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Abstract 
Consumers choosing a health-care provider have access to diverse information including narratives by patients about 
their prior experiences. However, little research has examined how narratives might improve or impede the use of 
information about the quality of providers’ performance. This paper describes a conceptual framework for examining 
mechanisms by which narrative information might influence consumer judgments and decisions about providers. We 
conducted a conceptual review of risk communication and behavioral decision research. We synthesized the literature to 
form the foundation of a conceptual framework for assessing how narrative information about provider quality impacts 
consumer decisions about providers. We identified four key characteristics of narratives (convey emotion; explain logic; 
provide relational information; and capture naturalistic experience) that may address four consumer needs (avoid 
surprise and regret; recognize dominant options; motivate to act or not act; and make multi-attribute tradeoff decisions). 
We also identified three main functions of narratives (provide a simple, powerful cue; imbue quality information with 
meaning; and stimulate cognition and behavior) in four decision contexts (short-term treatments; external disruptions; 
chronic illness; problematic experiences). A rigorous research program can be derived from the conceptual framework to 
generate evidence-based recommendations about whether and how patient narratives might encourage: (1) more 
reasoned decisions; (2) consistency with a patient’s own values/preferences; and (3) engagement with provider quality 
information. Research results can be used then to develop robust guidance for health communicators reporting diverse 
and often incommensurate performance metrics. 
 

Keywords 
Narrative, quality reporting, patient decisions, choice of provider 

 

 
Introduction 
 
Efforts are growing to expand consumer access to diverse 
types of health information and decision support. When 
searching for a primary-care physician or a specialist, or 
deliberating over preventive care or treatment options, 
consumers have long been able to access a range of 
evidence-based, quantitative data on quality of care (e.g., 
numeric ratings from survey data such as “percentage of 
patients who found it easy to get an appointment with this 
doctor”).1,2 For instance, the results of surveys from the 
Consumer Assessment of Healthcare Providers and 
Systems (CAHPS), funded by the US Agency for 
Healthcare Research and Quality (AHRQ), provide 
information about ways in which patient experiences with 

providers have been valuable or problematic and how 
health-care organizations can improve patient care.3-6 
 
Increasingly, consumers may also access qualitative 
information reflecting the experiences of family and 
friends or the opinions of strangers who have posted 
comments on the internet.7 Just as consumers look for 
reviews of restaurants, travel destinations, and a host of 
other products and services, they are increasingly 
consulting commercial websites (e.g., Yelp) for online 
ratings and reviews provided by patients about their prior 
experiences with health-care providers and their 
organizations.8 Some government websites (e.g., the 
United Kingdom National Health Service’s “Choices” 
internet resource) also have begun to report narrative 
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information in addition to the quantitative information 
already provided.9  
 
Although more than twenty years of research has 
examined rigorous ways to collect and convey quantitative 
information in public reports of health-care quality,10,11 
researchers have given less attention to whether or how 
qualitative information should be gathered and used to 
convey patient experiences,12 particularly in reports 
presenting CAHPS survey results. Extensive literature 
from multiple health-related fields has examined the value 
and limitations of qualitative information in understanding 
and improving patient decision processes (e.g., choosing 
among treatment options),13-15 but few studies have 
focused specifically on how systematic reporting of 
qualitative information might affect patients choosing a 
new provider.16-18 Consequently, organizations responsible 
for communicating the results of surveys about patients’ 
experiences with their providers have limited guidance for 
deciding whether and how to convey narratives. Such 
organizations may include federal and state government 
agencies (e.g., Centers for Medicare and Medicaid Services, 
CMS), large health systems, or small provider practices and 
the organizations they use to collect and report survey 
results to consumers in online or printed formats. 
Regardless of whether survey results are being reported 
online or in printed formats, these health communicators 
need better information about the value and limitations of 
reporting patient narratives about providers. 
 
The purpose of this paper is to describe a conceptual 
framework for examining mechanisms by which narrative 
information might influence consumer judgments and 
decisions about providers. The relatively new, emerging 
role for narratives in patient decision making means that 
we first need to identify key characteristics that make this 
type of information valuable or problematic in decisions 
about providers. Later in the paper we address the 
potential mechanisms by which such narrative information 
might impact patients’ decision processes.  
 

