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Abstract
Facilitated narrative exchange and reflective practice
(narrative medicine) sessions were offered at a large
community academic Magnet medical center to
promote staff education in the cultural changes
needed to successfully implement Patient- and
Family-Centered Care philosophies and 24/7 Family
Presence policies. Our models included a unit-based,
60 minutes, bi-weekly small-group session format
and a hospital-based, quarterly, 4-hour small-group-
divided workshop format. In collaboration with the
hospital ethnographer, we developed a survey tool
and determined these sessions were well received by
physicians, nurses, and ancillary staff members alike,
regardless of their professional position or their
length of time working in health care. Participants
also reported an enhanced sense of personal resi-
liency, an enhanced sense of professional team cohe-
sion and affiliation, and an enhanced ability to deliver
high-quality care for their patients and families.

Keywords: Narrative medicine, Reflective practice,
Patient- and Family-Centered Care, Compassion
fatigue, Burnout, Team building, Professionalism

Introduction

Patient- and Family-Centered Care (PFCC) is
described by the Institute for Patient- and Family-

Centered Care as ‘an approach to health care deliv-
ery that redefines the relationships between and
among patients, families, and health care providers’.
The four cornerstones of the PFCC philosophy are:
Dignity and Respect, Information Sharing,
Participation, and Collaboration.1 Enactment of
these redefined relationships among patients, their
families, and medical staff members is linked to
improved patient safety2–4 and quality outcomes
as well as significant reduction in health care
costs.5–7 A common initial project in implementing
this philosophy into hospital-based medical units
is the re-examination of current unit-specific
‘Visitation Guidelines’ through the lenses of patients
and their families. This often leads to the
development of ‘24/7 Family Presence Guidelines’.
While health care provider buy-in to the four
cornerstones of the PFCC philosophy is essential
to its successful implementation,8 increased family
presence, and participation amounts to a
significant cultural shift and professional stressor,
particularly for experienced physician, nursing,
and ancillary staff members, yet this fact is often
under-appreciated. At national and international
PFCC conferences, reported barriers to successful
implementation of the PFCC philosophy and
24/7 Family Presence have included experienced
staff’s inability to make this cultural
change as quickly and thoroughly as desired by
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patient- and family-advisory councils and hospital
administrators.
In this article we discuss two models of a special

application of narrative medicine we describe as
‘facilitated small-group narrative exchange and
reflective practice’. With the use of specific writing
prompts these groups have been successful in proac-
tively addressing staff-perceived barriers to the
delivery of high-quality PFCC, particularly individ-
ual burnout/compassion fatigue and interdisciplin-
ary team-cohesion/professionalism challenges.

Background

The Lehigh Valley Health Network (LVHN) is an
800-bed community academic Magnet medical
center. The Department of Pediatrics PFCC
Initiative began in May 2005 in our 28-bed, Level
IIIB, Neonatal ICU (NICU), with the establishment
of a NICU PFCC unit-based committee. Our initial
PFCC goal was to re-examine our current NICU
Visitation Policy and implement a 24/7 Family
Presence Guideline within 6 months. This was suc-
cessfully completed in two stages with parents
being welcomed to daily rounds by October 2005,
and welcomed to stay if they desired through
nursing report and change of shift in November
2005. Although formally implemented by our
experienced NICU staff, within 2 months, misgiv-
ings associated with this significant professional cul-
tural change emerged that required prompt and
effective redress if 24/7 Family Presence was to be
successful in the long run. Simultaneously, 24/7
Family Guidelines were formally developed in our
pediatric ICU (PICU), In-Patient Pediatric Unit,
and in the Lehigh Valley Hospital Children’s
Clinic (out-patient unit) by their PFCC subcommit-
tees in early 2006: upon implementation in these
units of the 24/7 Family Presence Guidelines,
similar qualms among the staff came to light.
We developed ‘facilitated narrative exchange and

