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In the hospital, stories abound.  They are stories cased in sorrow, or sacrifice, or the sacred.  They are stories that tell of the tenacity of the human spirit, and of the mysteries that entangle our lives as unapologetically as they do our deaths.  Sometimes they are stories of patients and their loved ones, but just as often they are the stories of their providers.  

All of these stories deserve to be told.  All of them are fractured.  All of them encompass lives that were moving along as expected, until the moment something shattered.  All of them have broken pieces, and places where the human heart is hemorrhaging.  All of them need mending.
Welcome to a day that we hope will open your eyes to what narrative is, and the ways in which it can improve the way you practice medicine, interact with your patients, and feel about your job.  I also believe narrative can make you a more resilient human being as it takes back for you the pieces you feel you lose every time a case doesn’t go the way you want it to go.  Over time, how many cases have we had that didn’t go our way?  How much of ourselves have we lost?  How do we stop becoming a second victim of all of these losses?

I am relatively new to the field of Narrative Medicine.  In fact, it wasn’t until Mary Caldwell invited me to help plan this Ethics Conference that I learned that Narrative Medicine is actually a whole field in medicine.  So thank you all in advance for your grace, and- Martha and Ray- you two are on-task to correct whatever wrongs I speak here.  
Despite my amateur knowledge of Narrative Medicine, I have a deep love and appreciation for narrative, and saw early on in my career the role narrative plays throughout medicine.   Of the two professions writing and medicine, Gavin Francis— a Scottish doctor and writer— writes, “There are parallels between generating and appreciating lasting stories and art, and generating and appreciating healing, therapeutic encounters.  Both are helped by adopting the same attitude of open curiosity, of creative engagement, of seeking to empathise with the predicament of the other, of tapping into the wider context of human lives.  The doctor, like the writer, works best when she’s alive to the subtlety of individual experience, and is able at the same time to see that individual in his or her social context.”  He goes on to say that the two professions offer “the same unfiltered exposure to a cross-section of society, the same professional duty to stand witness over life’s crises, and to reckon with questions of purpose and futility that are of urgent relevance to literature.” 

I am a palliative care physician and I learned during my fellowship year that Cicely Saunders, founder of the modern hospice movement, was one of the first caregivers to advocate for the importance of simply listening to the stories our patients tell us.  Afterall, storytelling is a universal act, one that arguably began with the creation of the human race.  Storytelling spans generations, cultures, ethnicities, socio-economic status, level of education, literacy, and language.  
What I have done for you this morning is collected and organized what the real experts have said about narrative, and I will attempt to unpack it for you in a way that gives you a forty-foot view from above.  I hope to give you a sense of the overall grasp of the field. 
Chiara Fioretti wrote about illness, “Many authors have suggested that illness constitutes a disruption, a sort of discontinuance of an ongoing life….  Narrative becomes an opportunity to give voice to the disruption.”   This goes back to the statement I made a few seconds ago, “all of these stories encompass lives that were moving along as expected, until the moment something shattered.”
To give you a little bit of history, in the late 1980s, the study of narrative- how it can enhance our understanding of illness and influence our care for patients- began to take hold.  Then in 2000, the field of “narrative medicine” was created by Rita Charon, a physician with a PhD in English, who now runs the Program in Narrative Medicine out of Columbia University Medical Center.   She has a TED Talk that is worth viewing.
Rita states,  “A scientifically competent medicine alone cannot help a patient grapple with the loss of health or find meaning in suffering.  Along with scientific ability, physicians need the ability to listen to the narratives of the patient, grasp and honor their meanings, and be moved to act on the patient’s behalf.  This is Narrative Competence… the ability to acknowledge, absorb, interpret, and act on the stories and plights of others, to practice medicine with empathy, reflection, professionalism, and trustworthiness.”  In her TED Talk she states, “stories and living are for the making of contact.”
The first step toward any therapeutic alliance is the telling of the illness story.  Rita writes that this complicated narrative is “told in words, gestures, physical findings, and silences, and is burdened not only with the objective information about the illness but also with the fears, hopes, and implications associated with it.”  We cannot separate the story of the illness from the facts of the illness.  She goes on, “From the beginning of symptoms to the completion of treatment, illness has to be told- …the central activating and organizing event in clinical care occurs when the sick person gives an account of himself or herself, and someone trained to help receives that account.”  This is the central activating and organizing event in medicine, and it is the telling of a story.
Narrative Medicine, then, Rita tells us in her TED Talk, is “clinical knowledge that is fortified by the skill of what to do with stories,” or medicine that is practiced with narrative competence.
What is Narrative Ethics?  Some of the scholarly work that has come out of the field of narrative medicine is Narrative Ethics.
Narrative ethics arises from the field of narrative medicine, but where one begins and the other ends is by definition nearly impossible to ascertain.  Arthur Frank wrote, “Stories teach people what to look for and what can be ignored; they teach what to value and what to hold in contempt.”  Stories require active participation, and they influence the choices we make.  Alasdair MacIntyre, a Scottish philosopher, believes “I can only answer the question ‘What am I to do?’ if I can answer the prior question ‘Of what story or stories do I find myself a part?’”  Stories are an every day part of our lives, imbedded into the very fabric of our lives and our beings, and they help us define who we are.