Key characteristics of narratives 
 
“Narrative” information refers to the retelling of 
something that happened, presented via written or spoken 
words.19 Early work by cognitive scientists such as Lakoff 
and Johnson20 has shown that everyday narratives are 
important because they convey the conceptual metaphors 
that shape the way we communicate, think, and act. 
Evidence also supports the idea that people impose story 
structures to make sense of their everyday experiences,21,22 
including their health-related concerns.23 In the context of 
patient decision making, narratives are qualitative 
expressions (Table 1) such as: individual patient comments 
(e.g., brief descriptions of specific aspects of experiences); 
descriptive reviews (e.g., in-depth evaluations); or 
testimonials (e.g., stories of what one person experienced 

or did).16,17,24,25 Narrative forms may be characterized in 
other ways as well. 
 
In this paper we focus primarily on patient narratives 
about the performance of health-care providers. This kind 
of information is increasingly prevalent and sought after 
by consumers.8,26-29 Yet we know little about how patient 
narratives might improve or impede consumer choice of a 
doctor or other provider because research so far has 
focused more heavily on the impact of narratives provided 
for other types of choice (e.g., among treatment options).17  
 
Coherent patient narratives are multifaceted, with several 
characteristics making them engaging and meaningful. As 
storied expressions that reflect rich experiences, patient 
narratives convey emotions, provide the logic or an 
explanation underlying a perspective, express relational 
information, and capture naturalistic experiences, as 
depicted in Table 1.30,31 Patient narratives also often have 
strong face validity because they portray experiences in a 
more holistic, engaging, and memorable manner than do 
quantitative survey measures. Expressions of emotion or 
affect highlight relevance and provide easily intuited 
conclusions about whether a decision maker would want 
to pursue or avoid a similar experience.9  
 
Currently, there is insufficient empirical research to 
determine what features of narratives are associated with 
the process of forming a “good” judgment or decision—
i.e., one that is well reasoned, consistent with a patient’s 
values and preferences, and based on robust information 
about patient experiences with providers.16 For instance, 
does explaining patient experience within a personal, 
social, and cultural context help to align choice of provider 
with a decision maker’s values? When do people read 
meaning into data or make linkages where this is 
unwarranted?20,32 To what extent does vivid or emotional 
case information distract people from base rates or other 
relevant statistics?17,33,34 When do narratives have clear 
informational value? What do we still need to know about 
how narrative information might enhance or diminish 
decision processes?  
 

 
Research on narratives can help generate 
evidence-based recommendations for health 
communicators in real-world settings 
 
Robust methods have been used for decades in the fields 
of behavioral decision making and risk communication to 
understand knowledge transfer and choice processes.35-39 
For instance, past efforts to assess decision-making 
competence have paid close attention to identifying 
specific decision skills (e.g., literal and inferential 
comprehension, understanding patients’ reasoning, 
consistency of decision processes). In addition, researchers 
have examined how specific decision skills may be affected 
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by the format of information.40,41 However, evidence 
about how patient narratives may influence decision 
making about providers in real-world settings is lacking. If 
researchers empirically identify how elements of a 
narrative support or diminish the specific skills that 
comprise competent decision making, then 
recommendations could be made to encourage the use of 
narratives with elements that support those skills and 
avoid or counteract narratives that undermine those skills.  
 

To illustrate, we might expect that very simple or very 
complex narratives make it hard for consumers to follow 
the decision rules being applied by a patient when 
evaluating a provider. Systematically examining when 
simple versus complex narratives are useful to consumers 
would provide guidance to health communicators about 
the features of narratives (e.g., number of words, sentence 
structure, proportion of contextual information) that 
optimally articulate patient decision processes. 
Guidelines generated from a systematic program of 
empirical research on narratives could be translated into 

Table 1. Example Patient Narratives and Key Characteristics 

 
 Key Characteristics of Patient Narratives 

 Convey  
emotion 

Explain  
logic 

Provide 
information 

about patient-
doctor 

relationship 

Capture  
naturalistic 
experience 

Example 1 
This doctor is not very 
communicative—I’d feel 
less nervous if she could 
chat more.  