reflective practice models’ for our health care provi-
ders as singular adaptations of Narrative Medicine
principles, as developed by Dr Rita Charon in her
pioneering work with the Narrative Medicine Core
Faculty at Columbia College of Physicians and
Surgeons. According to Dr Charon, Narrative
Medicine is medicine practiced with narrative com-
petence that includes the capacity to understand
stories, to see events from others’ points of view,
to recognize singular persons, and to reflect on
one’s own experience.9–13 Three of the authors (JT,
LD, LG) received foundational training offered by
the Program in Narrative Medicine at Columbia
University to become narrative facilitators, with

two (LD, JT) completing the advanced training
course. Sands et al.14 recently published an account
of their successful implementation of regularly
scheduled 60-minute inter-professional narrative
medicine group sessions in their Pediatric
Oncology Unit at New York Presbyterian that
demonstrated promotion of empathy and team
building, as well as prevention of burn-out in a
field of medicine that requires empathy yet invites
burn-out. Arguably, almost every domain of
today’s medical workplace inflicts similar levels of
stress and, therefore, high numbers of health care
providers are similarly at risk. Any validated
method of addressing such professional strife
should be considered, especially when well received
by interdisciplinary audiences, given that the ten-
dency among highly stressed professionals is to
discuss workplace difficulties mainly within their
own disciplines (e.g. physicians with physicians,
nurses with nurses, etc.),15 if at all.

Methods

Our Department of Pediatrics PFCC Leadership
hosted a series of frank discussions with staff
members to identify why they felt it was difficult
to support the cornerstones of PFCC on a 24/7,
day-in and day-out basis. After considering
various alternatives, this multidisciplinary group
chose to adapt the narrative techniques used by
Dr Charon and others with medical students at
Columbia to our culture. This resulted in the estab-
lishment of ‘The Professional Caregivers’ Plan for
Resiliency© (P-CPR©). The P-CPR© Initiative devel-
oped two distinctive narrative medicine models:
unit-based Narrative Pediatrics and hospital-based
P-CPR© Narrative Medicine Workshops.

In collaboration with the hospital ethnographer,
we developed a voluntary participant survey
(LVHN Narrative Medicine Assessment Survey©)
with both qualitative and quantitative compo-
nents that was approved in an exempt format by
the hospital institutional review board in October
2005, and first used in November 2005. The survey
comprised an initial section that asked four basic
demographic questions. The second section con-
sisted of three participant opinion questions with
associated Likert scores (5= definitely agree; 4=
probably agree; 3= not sure; 2= probably disagree;
and 1= definitely disagree). The three scored ques-
tions were:

• Survey Q5: Today’s narrative exchange experi-
ence was beneficial to my personal sense of
well-being/resiliency.
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• Survey Q6: Today’s narrative exchange experi-
ence was beneficial to my professional sense
of care team cohesion/affiliation.

• Survey Q7: Today’s narrative experience will
enhance my ability to deliver high-quality
care for my patients and their families.

The last section included three open-ended ques-
tions for participant commentary and feedback. It
is important to note that participants could opt
out of completing the survey or could answer all,
some, or none of the survey questions.
The regularly scheduled interdisciplinary

Narrative Pediatrics sessions and P-CPR© Workshops
were conducted by facilitators trained in the
methods of small-group narrative exchange and
interpretation. In each 60–90-minute Narrative
Pediatrics session, the first 10 or 15 minutes were cus-
tomarily dedicated to the participants writing an
informal account of a clinical experience with a
patient, family member or colleague that was
especially stressful, challenging, or distressing, one
that significantly shaped or tested their professional
resolve – or, alternatively, of an experience that was
unusually uplifting or inspiring. For the remainder
of the session, participants simply read their narra-
tives, in turn, to this informed audience of col-
leagues, taking advantage of this exchange to
interpret collectively the meaning and extended
implications for practice and professionalism
within each narrative. This kind of reflective-prac-
tice-in-action examines and clarifies the nature of
both professional teamwork and the constituent
components of an exemplary professional identity.
These narrative sessions are not standard support

groups, nor group therapy, nor venting sessions, in
that the scope and concerns are limited to stories
and interpretations of clinical experience. While
group members may well find the experience to be
therapeutic and/or feel supported by their col-
leagues, the primary goal is to develop self and
other-awareness and insights through reflective
writing and narrative exchange. Some important
dividends of this exchange are: diminished feelings
of isolation, enhanced sense of team belonging,
sharper discernment of what patients, families,
and colleagues abide and alleviation of stress,
burnout and compassion fatigue.

