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Health humanities faculty at times voice concerns that
elective humanities courses reach only students who
are already compassionate, empathetic, and self-aware
when they choose these courses. However, by
assuming we are “preaching to the choir,” we
reinforce misperceptions of these courses as “soft”
and non-rigorous, courses for the heart, not the mind.
When students perform close readings or write
narratives, for example, they develop a deeper
understanding of how stories are constructed, a
greater awareness of metaphor and symbol, and a
better sense of how a teller’s identity and motives
shape the narrative, skills that make them more
effective clinicians.1-3 By entering others’ stories,
students can challenge their own biases and
assumptions about stigmatized or marginalized
groups, engage their moral and narrative imaginations,
and experience ethical challenges vicariously through
characters.3,4 Ideally, then, health humanities courses
challenge students to consider the limits of their
compassion, empathy, and awareness because they
urge students to reflect upon and think critically about
preconceived notions they have of themselves, their
patients, their professions, and the professions of
others.
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As a result, these courses have the unique ability to
build bridges among typically isolated groups of
professionals and learners.1 The aims of health
humanities scholars and teachers mirror the “desired
principles”
that
underpin
the
work
of
interprofessional (IP) educators, as both groups strive
to improve students’ ability to understand the
communities and populations they will serve; to relate
to others; to analyze processes and systems that may
contain biases; and develop a “common language” to
improve communication.5(p2) Arguably, by creating an
inclusive, interactive, team-building environment,
health humanities teachers can help students develop
the knowledge, skills, and attitudes associated with
interprofessional
competencies,
including
communication, collaboration, values and ethics,
patient- and family-centered care, shared decisionmaking, conflict resolution, improved role
understanding, and reflection.5-8
A limited number of articles in the literature describe
initiatives using humanities approaches in IP
education 7, 9-20 or offer practical teaching strategies
for those seeking to develop IP humanities courses or
initiatives. In this paper, faculty of the Medical
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University of South Carolina’s Center for Academic
Excellence/Writing Center, who have taught IP
humanities courses for over 8 years, describe four
strategies we have used in our teaching to encourage
students to learn actively and cooperatively, build
shared authority, and develop greater appreciation for
multiple viewpoints, particularly patient perspectives.
We also provide a brief overview of one course and
student perceptions of how that course impacted their
understanding of other professions. Our purpose is to
provide strategies that other teachers can use to
design health humanities courses that aim to foster
the development of collaborative knowledge,
attitudes, and skills.

Student-Led and Team-Based
Learning
Student-led discussions and team-based learning have
been a cornerstone of our IP humanities courses
because these strategies require students to be active
learners and, moreover, to cooperate and collaborate
to build meaning. Cognitive science has established
that active engagement is a key aspect of student
learning.21-24 As former cognitive psychologist and
Nobel Laureate Herbert A. Simon noted, “Learning
results from what the student does and thinks and
only from what the student does and thinks. The
teacher can advance learning only by influencing what
the student does to learn.”22 (p1) Discussion-based
courses require students to take a leadership role in
those discussions, and to acknowledge other students
in leadership roles. This design distributes authority
across all group members, including teachers,
eliminating the authoritarian model in which the
teacher, serving as the source of information, delivers
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content to students instead of fostering an
environment where students are encouraged to
explore, evaluate, and create—to build their own
meaning.25 Discussion also encourages the autonomy
and learner “input” valued by adult learners, who
want to be involved in the instruction
process.26(p129) However, because even adult learners
require appropriate levels of supervision,26 before
students can lead, they should be given the tools to
do so—in this case, a brief introduction into the
relevant field of study.
In the health humanities classroom, students may
need to be introduced to (or reminded of) appropriate
and constructive ways of responding to materials they
read, write, view or otherwise engage. In literature and
film courses, for instance, students can be given an
overview of the vocabulary used to discuss literary
texts or films (e.g., tone, diction, style, line breaks,
staging, lighting, point of view, character). Rita
Charon, for example, offers one method of
performing a close reading of literature with students,
a sequential process through which students
investigate “frame, form, time, plot, and desire.”1(
p114)
Once a method is offered to students, for the first
couple of class sessions, teachers can model the
method by guiding discussion, asking probing
questions, and encouraging open dialogue.