 
Describes nervous 
feelings 
 

 
Explains what 
would reduce 
nervousness 
 

 
Describes poor  
patient-doctor 
interaction 
 

 
Uses informal 
language 
 
 

Example 2 
Just from reading about him 
on Google, I can tell that 
this doctor’s got every 
certificate there is and he's 
on all kinds of boards. I 
think he even teaches at a 
medical school a little bit. 
But, I've met him, so I can 
tell he really, really knows 
what he's doing. 
 

 
Describes feelings 
of confidence 
 

 
Explains reasons 
for confidence 
 

 
Describes positive 
patient encounter  
with doctor 
 

 
Reflects holistic 
context of 
evidence for 
confidence 
(Google-located 
certificates and 
boards, personal 
experience) 
 

Example 3 
I was really bothered by a lot 
of stuff, so I went and talked 
to my doctor about a lot of 
stuff and then got a 
completely surprising phone 
call on Monday saying that 
she had been thinking about 
it all weekend and she was 
going to set up some 
different tests and 
appointments to see if we 
could answer my questions 
and get to the bottom of the 
stuff that's bothering me. 
Called me at home, said she 
was worried. That was 
fantastic. 
 

 
Describes feeling 
bothered, then 
happy 
 
 
 

 
Explains how 
problem was 
identified and 
addressed 
 
 
 
 

 
Describes how 
doctor showed 
concern for patient 
and the impact this 
had on the patient 
 
 
 

 
Describes dynamic 
experience with 
actions by both the 
patient and the 
doctor 

 



Conceptualizing How Narratives Impact Decisions, Finucane et al. 

18  Patient Experience Journal, Volume 5, Issue 1 – 2018 

clearer choices about best practices for health 
communicators on how to use narrative information in 
different ways depending on the demands of the context. 
For instance, if empirical evidence shows that a narrative is 
most likely to enhance decision making when it provides a 
personally meaningful system of navigation through a 
complex array of quality information, we might 
recommend that health communicators direct consumers 
to read narratives by others “like them.” In this case, 
guidelines might suggest tagging comments to help 
consumers narrow their focus or search for information 
that most reflects their own situation (e.g., likely to need 
multiple tests). Guidelines might also need to articulate 
how to teach consumers to conduct a search based on 
relevant tags before reading through multiple (potentially 
irrelevant) comments. Additional research could explore 
whether organizing narratives according to various criteria 
(e.g., frequency of similar comments) enhances consumer 
satisfaction with their information search and decision 
process and/or limits attention to extreme (non-
representative) opinions.  

 
A conceptual framework is needed to guide 
research on the role of narrative information in 
consumer health decisions 
 
Given that narrative information is multi-dimensional and 
that its effects on decision processes may vary in complex 
ways, we need a systematic and rigorous program of 
research to help health communicators discern whether 
and how narratives may help or hinder decision making or 
in what context they might do both.42 Understanding the 
potential impacts can lead to more sophisticated public 
reporting that incorporates narratives about patient 
experiences in a useful way, especially if the narratives are 
elicited (rather than spontaneously generated) to serve 
particular consumer needs, such as finding a doctor who 
communicates well.9 

 
To build a conceptual framework, we adapted Jabareen’s43 
methods for systematically linking multiple bodies of 
knowledge. Our goal was to lay out key concepts—and 
presumed relationships among them—to provide an 
interpretive (rather than causal or analytical) approach to 
understanding how patient comments about providers 
impact consumer judgments and decisions. Similar to 
qualitative metasynthesis techniques,44 we synthesize 
findings from two fields of research for which there 
already exists consensus about how message format may 
affect decisions under conditions of risk and uncertainty: 
risk communication and behavioral decision research. 
Texts selected for consideration included peer-reviewed 
journal articles, book chapters, reports, and commentaries, 
to reflect a variety of descriptions that effectively represent 
the complex phenomenon of real-world decision 
processes. Through an iterative process, we categorized 
and integrated concepts that have been well-established in 