Model 1: narrative pediatrics
Narrative Pediatrics is a 60-minute, bi-weekly, unit-
based small-group facilitated narrative exchange
and reflective practice model. It was established
in November 2005 and was available to any staff
or ancillary member of the in-patient pediatrics

teams to include the NICU, PICU, and In-Patient
Pediatrics.

Survey results

Demographics
Between November 2005 and October 2008, 44
Narrative Pediatrics sessions were held. All sessions
were led by at least one trained facilitator with
more than 90% of sessions led by two co-facilitators.
Average attendance was seven to eight participants.
Overall, 352 participants completed 186 surveys for
a 52.8% survey response rate. Importantly, a majority
attended two or more sessions. Most participants
(59.8%) were from the nursing profession. Other par-
ticipants included physicians (11.1%), neonatal
CRNP (6.3%) respiratory therapists (6.3%), adminis-
trative partners (2.6%), and other (12.7%), a category
that included medical students, nursing students,
and other guests. These percentages reflect the essen-
tial professional demographics of the department.
Fig. 1 shows all participants’ time in health care
and employment by reported position. A clear
majority of participants were experienced health
care providers. Across all surveys completed the
average reported time of working in health care
was 11–15 years with 62.9% reporting greater than
10 years and 38.6% reporting greater than 20 years.

Scored questions
Figs. 2 and 3 show reported scores by physicians
and nurses to the three scaled questions listed in
the survey by reported length of time in health
care and by number of sessions attended (once,
more than once, or more than twice). First time par-
ticipants in all disciplines felt strongly that this was a
valuable experience. Of note, this impact did not
diminish after attending second, third, or further
Narrative Pediatrics sessions. Similar scores were
reported by neonatal nurse practitioners, respiratory
therapists, support-staff members, and others such
as residents, medical students, nursing students,
and guests. A representative selection of partici-
pants’ responses to the open-ended questions is
shown in Appendix A.

Exemplary narratives from narrative pediatrics
Prompt: Write about an especially stressful or chal-
lenging or distressing encounter with a patient,
family member, or colleague – or, alternatively,
one that was unusually inspiring or uplifting.
Response #1: From a pediatric unit nursing leader:

This experience happened many years ago (18)
when visiting hours were adhered to very
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strictly. As I neared the end of my med pass, I
noticed a family member at the bedside of his
wife. Very politely, I reminded him that visiting
hours were over at 8:00. He stayed for a few
minutes then did leave. The next time I
worked, I learned that this visitor’s wife had
died. This situation was distressing to me. I
felt that if I had not been so strict with the visit-
ing hours, he would have had more time to
spend with his wife.

Response #2: From a pediatric respiratory therapist
with over 15 years of experience:

In with the good, out with the bad is a deceptively
simple idea. In fact, it’s really complex – and
maybe even closer to E=MC2. What happens

if you cannot bring in the good… and the bad
cannot be pushed out…

– It is very obvious that the simple act of breath-
ing is not so simple. Not as easy as ABC:

Airway/Breathing/Circulation…

– Not so easy really. Watching helplessly, and
hoping something gets easier. Sometimes I
wish such things were more like 1+ 1= 2, just
like breathing should be easy as 1− 2− 3. But
I’m not very good at math.

When asked later to reflect on this narrative the
author commented:

Figure 1: Narrative pediatrics: all survey responses to time in health care.

Figure 2: Narrative pediatrics: physician responses to Likert scale questions.