A poem like Donald Hall’s “The Ship
Pounding,”27 for instance, can be used to teach
students how to “talk about” poetry. Told from the
perspective of a husband visiting his sick wife in the
hospital, the poem is accessible because it conveys a
narrative using fairly straightforward diction, or word
choice. To get students accustomed to performing
close reading, teachers can use Charon’s method, or a
similar one, to familiarize students with various
elements that should be considered. For “The Ship
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Pounding,” a teacher might start by asking the class to
establish the narrative: “What’s the story and how do
you know? Provide evidence to support your claim.”
In establishing the narrative, students can be
prompted to delve into metaphor—“Why does the
speaker use the analogy of a ship pounding? Why use
metaphor at all? What is metaphor?” As the
discussion continues, the use of other literary devices
can be discussed—“Why does the poet break the line
here? In what ways does that force a pause that
enhances meaning? Why does he repeat the word
“without” at the end of the poem? How does that
contribute to the overall meaning of the poem?” By
the end of the discussion, students may not be
experts, but they get a sense of what to look for when
analyzing a poem, and terms like imagery, metaphor,
and diction become tools for future literary
explications and discussions.
A limitation to this type of modeling is that, at times,
health professions faculty may have limited expertise
in humanities disciplines, just as a teacher with
expertise in literature may not be trained to lead visual
arts analysis exercises. To address this limitation,
course directors should attempt to collaborate with
arts and humanities faculty who can model for
students the appropriate way to approach the genres
they encounter in the course. Responses to end-ofcourse Likert scale surveys we have conducted
between 2007-2014 indicated that 90.9% of students
valued the inclusion of humanities faculty as course
leaders, more than the 81.82% who valued the
inclusion of various clinical faculty.
Using models provided by the course leaders, each
student can be required to lead at least one discussion
per semester, individually or as part of a team. When
students are asked to present in groups, they should
meet outside of class to collaborate on the class plan,
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requiring them to engage the text independently
before receiving input from the teacher, and to
develop a team strategy for organizing the material
and developing thoughtful questions. Beyond being
active learners, students practice skills in
interprofessional
communication,
collaborative
leadership, team functioning, and shared decisionmaking8 as they develop plans for leading discussion.
As they review the material they will teach, they have
opportunities to share perspectives from their various
health care professions that contribute to the core
competency of role understanding or clarification.6,8
Students can also be given the option to complete a
collaborative end-of-course project. In these
presentations, students elaborate on a theme
previously introduced in class or introduce a new
theme not yet discussed. For example, in a literature
and medicine or film course, students might show a
series of brief clips from film or television that
revolve around a theme (eg., ethics and mental health
care, the evolution of the prime time medical
television series, the provider-patient relationship,
delivering bad news), make short films about empathy
and effective communication, analyze health care
marketing strategies, or teach a sample class on the
place of humor in medicine.
One year, a group of students made a film about
health care communication using an iPhone. Students
acted out the parts of providers who used language
above a patient’s health literacy level, patients who
were scared to admit they didn’t understand, and
effective communicators who stepped in to
“translate” medical jargon into plain language. After
screening the film for the class, students facilitated a
brief discussion about health care communication and
literacy. Like this presentation, all presentations
should be interactive, with a goal of sparking
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discussion.
This type of cooperative learning prompts students to
engage skills, knowledge and attitudes across the
collaborative competency constructs of collaboration,
communication, and values and ethics as described by
the
Interprofessional
Education
5
Collaborative. Students have opportunities to listen
to others and reflect upon their own positions;
practice sharing information effectively; give and
receive feedback; engage diverse opinions and
communication styles; and contribute to decisionmaking at various levels. Moreover, they do so while
studying humanities content that explores topics
surrounding important issues like social determinants
of health, patient autonomy, delivering bad news, and
death and dying—areas of study important to patientcentered practice.
The interactive qualities of this discussion-based,
group-work model can facilitate more effective
learning and allow students to work on projects in
which a hierarchy is developed rather than assumed
because the vast majority of our students approach
humanities-based material as novices in that
discipline. We have observed at times how students
allow the group member with the most expertise in
humanities to lead their team. In the film group
described previously, for example, a medical student
with a background in film studies and a nursing
student who had writing talent both took leadership
roles.