multidisciplinary literature to develop a framework for 
understanding how key narrative characteristics function 
to help or hinder consumers with different needs in a 
range of decision contexts.  
A key conclusion of several decades of risk 
communication and behavioral decision research is that 
decisions tend to be influenced by variables related to 
three main categories: (1) the decision information (e.g., 
characteristics of qualitative narratives or quantitative 
data); (2) the decision context (e.g., time pressure, 
chronicity of illness); and (3) the decision maker (e.g., 
patient needs, consumer engagement).39 A good decision is 
more likely to result when characteristics of the decision 
information meet the needs of the decision maker or 
demands of the decision context.45 By focusing on these 
variables and how they interact, researchers and 
practitioners can begin to determine systematically how 
narrative information impacts health-care quality 
measurement and reporting and consumer decision-
making processes and outcomes. Our conceptual 
framework is not exhaustive; rather, it is intended to 
illustrate how the key characteristics of narratives may 
function during a judgment or decision process to address 
specific, sometimes overlapping, patient needs and 
decision contexts (Figure 1). 
 
We developed a framework broadly useful for researchers 
and practitioners by balancing the need to be generalizable 
across a range of consumer decision contexts with the 
need to be specifically relevant to health-care services. 
Generalizability is ensured by attending to foundational 
theory and empirical findings about key factors influencing 
consumer decision making and communication. Relevance 
is ensured by identifying and addressing distinguishing 
aspects of patient decisions about providers (e.g., patient 
needs and types of decisions faced by patients).  
 
At this early stage of development, we acknowledge that 
there may be some instances where the relevance of our 
framework is limited. First, while tens of millions of 
patients each year make their own choices and provide 
their own narratives,46 sometimes patient representatives 
(e.g., caregivers, family members) are the ones making 
choices or submitting narrative information. Evidence 
suggests, however, that family members have a similar 
capacity as the patient to observe and judge the quality of 
care.47 Second, our framework’s relevance may be limited 
in instances when patients (or their representatives) do not 
engage with the provider they presume to be interacting 
with, but instead are seen by a nurse or physician assistant 
in the same practice. Importantly, respondents can explain 
in narratives who they are talking about (which they 
cannot do with closed-ended questions), which provides a 
more reliable way to capture the problem of 
misidentification and, if necessary, modify the framework. 
Finally, relevance may be limited due to differences across 
health-care settings (e.g., inpatient vs. outpatient providers 
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and patients; planned vs. unplanned care; acute vs. chronic 
conditions; single vs. multiple clinicians). Empirical testing 
will help to clarify whether there exist unique 
characteristics of settings that need to be incorporated into 
the framework. In addition, carefully designed narrative 
elicitation protocols will help to identify additional factors 
that are needed to account for differences across settings.48 

 
Patient needs 
 
Following Zikmund-Fisher’s38 taxonomy of precision in 
patient risk communication, we first identified four basic 
needs that qualitative information might be suited to 
address. First, consumers have a basic need to know when 
something might happen. For instance, in some situations 
consumers might want to avoid being surprised by 

unanticipated outcomes so that they may minimize 
avoidable decision regret (e.g., “this doctor didn’t listen 
when I told him my history, so we had to repeat some 
painful tests”). A second basic need of consumers is to 
know when an option is dominant. In addition to 
quantitative metrics describing provider performance, a 
consumer may benefit from considering information about 
relative possibility that can be described in a narrative (e.g., 
“this doctor always explains things in a way I understand, 
which is not true of any of the other doctors I’ve seen”). A 
third basic need of consumers is to be motivated to act or 
be reassured that no action is necessary. For instance, a 
patient needs to know when a threshold (e.g., for 
cholesterol) has been exceeded and what to do in response 
(e.g., “this doctor told me how to find a dietician that 
could help me”).  

Figure 1. Conceptual framework identifying how key characteristics of narratives function to address patient 
needs and decision contexts during a judgment or decision process 
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A fourth basic need is to make multi-dimensional trade-off 
decisions in which options are comparatively better on 
some dimensions and comparatively worse on others. For 
instance, a consumer might need to decide if he or she is 
willing to spend more time in a waiting room to see a 
doctor who is reported to have a better relationship with 
her patients. In this situation, consumers need to 
understand that they need to trade off multiple attributes 
(i.e., waiting time vs. rapport). In addition, consumers 
must clarify which attributes are more important to them 
(waiting time or rapport). A qualitative possibility 
statement by a patient can clearly convey such tradeoffs 
and priorities to other consumers: “You often sit in the 
waiting room or exam room a bit longer than planned 
when you go to see Dr. X. But that’s because she’s taking 
time to talk with her other patients and really understand 
their situations, so it seems OK to wait.” 