Figure 3: Narrative pediatrics: nurses (RN) responses to Likert scale questions.
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I remember writing that like it was yesterday
and all of those emotions come flooding back.
I will never forget that patient or that day.
Thanks for the opportunity to write this and
get the frustration out. I am able to keep up
with this patient’s condition and the struggle
is getting easier for the patient.

Model 2: P-CPR© workshops
Our Professional Caregivers’ Plan for Resiliency©

(P-CPR©) workshops are 4-hour, quarterly, small-
group-divided, hospital-based facilitated narrative
exchange and reflective practice sessions. These
workshops are open to any member of the hospital
staff.
This workshop series began in June 2006 on the

staff-requested topic of: ‘Stress, Burnout, and
Compassion Fatigue with Tools for Stress
Management’ (SB/CF). The format included an
opening plenary session covering the nature and
effects of workplace stress, burnout, and com-
passion fatigue followed by an extended (2 hours)
small break-out groups narrative writing and inter-
pretive exchange sessions on this topic.
The workshop concluded with a key facilitator

discussing stress management tools including
guiding participants through a short meditation
exercise. Unsure of their initial reception, we con-
ceived of these early workshops as a pilot
program. Between June 2006 and February 2007,
74 staff members participated in four pilot SB/CF
workshops. Informal participant reviews were
strongly positive. In March 2007 IRB approval
(exempt status) was requested and granted so we
could apply our LVHN Narrative Medicine
Assessment Survey© to all future narrative medicine
initiatives including our P-CPR© workshops.
As noted by Sands et al., narrative medicine

techniques have been previously applied to staff
burnout and compassion fatigue difficulties. It was
unknown to us, however, whether our special adap-
tation of narrative exchange could successfully be
applied to other critical staff-identified barriers to
PFCC implementation. During the SB/CF work-
shops, a number of staff members reported that
troubled team dynamics were interfering signifi-
cantly with their ability to deliver high-quality
care. In response to this concern we developed a
second workshop: ‘Interdisciplinary Team-
Building and Professionalism with Tools for
Conflict Management’ (TB/P), with a format
similar in design to the first workshop. The
opening plenary session covered the concepts of
professionalism and conflict in the workplace. An

extended narrative writing and interpretive
exchange session (2 hours), again in break-out
groups, followed the plenary presentation and the
workshop concluded with a key facilitator discuss-
ing conflict management tools which included
guidance through clinical conflict management
scenarios.

Survey results

Demographics
Between March 2007 and March 2008 10 P-CPR©

workshops were conducted including 5 SB/CF and
5 TB/P. Of these, 90% were co-led by three trained
narrative medicine facilitators, and all were led by
at least two. The number of participants per
session ranged from 8 to 30. A total of 156 partici-
pants came to these 10 workshops and completed
155 surveys (99.3%). The five SB/CF workshops
yielded 78 completed participant surveys while the
five TB/P seminars had 77 completed participant
surveys. Participants registered from the following
LVHN hospital units: PACU, TNICU, MICU,
SICU, ED, OR, Burn, Trauma, adult in-patient
medical units, and patient care specialists from all
clinical areas, in addition to representatives from
all areas of pediatrics – in-patient pediatrics,
NICU, PICU, out-patient pediatrics, and pediatric
subspecialty clinic staffs. Participants were asked
to identify themselves by profession. The majority
of those who attended were from nursing with
other professions identified as shown in Table 1.
Fig. 4 shows participants reported length of

employment in both the SB/CF and TB/P work-
shops. Across all surveys completed, the average
reported time working in health care was 16–19
years with nearly 50% reporting more than 20
years in health care. In the SB/CF workshops,
71.8% reported having greater than 10 years in the
health care profession and 46.2% had more than
20 years. In the TB/P workshops, 66.7% reported
having greater than 10 years or more in the health

Table 1: Participants in each workshop by profession.