Howard Brody and Mark Clark are two experts in the field of narrative ethics.  They quote Arthur Frank saying, stories “make trouble,” and go on to say that “we don’t tell stories when everything happens exactly as expected; we tell stories when ordinary routines are disrupted in ways that create difficulties for the characters.”  Again, something is disrupted, something is shattered.  Where do we see that more than in the circumstances that bring patients to our doors?  

Brody and Clark go on, “stories try to make a complex and confusing world one in which human beings can live and carry out their purposes;” and “to lead ethical lives, we must tack back and forth between acknowledging stories’ ability to clarify, and recognizing the need to regularly exchange overly simple views of the world for more nuanced and complex ones.”  The field of narrative ethics states that we face ethical dilemmas and make moral decisions based upon the stories that are most familiar to us and with which we most align ourselves.
Martha Montello (point to her) writes, “Ethics consults often focus on the question of what to do, rather than the question of how we got here.  Such consults end with recommendations about how people should act.  A narrative approach steps back from this directiveness and instead asks people to reflect on how they got to where they are.  It then moves to questions of how they want to move on from there.”  This gets us back to narrative competence.  One cannot understand the meaning of other people’s lives, motivations, and decisions if he or she has not developed narrative competence.
In palliative care, I am sometimes asked to fill in the gaps of “the story,” which are the places where the story no longer makes sense.  Within an advancing medical drama, each person involved has his or her own perspective, his or her own story.  These are the perspectives of the patient, family members, friends, and caregivers.  I sometimes find myself acting the part more of an investigative journalist than physician; my job is to go in search of as many relevant perspectives as I need to put the story back together again. I like to think that together, all of these stories make up a wheel, and only as a complete wheel is the drama able to move forward in a way that promotes healing and prevents the emergence of additional trauma.
Sometimes, some of the most important questions I can ask as a palliative care physician are, is someone’s story missing? Has someone’s story inadvertently replaced someone else’s?  Or, as Christine Mitchell worries, is it okay for me to ask about this story?  Is it “too soon or too late, too painful, too vulnerable to misunderstanding, too subtle to put into words”?  And, is my own view of what is best influencing this story?  Am I, thus, hijacking this story for the purpose of attaining resolution?
The stories we encounter in the hospital are some of the most tragic and traumatic any person will ever know.  For patients and family members, these stories fracture their lives.  For providers, we face two kinds of challenges with these stories.  First, there are the stories that forever mar how we view mankind and the universe, the stories that stand out because we don’t have any other stories like them to rest upon or help us figure out a way through.  And second, there is the perpetual onslaught of more stories.  By the very nature of what we do, we are never out of the fray of these traumatic stories.  There is no escape.  Every day we come to work is a day where we are deluged with more trauma and more tragedy.  

In these moments, we must choose to lean into the suffering, to create space for the resultant outpouring of the human soul- our souls and our patients’, and bear witness to its truth- the truth of the human soul.  
This is narrative medicine.  This is a different kind of healing, one that I did not learn in school, and feel ill-equipped to oversee or participate in.  It requires from all of us a deep commitment to vulnerability, authenticity, and the unknown.  But when we are willing to go there, to meet this challenge- either for ourselves or our patients- healing will arrive in powerful and lasting ways. 
Martha Montello (point to her) states, “With no truly happy endings possible, a difficult clinical ethics case is almost always one in which all our choices are bad or sad ones and we must work to discover what might be the least-damaging way to go on.”  She goes on, “Resolution can come when meaning and purpose and commitment deepen… but the meaning of resolution in narrative ethics is closer to what resolution means in music: progressing from a dissonance to a consonance.”  The dissonant portions still exist and cannot be ignored, but the music progresses to a place where life can still go on.
On the power of medicine and stories, Gavin Francis writes, “As I look forward to the next 20 years of medical practice, I know that the burden of stories will get heavier, but prefer to imagine that weight as ballast, and the airy, poetic quality of literature as wind in the sails. If the two can work together, there’s a limitless ocean of humanity out there to explore.”