 
Decision contexts 
 
Importantly, patient needs may vary with the context and 
timing of decisions. Shaller et al.46 highlight how the type 
of information that consumers perceive as most salient 
differs with the circumstances in specific decision 
situations. For instance, consumers may be choosing a 
health-care provider because they are shopping for a 
specialized, short-term treatment (e.g., elective procedures, 
prenatal care) or experiencing an external disruption (e.g., 
moving to a new area, changing health coverage). Or 
consumers may choose a new provider because they are 
suffering from a serious chronic condition that requires 
specialist care or are dissatisfied with the quality of care 
from their current health-care provider.  
Each decision context will be accompanied by different 
emotional states,49 capacities to interpret complex 
information,50 and needs for trusted support.51 
Consequently, the way in which information is attended to 
and used will vary with these individual differences across 
the contexts.52 To successfully meet patient needs at 
different decision points, information about clinicians’ 
performance will need to carry out a range of functions 
across contexts. Understanding how narrative information 
functions to address patient needs in diverse settings is a 
first step toward reporting quality information in a way 
that the intended audience views as relevant, credible, and 
usable for a given circumstance. 

 
Key characteristics of narratives address patient 
needs by making information more actionable 
 
When making a decision to address a particular need, 
consumers often construct their values and preferences 
using cues from the decision information and from their 
own internal feelings.53,54 Narratives can address patient 
needs when they make information actionable in the 
consumer’s context. In this section we examine how 

narratives may address patient needs and context demands 
by providing a simple yet powerful basis for pursuing or 
avoiding an option, in particular through “affect.” Affect 
refers here to the quality of “goodness” or “badness” that 
may (a) be felt by the decision maker (with or without 
consciousness) and (b) demarcate a clinical encounter as 
either appealing or concerning.55 We also highlight some 
ways in which narratives may lead decision makers astray 
and how a systematic program of research could help to 
identify and address these problems. 
 
Providing a simple, powerful cue 
Recognizing the importance of experiential information 
during the process of making a judgment or decision, 
recent decision theories have incorporated reliance on 
affect as a key component in constructing values and 
preferences.20,39,49,55-63 Our everyday experiences lead 
decision options and attributes to become “marked” with 
positive and negative feelings.64 These affective markers 
act as guides for decision makers by sounding an alarm 
that warns us away from an option or by acting as an 
incentive that encourages us to pursue an option.  
 
In comparison to more statistical information, narrative 
information is particularly good at conveying affect 
because the values held by consumers are embedded in the 
contextually, morally, and emotively rich stories and 
conversations through which we define ourselves and our 
actions.65,66 Using an overall, readily available, affective 
impression gleaned from a narrative can be easier and 
more efficient than weighing the pros and cons of various 
reasons or retrieving relevant examples from memory, 
especially when the required judgment or decision is 
complex or mental resources are limited.46 

 
Affect in narratives may also function as a cue for good or 
bad decision options that guide perceptions of risks and 
benefits. Decision stimuli such as patient comments (e.g., 
“This doctor was great”) evoke affective experiences that 
influence people’s perceptions (e.g., doctor is low risk, 
high benefit) and consequently their choices (e.g., patient 
chooses this doctor). In this way, affect provides quick 
orientation for patients and facilitates their judgment and 
decision making.55 However, we also need to understand 
in which situations narratives might lead consumers to 
oversimplify classification of information as “good” or 
“bad,” leading them to miss important differentiations in 
the quality of providers or to override other valuable cues. 
In this case, researchers could measure the extent to which 
consumers objectively remain uninformed during their 
decision-making process, even though they may have 
examined comments from multiple other patients and 
subjectively feel like they have become more informed. 
 