Profession
SB/CF

workshop (%)
TB/R

workshop (%)

Nursing 85.9 59.7
Physicians 0 1.3
Nurse practitioner 0 1.3
Respiratory
therapist

1.3 6.5

Administrative
support

0 1.3

Other 12.8 29.9
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care profession and 48.7% reported having more
than 20 years.

Scored questions
Fig. 5 shows all participants’ reported responses to
the three Likert scale scored questions listed in the
survey by the type of workshop attended (SB/CF
or TB/P). Of note, 85.9% of participants were
from the nursing profession. P-CPR© workshop
responses to open-ended questions are shown in
Appendix B.

Exemplary narratives from P-CPR workshops
Prompt (SB/CF): Write about an especially stressful
or challenging or distressing encounter you had
with a patient or family member – or, alternatively,
one that was unusually inspiring or uplifting.
Exemplary narrative response: Nurse from adult

NeuroSciences unit:

RN for 36 yrs. Last week young female patient –
symptoms of inoperable brain tumor. Such
familiar symptoms. Paralyzed vocal cords

with soft voice unable to express so many
needs and emotions. The look on her mother’s
face and the terror. Hopefulness of husband
because she was in a trial medication study at
a ‘major’ hospital (they don’t always work).
Patient knows she is dying – can tell by the
look in her eyes. My friends and co-workers
of over 20 years understand the tears in my
eyes and why they are there. Just having them
know helps.

This author later commented:

I work in the neuroscience ICU so there are
always patients with many and severe symp-
toms but this one especially touched me as
her symptoms were exactly like my 31 year
old son who passed away in 2006. My co-
workers, fortunately, are all very supportive
when I have a bad day.

Prompt (TB/P):Write about an especially stressful or
challenging or distressing encounter with a

Figure 4: P-CPR© SB/CF and TB/P workshops: all survey responses to time in health care.

Figure 5: P-CPR© SB/CF and TB/P workshops: all survey responses to Likert scale questions.
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colleague or colleagues – or, alternatively, one that
was unusually inspiring or uplifting.
Exemplary narrative response: Physician from

Neonatal Intensive Care Unit

Another difficult long-term surviving baby
with a history of extreme prematurity (24
wks), and pulmonary failure… unexpectedly
for reasons I don’t understand, she made a sig-
nificant improvement over about 10 days, and
presented [us] with a window of opportunity
for extubation. A gift perhaps… She did well
for a few hours, then deteriorated. [Her]
parents chose not to reintubate but did arrive
to hold her as she passed away.

As I was going through her chart complete with
115 days of life and medical history… a sea-
soned NICU RN (not involved with this baby)
stood in the doorway of the Team Room – me
at the table surrounded by charts and papers
and her in her scrubs and judgment. She
waited for me to pause, and said, ‘You know,
you knew that baby would die when you
extubated her, didn’t you?’ in a way I clearly
interpreted as ‘you exubated that baby
and hastened her death.’ I felt judged by
someone who clearly did not have to make
these types of decisions but felt it was okay
to give such criticism at a time when I was
professionally grieving – that’s what happens
when you sift through a chart to do a death
summary.

Discussion

We undertook the establishment of a PFCC initiative
within a community academic medical center and
adopted the philosophy that staff members need
to be respected and educated as key stakeholders
in the delivery of PFCC. We felt it was imperative
to offer proactive and on-going educational
forums to assist staff members in this inevitable
but challenging professional transition to 24/7
Family Presence. These evaluated pilot P-CPR©

narrative exchange models, Narrative Pediatrics and
P-CPR© Narrative Medicine Workshops, demonstrate
that both are effective and highly valued by new
and experienced health care professionals alike in
addressing identified barriers to the delivery of
high-quality professional care to patients and
families. Comments from surveys show participants
overwhelmingly find these sessions helpful in
processing stress and developing team cohesive-
ness. These models also validate the use of