Our confidence in these examples is limited by the
fact that in the first several years these courses were
populated primarily by medical students, with one or
two nursing, pharmacy, or dental students attending
each semester as well. When outnumbered by
members of another profession, students may refrain
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from expressing opinions or assuming leadership
roles. In fact, a real risk of group work is that given
the right (or wrong) circumstances, hierarchies may
be reinforced. A notable risk surrounds medical
students, who are socialized as early as the application
to medical school process to perceive themselves as
“academically elite”.28( p 41) Even medical students who
begin training open to collaboration are often
socialized during the educational process to assume
roles and adopt attitudes that limit collaboration.28 To
ward against barriers like this, teachers can distribute
leadership across group members using strategies like
those outlined by Barkley, Cross, and Major25 to
develop specific types of groups (homogenous or
heterogenous, formal or informal) and assign roles
that cut against stereotypical hierarchies.

Interprofessional Faculty
Perspectives
Like their students, many health care professionals
may not be experts in the humanities; however, they
are professional role models for students and their
endorsement of the humanities can have a vital
impact on student “buy-in,” or their willingness to see
the humanities as relevant to their studies and their
future work. This “buy-in” is essential because
student attitudes and motivations toward material
influence their learning22; therefore, faculty members
from various colleges can be invited to join course
discussions related to their expertise. A physical
therapist and occupational therapist provide
complementary viewpoints about the value of music
therapy during a discussion of the film Alive Inside. A
nurse-educator shares her expertise about dementia
during a discussion of Alice Munro’s short story “The
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Bear Went over the Mountain” and Kelly Cherry’s
poem “Alzheimer’s.” A pharmacist tells nursing,
pharmacy, and medical students about his experiences
with creative writing. A chaplain discusses the role
reflective writing plays in her self-care. A
gynecological-oncologist urges students to remember
the importance of personalized care during a class
analysis of the film Wit. In these various cases,
students observe their role models engaging the
humanities as opportunities to learn and are
encouraged to do the same.
On an interprofessional level, when students interact
with faculty from various professions, they
theoretically broaden their understanding of, and
respect for, other professions. The nurse educator
who joined us for the discussion of dementia and
Alzheimer’s, for instance, had many years of
experience working with this population, and
conducting research related to aging. Thanks to her
expertise, students not only learned more about the
care of these patients but also learned that nurses—
particularly PhDs and nurse practitioners—actively
engage in rigorous research and practice improvement
projects. This increased awareness counters
stereotypes about nurses that have traditionally been
relegated to a lower rank on the professional
hierarchy.
By including interprofessional faculty members in
humanities classroom, teachers can also facilitate the
discussions about “power and conflict” that Paradis
and Whitehead have found missing from
interprofessional education.29 Physicians who have
joined our discussion of the film Wit over the years
were able to ask our medical, dental, and nursing
students difficult questions about professional roles
without alienating medical students. Medical students
heard these physicians acknowledge the importance
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of the nurse’s role in the film while also evaluating,
even criticizing, the physician’s behavior. Because
these criticisms of the physician-character came from
one of their professional role models, medical
students did not take a defensive pose that could
serve as a barrier to their learning.
In a general sense, when students learn “with, from,
and about”30(para. 1) various professional role models
and each other, they start to value others’ experiences
as learning resources.26 Students become more
competent to listen to and respect the needs and
perspectives of “all parties” in the health care
exchange, from other providers to patients and
families.6(p 2) They have increased “awareness [of] and
openness”5 to other professions and their roles and a
chance to debunk stereotypes.

Patient- and Family-Centered
Narratives
If the participation of IP faculty enhances students’
empathy for other professionals, the incorporation of
patient-centered narratives and narratives of diversity
further challenges students’ notions of self and other.
As Tsevat, Anoushka, Gutierrez, and DasGupta have
noted, health humanities classrooms are “diverse
spaces” in which it is important to “destabilize
traditional hierarchies that could otherwise silence or
oppress those students who are most vulnerable or
‘othered’ because of their race, gender, sexuality,
nationality, and/or class.” 31(p2) Tsevat et al.
recommend, for example, that of three “pedagogical
pillars” to make the classroom safe for all members:
“narrative humility (an awareness of one's prejudices,
expectations, and frames of listening), structural
competency (attention to sources of power and
5
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privilege), and engaged pedagogy (the protection of
students' security and well-being)”.31(p2) These pillars
are doubly important in the health humanities
classroom, where students may enter training having
internalized biases not only about other cultures,
races, and socio-economic groups, but about
professions and their status.