Imbuing quality information with meaning 
By helping people to grasp better what the actual 
experience of a choice might feel like or by facilitating 
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comparisons across different dimensions, narratives may 
provide a useful mechanism for making information more 
meaningful.67 For instance, patients may have abundant 
information about how long they can expect to wait for a 
typical office visit with their primary-care physician, but 
little knowledge about negative outcomes that could occur 
when information about their care is not shared at the 
right time to the right people. Thus, for patients, the 
meaning of “wait time at primary care office visit” may be 
easy to grasp but the meaning of “care coordination” may 
be hard to grasp. 
 
Narratives are particularly useful when meaningfulness is 
low for two reasons. First, narrative information can help 
people better comprehend the implications of a choice. 
Imagine a patient who has never required multiple tests, 
specialists, or medications. This patient might not fully 
appreciate how disjointed communications among 
primary-care clinicians and specialists may result in unsafe 
or ineffective care. As a result, he may ignore information 
about care coordination when initially choosing a provider, 
but then find this attribute is highly important when 
serious illness strikes. This patient may have been better 
attuned to the value of coordinated care if he had already 
encountered comments by patients explaining how good 
outcomes resulted from coordinated care or poor 
outcomes resulted from uncoordinated care. 
 
A second way that narratives may improve the 
meaningfulness of information is by facilitating 
comparison among incommensurate metrics. For instance, 
patient comments may indicate that one doctor is known 
for always having same-day appointments available, but 
that another doctor is known for helping his patients stay 
up-to-date with preventive screening tests. How can a 
patient compare these doctors when they are described on 
qualitatively different dimensions? Affective cues help to 
translate complex cognitions about cost-benefit and other 
trade-offs into simpler positive and negative evaluations, 
thus helping decision makers to compare and integrate 
different metrics on a common scale. The common scale 
makes information more meaningful and easier to use than 
comparing multiple logical reasons that are represented by 
disparate scales.49,68 

 
Importantly, we need to recognize that not all efforts to 
enhance meaning may produce the expected results. In 
particular, empirical research needs to clarify the situations 
in which narratives fail to recognize important differences 
in the worth of different pieces of information being 
combined. For instance, a patient may comment that 
office staff offer timely appointments “one hundred 
percent of the time” (a relatively precise measure) but that 
the doctor coordinates care “pretty well for the most part” 
(a relatively imprecise measure). An unintended 
consequence could be the obfuscation of important 
distinctions across the providers being compared. Just as 

authors have recently asked whether the star-rating system 
proposed for CMS69 is a useful way to summarize a 
comprehensive set of quality metrics, or in fact distracts 
consumers from important information, narratives may 
confuse consumers by combining information that varies 
in precision, reliability, and validity.  
 
Stimulating cognition and behavior 
A third function of narratives is to stimulate cognition and 
behavior.17 Classical theories of information processing, 
such as the elaboration likelihood model,70,71 suggest that 
when people are presented with information, the amount 
of effort they will dedicate to evaluating the quality and 
strength of the information depends on how relevant they 
perceive the information to be. People who are highly 
engaged by a message tend to use more criteria for 
evaluation and to process the information contained in the 
message in greater detail.72,73  
 
Narratives may encourage in-depth processing because 
people spend more time attending to—and are more 
engaged by—narrative messages than numeric messages.74-

77 For example, Cox and Cox78 compared two forms of 
messages designed to promote mammography, one 
anecdotal and the other statistical, and found that the 
anecdotal version was significantly more engaging than the 
statistical version. A recent survey experiment examining 
consumer choice among clinicians found that websites 
containing narrative information significantly increased 
consumers’ time with and attention to quality reports.42 
Alternatively, some research suggests that narrative 
information may encourage the use of heuristic rather than 
systematic processing.72 Heuristics rely on the use of “rules 
of thumb” by decision makers, based on their past 
experiences and observations. In such situations, narratives 
might make some outcomes seem more likely because they 
make available mental representations that are more vivid79 
or emotionally salient80,81 in an individual’s memory. 
Regardless of the mode of information processing used, 
narratives may provide powerful motivations for changing 
patient behaviors (e.g., seeking a new specialist’s opinion 
for a chronic condition because other patients have 
reported success with that specialist).82 These observations 
are consistent with classical theories of emotion and 
motivation83 and suggest that the tendency to classify 
information as good or bad is linked to behavioral 
tendencies.84-86 
  