facilitated narrative exchange group techniques
outside academic medical environments and with
experienced health care providers. The models,
further, support the proposition of Sands et al. that
narrative training for interdisciplinary groups of
health care professionals may be a promising
method for improving both the clinical care
provided and the lived experiences of the
professionals.
When health care professionals of all categories

perceive fewer obstructions to delivering the type
of high-quality care they want to provide, higher
patient and family satisfaction scores, and improved
staff retention rates (especially for nursing) are likely
to follow. The higher proportion of workshop par-
ticipants from nursing may reflect the availability
of CEUs through LVHN’s Division of Education.
CME was not available during this time and this
may have been a barrier to physician participation
in the half-day workshops.
Future investigations will convene focus groups

of former narrative group participants to gauge
their ability to translate experience in the narrative
sessions into enhanced care at the bedside.
Additionally, we plan to survey staff estimates of
the extent to which such narrative exchange experi-
ences facilitate interdisciplinary agreement about
patient safety, medical errors, and collaboration
on questions of retention, attrition, and inter-
professional relations.

Conclusion

Facilitated narrative exchange and reflective practice
group sessions were well received by health care
staff participants regardless of professional position,
length of time working in the health care field, or
how many sessions were attended. Participants
also perceived enhancements in their personal
sense of resiliency, their sense of professional team
cohesion and affiliation, and their ability to deliver
high-quality care for their patients and the families.
This efficient and effective adaptation of narrative
medicine – with appropriately trained facilitators –
could easily be applied in other specialties and in
other medical facilities, and there further tested
and assessed with our survey tool. To our knowl-
edge, this approach and assessment have not been
previously included in extant interdisciplinary
studies.
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Appendix A: open-ended questions
and comments – platform 1

Narrative pediatrics participant responses
RN< 1 year in healthcare

1. I think having these sessions will really cut
back on nurses ‘burn out’. Keep up the good
work!

2. Excellent service for employees, thank you!

RN 1–2 years in healthcare

1. I think it help(s) me to identify what has been
holding me back and not allowing myself to be
the RN I want to be.

2. Thank you for listening and never judging any
of us.

3. Small group led to more specific and interac-
tive experience.

4. I think it is a great way to share stories that
deeply affect us and is a way to get great feed-
back on our own prescription of our pro-
fessional care.

5. Since it is somewhat difficult for family and
friends to relate to healthcare issues, this is a
wonderful forum for us to commiserate and
learn.

RN 3–4 years in healthcare

1. The opportunity to share ideas and concerns
and have other similar experienced people
review it, offer their ideas can help to cope
and correct situations.

2. It helps me to feel validated and that some of
my feelings I wonder if I am overreacting, I
feel like I make sense of it.

3. It made me feel that our unit is more unified
that I sometimes realize.

4. Allowing us to identify and work emotionally
through our professional challenges in our
unit.

RN 5–10 years in healthcare

1. Able to speak about how I really feel. I’m glad
to realize that people feel how I feel and that
their perspective helps me.

2. Reminds me of why we do what we do.
3. It was very helpful to hear from my fellow col-

leagues that they share the same feelings as I
do. It helps to know I am not alone.

RN 11–15 years in healthcare

1. This certainly gives one a sense of ‘allowance’
for the feelings we have and often harbor.

2. Allows you to feel that what you are feeling is
normal. Brings everyone to the same playing
level.

RN 16–19 years in healthcare

1. It is very valuable to exchange experiences
with other people who ‘understand’.

2. It allows me to express these important, deep
feelings without judgment.

3. Allows me to routinely ‘self-check’ how I am.
4. Highly valuable, increases my self-awareness

each time I come!

RN> 20 years in healthcare

1. I was so wrapped up with my thoughts of my
terrible night that it was changing the way I
look at things, and cared for my patients in a
negative way. After the narrative medicine
session I felt power, relief, support, and now
functioning positively as I realistically look at
that terrible night.

2. Gives me a reminder of how everything we
do has an impact, sometimes more than we
think.
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3. I come away from every session with some-
thing new to help my personal and pro-
fessional care.

