercise. What
seems most promising for evaluation of narra-
tives used for remediation is the recent REFLECT
framework developed by Wald and colleagues.
They describe four levels of reflection on a spec-
trum, from discussion using (1) “habitual action”
or non-reflective descriptions, to (2) “thoughtful
action or introspection,” which has more elabo-
rate description yet limited analysis, to (3)
“reflection” that includes attempts to understand
or analyze a situation through clear description
of the conflict or challenge, or explores emotions
and attempts to look for meaning, to (4) “critical
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reflection,” which adds to simple reflection by
exploring and critiquing personal assumptions
and exploring alternate perspectives fully [44].

Faculty must be prepared to judge a trainee’s
reflective ability. For reflection to lead to perfor-
mance improvement, learners must be willing to
engage deeply in thinking about situations that
have gotten them into trouble. Under the right
circumstances, many physicians and trainees are
able to engage in this type of reflection and even
enjoy writing assignments, but some do not. In
fact, some are not inclined to be introspective,
may resist reflection, and may refuse to write
anything that reveals personal thoughts or feel-
ings. In the end, as with all remediation activities,
judgments about whether this constitutes clinical
incompetence or not must be made and
documented.

For faculty members interested in learning
more, there are a number of educational strategies
for developing reflection and reflective capacity
[7], guided reflection, and useful resources for
faculty and faculty development [44]. A variety
of additional methods have been described to
help physicians enhance personal awareness
through reflection [16, 29, 57, 58] (see Chap. 11).

14.7 Conclusion

Using narrative as a form of reflection for reme-
diation of learners and more broadly in medical
education has potentially far-reaching implica-
tions. Narrative seeks to explore the depths of an
experience [31] and seeks a fuller understanding
of both the self and of the situation, both desired
outcomes of reflection [7]. Narrative is especially
useful for helping to explore complex situations
encountered in medicine, uncover biases and
assumptions, elicit multiple perspectives, plumb
the depths of our thoughts and feelings, and rein-
force our choices or propose alternate actions for
times when we encounter similar situations in the
future. Clearer outcomes need to be delineated
[59], but enhanced self-awareness, problem solv-
ing, and empathic understanding of patients are
potentially demonstrable endpoints. With learners
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who require remediation and may not naturally be
inclined toward reflection, challenging them to
write clear narrative, which demonstrates the
willingness to reflect, is the first step. Reflection
as described in this chapter is clearly an important
metacognitive skill closely related to the process
of “slowing down when you have to,” described
in studies of expert clinicians who, when facing
something unexpected or challenging con-
sciously, switch into a more deliberate, effortful,
yet mindful state that can ultimately lead to the
delivery of expert, value-based, patient-centered,
safe patient care [60]. (See Chaps. 1 and 6 for dis-
cussion of the related processes of Expertise
Development and Dual Process Thinking.)
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