There are, of course, limits to relying on affect in 
narratives as a motivator. For instance, some studies 
suggest that very high levels of negative feelings may 
promote defensive avoidance behaviors (e.g., not changing 
to a better doctor if driving further is very unappealing), 
particularly when a clear plan of action is lacking.87-89 
Similarly, narratives written in a more compelling or 
persuasive manner may garner more attention, even 
though they provide no additional decision-relevant 
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information. The extent to which outliers (extreme 
opinions) can be contextualized and misinformation can 
be corrected needs to be determined to clarify whether and 
how attentional biases can be minimized. 

 
The nuances of the impact of narrative 
information on decision making need to be 
further explored 
 
The complex and multidimensional nature of narratives, 
decision problems, and decision makers means that we 
need to consider potential interactions among multiple 
factors to fully understand when narrative information 
may improve or impede effective patient decision making. 
The elaboration likelihood model suggests that depth of 
information processing depends not only on how engaged 
people are by information but also on how capable they 
are of understanding it.  Thus, the advantages of narrative 
over statistical communications in terms of perceived 
relevance and comprehension may matter most when the 
audience for the communication lacks the education or 
experience required to make sense of complex statistical 
information.90 For audiences with lower health literacy and 
limited mathematical ability, communicating relevant 
information about health-care providers with patient 
stories and other narrative structures may be particularly 
beneficial.13,49,70,90-93 

 
Although the increased engagement afforded by narrative 
information may lead to increased attention to and 
scrutiny of the content contained in the narrative, it is not 
clear if this increased attention and scrutiny would extend 
to statistical information in cases in which the two types of 
information are paired. Evidence suggests that less 
attention may be given to the statistical information when 
it is combined with narrative information than when the 
statistical information is presented on its own.42,94 
Similarly, patient narratives can displace more evidence-
based advice from clinicians.17 
 
If consumers simply find narratives more meaningful than 
other types of quality metrics or information, then 
displacement of numeric metrics or information may not 
be problematic. But if consumers neglect statistical quality 
metrics in the presence of narratives despite still viewing 
the former as important markers of quality,42 then the 
neglect undermines good decision making (defined as 
good reasoning, consistency with decision makers’ 
preferences and values, and engagement with health-care 
information). Many consumers may find it difficult to 
sensibly integrate numeric and qualitative input because 
the two forms of information are cognitively processed in 
such different ways.81 To harness the increased 
engagement afforded by narrative information in a manner 
that does not erode the influence of relevant quantitative 
information, it may be necessary to create a clearer bridge 

between the two types of information in public reports on 
health-care quality. 
 
Another important consideration is that the weight given 
to narrative information during a decision process may 
depend on its consistency with other information and how 
different decision makers are affected by inconsistencies. 
For instance, Huppertz and Carlson95 investigated the 
impact of the Hospital Consumer Assessment of 
Healthcare Providers and Systems (HCAHPS) report of 
patient experiences and word-of-mouth narratives on 
consumers’ hospital choice. When information was 
inconsistent between the HCAHPS data and the narrative, 
HCAHPS data tended to dominate but this displacement 
was most pronounced for less knowledgeable respondents, 
who seemed less comfortable with inconsistent 
representations of quality. 
 
The weight given to narrative versus other forms of 
information during decisions about provider choice may 
depend also on the extent to which consumers want to 
learn from the past experiences of consumers who are in 
some sense “like them.” Understanding how similar one is 
to the person reporting on their experience is very 
important for some (but not all) consumers. Aggregated 
measures provided by CAHPS and the Healthcare 
Effectiveness Data and Information Set (HEDIS) 
measures offer no capacity for this personalization, though 
it is sometimes suggested that these metrics be reported 
for subsets of consumers (e.g., by race or health status). 
Narratives create the potential for this more personalized 
matching when they report general characteristics (e.g., 
gender, age) of the patient leaving the comment. However, 
this may result in the context of the narrative (e.g., who is 
delivering the information) being more influential than the 
content of the narrative (e.g., information about the 
communication skills of alternative providers).17,72  
 