4. I really enjoy hearing from different disciplines
we are all the same in our feelings and
experiences.

5. Good to talk among health care professionals.
Lowers my blood pressure!!

6. To know and realize that experiences effect my
peers in similar ways is helpful.

Physicians 3–4 years in health care

1. Helpful to get insight from experienced col-
leagues; they can understand better.

Physicians 5–10 years in health care

1. Very nice time to decompress.
2. To build sense of ‘support’ within our care

team in order to get through the tough cases.
3. Valuable to know people share same struggles.
4. Good to talk and get some feedback on my

emotions.
5. Have a brief course given to incoming resi-

dents day orientation.

Physicians> 20 years in healthcare

1. I thought it definitely helped enhance my atti-
tude about the care I am delivering.

2. It helped to hear that we all have similar pro-
blems. Release of pent up feelings.

3. I always feel lighter.
4. Increased number of participants from differ-

ent areas i.e. MD, RN, RRT, nutrition, phar-
macy, PT, OT.

CRNP 5–10 years in healthcare

1. Valuable and it allows a safe environment to
deal with issues that are bothering us or per-
sonal concerns that would like to be shared.

2. Gives a better understanding of my co-
workers’ thoughts/feelings.

3. Pleasant time in work day. Able to relax, share,
listen, learn, grow.

CRNP 16–19 years in healthcare

1. It definitely allows for self-appraisal/
reflection.

2. That it has the potential to reshape how I prac-
tice and live in my profession.

CRNP 16–19 years in healthcare

1. Great place to share feelings. I live
alone and do not get a chance to tell my
work stories.

2. It adds, improves, expands, and enlightens.

Respiratory therapist <1 year in healthcare

1. Wonderful exchange of ideas.

Respiratory therapist >20 years in health care

1. Gives me a reminder of how everything we
do has an impact, sometimes more than we
think.

2. Thanks for help getting this off of my chest.
3. This was excellent. I will attend other

sessions.

Others< 1 year in health care

1. At this point I am still learning about how this
will benefit my future experiences as a clini-
cian. I see great value in it.

2. It was helpful to encourage me to reflect on
every experience.

3. It makes you think about different ways to
handle different situations.

Others 1–2 years in health care

1. I think it helps me remember to try and listen
to the whole of a patient, family, and/or
health care team member story.

Others 3–4 years in health care

1. It was good to get at anger and sadness. I feel
better now. Thanks!

2. I think it made me aware of my present atti-
tude and defense mechanisms I use.

Others 11–15 years in health care

1. I am hoping that as the sessions continue that
many more pediatrics staff members will par-
ticipate. Personally I would like to continue
to attend, even though I probably will not
have anything to share on an on-going basis.
I just like listening to the stories and offering
support. I find it beneficial to attend because
I work closely with the doctors and staff
albeit in a different way. I see how their daily
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jobs affect them. It gives me renewed
respect for them and what they do on a daily
basis.

Others> 20 years in healthcare

1. Such a simple act of (writing, reading) yet so
powerful and healing.

2. It is valuable to review all of our perspectives,
real issue seems to me to be how to respect
them.

Appendix B: Open-ended questions
and comments – platform 2

PCPR workshop participant responses
Compassion fatigue, resiliency and burnout
seminars
RN 5–10 years in health care

1. This is too valuable to pass up. This will
definitely enhance my caregiving. This
session mainly has helped me to understand
myself.

2. This session will make me a better nurse,
better co-worker, and better overall human
being.

3. This is the 1st time I have heard about narrative
medicine and it was exceptional. The whole
presentation was well worth the time. There
should be more of these.

4. Excellent. I not only learned about myself but
others and their experiences. I really feel we
are all in the same boat.

5. I am a person who does not like to talk in
groups like this, so it was hard but I think
over all it was a good experience.

RN 11–15 years in health care

1. Very helpful. It was beneficial to listen to other
stories and know that they go through the
same challenges/difficulties that I do. Thank
you for including a physician in this experi-
ence also.