In the IP humanities classroom, it is important to
avoid creating or reinforcing hierarchies based on
profession when selecting course materials. For
instance, at present the majority of published health
care-themed, provider-written narratives are by
physicians and nurses, but asking a group of
interprofessional students to read narratives
predominantly from the perspectives of doctors and
nurses is counterintuitive to IP goals. By teaching
narratives that place the patient at the center of the
story, teachers can avoid privileging one profession
over another and promote the idea of patientcentered care.32 These narratives should include
literary pieces that have a more tangential, less
obvious connection to health care but feature
individuals struggling with issues related to physical
and mental health—autobiographical narratives like
Alice Walker’s “Beauty: When the Other Dancer is
Self,” David Sedaris’ “Go Carolina”32, Lars
Eighner’s Travels with Lizbeth, Sucheng Chan’s “You’re
Short, Besides!” and Jean-Dominique Bauby’s The
Diving Bell and the Butterfly (Cynthia Dodds, oral
communication, January 2016) are examples. These
examples also represent a diversity of voices,
including those of marginalized and stigmatized
groups, whose narratives students hear first-hand,
instead of filtered through the perspective of a
particular provider.
Because of their literary quality and their innate
resistance to didacticism, these narratives realistically
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depict how illness affects individuals and families in
unique and profound ways. Moreover, by entering
narratives told from the viewpoint of others, students
can challenge their own biases and assumptions about
stigmatized or marginalized groups, engage their
moral and narrative imaginations by experiencing
ethical challenges vicariously through characters3,4,
and come to understand that patients’ stories should
be witnessed with the “narrative humility” mentioned
by Tsevat et al.31 and first described by
Dasgupta.33 This shift in awareness moves students
closer to the interprofessional competency of patientand family-centered care and, more generally, reflects
how true learning involves shifts in knowledge,
beliefs, behaviors, and attitudes as well as selfperception.22

Reflective and Creative Writing
Reflective and creative writing can theoretically
facilitate professional development, provider wellbeing, and patient care skills.34And when health care
providers share written reflections with one another,
they feel less isolated and more connected.34 For these
reasons, we have embedded a writing component into
each course. Students in the creative writing course
produce the most writing and are encouraged to
revise, polish, and seek publication. Each week,
creative writing students complete assignments that
they present to the group using the Iowa workshop
model, the standard approach to giving and receiving
feedback used by graduate-level creative writing
programs.35 Over time, students learn techniques for
offering constructive criticism and artistic support
while respecting the autonomy of the writer and her
subject, an experience that helps develop their ability
to give and receive feedback in the clinical setting—a
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key skill for providing patient-centered care and for
operating as an effective member of a team
comprised of professionals.6 In addition, by writing
for an audience other than self and by assuming a
narrative voice other than self—whether through
dramatic monologue, first person short story, or
poem—students develop a heightened awareness of
how communication should be shaped and reshaped
depending on audience36; they also become more
aware of how all narratives are shaped by point of
view. This awareness will benefit not only their
patients, who experience better outcomes when
providers communicate compassionately and
effectively,37,38 but also other professionals with whom
they work.6,7
While students in the literature and film course do not
necessarily pursue publication, they do, at times,
produce short reflective pieces at the beginning
and/or end of select classes; reflective prompts that
open class meetings are designed to engage students’
prior knowledge, while those completed at the end of
class periods urge students to apply lessons learned
that day to future clinical practice. During the first
years the course was offered, students were also
required to write a 3-5 page paper describing a clinical
experience during training, sharing a personal illness
experience, or analyzing a short story, essay, or poem.
All of these assignments were designed to foster
reflection, critical thinking, analysis, and selfawareness. This writing requirement later became
optional, as we wanted to provide students the option
to work on team-based projects, giving them
additional opportunities for interprofessional
collaborations. However, because both papers and
team projects had to be presented to the class,
students were required to engage interprofessionally
regardless of the final assignment they elected to
complete.