2. Helps to understand why some families/
patients respond the way they do.

3. I think it is a wonderful way of us listening to
our coworkers and some of the ‘blocked’ feel-
ings we all experience through out our
careers/experiences and in cooperating with
daily life/family.

RN 11–15 years in health care

1. I would want all my staff to attend this session.
2. Have themmore often so more staff can attend,

or train other facilitators so that more staff has
access – been at the unit level.

3. The narrative medicine session was great. I
really related to what other people were
saying and they related to me. It was very
satisfying.

RN> 20 years in health care

1. Excellent, I have never experienced anything
quite like this. I have been to many programs
set up to be similar to this, but I never felt like
anything was accomplished. It is good to see
that other units experience a great deal of
stress too!

2. Learned through many others professional
experiences. Excellent experience!

3. I think it definitely allows you to get in touch
with yourself and to know our profession is
really challenging.

4. I really think they could benefit all depart-
ments. We always should try and improve
patient care and working better with our co-
workers will do that. We should continue
team growth frequently.

5. Opening myself can only help healing
ourselves and providing awareness
to others.

6. Nice to share experiences and get validated
by peers.

7. Even though I thought my situation to be unit
specific – it was great to have it validated by
peers and management alike.

8. Thought should be given having these ses-
sions for struggling units, new hires, e.g.
staffed units, etc.

9. A way to express and articulate what your
experiences have been. Validate actions and
also causes you to take a moment and con-
sider if something could have been done
differently.

10. I realize that there are others about me with
the same if not worse experiences than me.

11. This helped me put my experience in
perspective.

Team-building and professionalism seminars
RN 3–4 years in health care

1. Greatly enhances self-worth which in turn
allow me to maintain a positive and pro-
fessional manner in my care of patients.
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RN 5–10 years in health care

1. Greater insight to positive and negative experi-
ences that impact teamwork.

2. Themes always seem to become uncovered
or brought to light. Very interesting that it
happens unconsciously.

3. Therapeutic. Provides an outlet when sharing
narratives and provides valuable sense of
support/validity.

4. We are our own worst critics and those we
work with are our best listeners when it
comes to dealing with workplace stress. I
value the ability of my peers to listen, react,
not judge, and be compassionate about my
feelings and theirs.

5. Thank you for allowing me to be me and
express myself with confidentiality.

RN 11–15 years in health care

1. It allows you to reflect and also realize
you are not alone – everyone tells a similar
story.

RN 16–19 years in health care

1. It is most inspiring to hear other stories
and to see how other people handled certain
situations. It gives you ideas in how to
deal with people and situations that are
currently happening or will happen in the
future.

2. Sharing common experiences with other
members of the health care team gives won-
derful insight and commonality.

3. I will plan to send additional RN’s/pro-
fessionals from my unit.

Physician 16–19 years in healthcare

1. It probably works with certain people.
Personally, I do not think it works for me. I
have a different way of coping (Note: this phys-
ician noted listening to RNwritings and hearing
their perspectives were very worthwhile and
important even though the narrative component
was not felt to be helpful.).

Others 5–10 years in health care

1. It was good to hear other people’s personal
experience to know you are not alone.

2. Found it was very good to hear I was not the
only one feeling some sort of way.

Others 16–19 years in health care

1. It showed that everyone is human. We all have
our ups and downs, but the point is we all are
in this together.

2. Exceptionally well done. The facilitator helped
clarify opened up lines of communication.

Others> 20 years in health care

1. Verywell run –our facilitatorwas excellent! Very
beneficial tomy role as resource specialist and as
a mom, wife, daughter etc. in my personal life.
Was not really sure what this was going to be
about – it was just ‘strongly recommended’ that
I attend. I am so glad that I did. Even after 12
hours of work – I was not tired – therefore a suc-
cessful conference – Great job!

2. Different viewpoints really help to examine
personal situations. Informative, interesting,
emotional.
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