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Student Perceptions: A Case
Study of One Course
The IP humanities class “Health Care and the
Humanities” was offered for several years in a row in
spring semester when it was most convenient to
fourth-year medical students. One year, we offered
the course in the fall to see if that made it more
available to students of other professions. This
schedule change resulted in a smaller class size, but
the class had a more diverse make-up. Two pharmacy,
three nursing, and one medicine student took the
course; a nursing faculty member audited the course
as well. The course was designed using the strategies
described in the previous sections of this paper. Over
12 weeks, we primarily read and discussed literature,
viewed and discussed films, and observed and
responded to visual art pieces. Students also
completed reflective writing and, for a final
assignment, wrote an essay about a clinical experience
that had a significant impact on them. They read their
essays to the class and the class discussed them,
drawing comparisons to other student narratives and
to works we had read previously in the semester.
At the end of the semester, students completed openended reflections about the course. One prompt
asked them to discuss in what ways (if any) they
perceived the course contributed to their ability to
engage in interprofessional collaborations in future
practice. Their responses indicated that they valued
the opportunity to read and discuss literature with
students of other professions and that they felt
educated about other professions by listening to
students share narratives about their clinical work. A
few excerpts are provided.
“I will remember the discussions we had about a
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piece of literature when I’m interacting with someone
of a different profession and remind myself that they
are like the students with whom I interacted [in this
class].”
“Hearing their perspectives made me realize that
nursing students are not the only ones who suffer and
understand what they experience in their clinicals and
rotations. I think it has [. . . .] helped me develop an
empathy that will impact how I relate to, in this case,
pharmacists and physicians in the future.”
“I definitely learned a lot about pharmacy that I didn’t
know—especially on the last day when we were
sharing narratives . . .”
“The nurses really gave great insight into what they
do day to day.”
These narratives and the discussion-based design of
the course helped refute professional stereotypes,
improved role understanding, and reminded students
of their common bonds.
“I think sometimes there can be assumptions about
other disciplines that create barriers between health
care providers and this class has helped to refute any
stereotypes and gave us insight into each discipline.”
“I think this [course] is a valuable way to compare
and contrast each other’s professions. Many of us
share the same frustrations and the material we read
reinforced that. It was a little bit therapeutic. Also,
since so many people are caring for any given patient
at one time, it will be of great importance to
communicate and make it easier on each other. And
to help each other see the patient as a person.
As these responses show, students believed they had
gained increased awareness and knowledge about
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other professions that lay the groundwork for
empathy and collaboration. As the final student’s
response indicates, at least one student was able to
envision how these increases could contribute to
patient-centered care. In the future, we hope to
survey a larger, more diverse group of students and
analyze the results using textual analysis software.

Conclusion
Interprofessional courses in the humanities have the
unique potential to help create bridges among college
silos at academic health science centers. The health
humanities classroom can offer a safe, inclusive space
for engaging the humanities with the goal of
developing narrative competence while also teaching
established IP competencies. Future research is
needed to assess the efficacy of various teaching
strategies on specific IP competencies. By using best
practices in teaching informed by educational theory
and pedagogy as well as theories of narrative health
care, health humanities faculty can facilitate the shift
toward team-based models of care and foster
empathy, compassion, and effective communication
to enhance patient outcomes, the ultimate goal of
interprofessional missions.
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Competence is the set of demonstrable characteristics and skills that enable, and improve the efficiency or performance of a job. The
term "competence" first appeared in an article authored by R.W. White in 1959 as a concept for performance motivation. In 1970, Craig
C. Lundberg defined the concept in "Planning the Executive Development Program". The term gained traction when in 1973, David
McClelland wrote a seminal paper entitled, "Testing for Competence Rather Than for Intelligence". It has since Start studying
Interprofessional Article. Learn vocabulary, terms and more with flashcards, games and other study tools.Â A generally identified cluster
of more specific interprofessional competencies that are conceptually linked, and serve as theoretical constructs. Core competencies
are needed in order to: 1) create a coordinated effort across the health professions to embed essential content in all health professions
education curricula. 2) guide professional and institutional curricular development of learning approaches and assessment strategies to
achieve productive outcomes. 3) provide the foundation for a learning continuum in interprofessional competency development across
the professions and the lifelon