Finally, important ethical considerations also need to be 
addressed as health communicators consider using 
narratives to communicate provider quality. Unfortunately, 
research has focused more on the effects of narrative than 
on the ethical considerations of using narrative to improve 
the effectiveness of science communication to nonscientist 
audiences. Dahlstrom and Ho96 raise three ethical 
questions about the use of narrative in science policy 
contexts which also apply to the use of narrative in 
communicating about provider quality: (a) Is the 
underlying purpose of using narrative comprehension or 
persuasion? (b) To what extent should elements of a 
narrative remain rigidly accurate or portray a generalizable 
example? (c) Should narrative even be used? By their very 
nature, narratives may imply a strong normative 
assessment of a line of reasoning and related behaviors, yet 
the assumptions on which they rely are unlikely to be 
stated or defended explicitly.97 Thus, a clearer articulation 
of the ethical considerations faced by health 
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communicators should help to define appropriate roles for 
narrative. A robust theoretical model helps health 
communicators become aware of these pitfalls of 
narratives by organizing relevant variables in a way that the 
potential for detrimental impacts becomes more obvious. 
A robust empirical research program derived from or 
organized around that model then helps health 
communicators by demonstrating the bounds within 
which narratives can be expected to lead decision makers 
to perform well or poorly. 

 
Next steps: Questions to address in future 
research and guide applications 
 
To enhance the usability and meaningfulness of 
information in reports of the quality of health-care 
providers, health communicators need to know how 
consumers respond to information and how to present 
information in ways that support good decision making. 
Report developers need to test their information formats 
to clarify the intended and unintended consequences that 
may be introduced by narrative information in consumer 
decision processes or decision outcomes. Ultimately, 
robust guidelines are needed for the reporting of patient 
narratives to ensure their interpretability and usefulness.9,98 
 
By specifying relevant variables and potential mechanisms 
by which they impact decisions, the conceptual framework 
outlined above helps to organize a research agenda aimed 
at enhancing the appropriate use of narratives in the 
reporting of health-care quality information to consumers. 
Several important questions should be addressed in future 
research, including: 
 

• Does empirical evidence support particular 
methods or “best practices” for representing and 
communicating narrative information? 

• How should narrative information be integrated 
with other performance metrics when reporting 
patient experiences to consumers who are making 
health-care choices in specific contexts? 

• When and why might the use of patient comments 
lead consumers astray (e.g., to choose a dominated 
option) or to ignore valid and reliable quantitative 
data? 

• How does the impact of narrative information on 
clinician choices differ across demographic (or 
other) subgroups and across health-care settings 
(e.g., inpatient vs. outpatient providers and 
patients; planned vs. unplanned care; acute vs. 
chronic conditions; single vs. multiple clinicians)? 

• Are the mechanisms by which narratives influence 
decisions about providers similar when choices are 
made by patients versus patient representatives 
(e.g., caregivers, family members)? 

 
 

Conclusion 
 
In this paper, we argue that although quantitative 
information about patient experience has dominated 
health-care quality measurement and reporting, qualitative 
information is increasingly prevalent. Narrative 
information such as patient comments can be elicited and 
organized in reliable and valid ways to present meaningful 
information about a patient’s experience with a provider, 
the patient’s decision process, and the consequences of a 
health-care choice.9 Systematic research is needed to gauge 
whether and how narratives influence affective and 
deliberative information processing mechanisms in specific 
contexts for specific patient needs.  
 
We have presented a conceptual framework for organizing 
research that can inform evidence-based recommendations 
about whether and how patient narratives encourage or 
discourage: (1) more reasoned decisions; (2) consistency 
with a patient’s own values/preferences; and (3) 
engagement with health-care information. These same 
explorations would also comprehensively inform 
policymakers’ efforts to enhance the role of patient 
experience as feedback for improving provider 
performance.  
 

References   
 
1. Schlesinger M, Grob R, Shaller D. Using patient-

reported information to improve clinical practice. 
Health Services Research. in press. 

2. Christianson JB, Volmar KM, Alexander J, Scanlon 
DP. A report card on provider report cards: Current 
status of the health transparency movement. Journal 
of General Internal Medicine. 2010;25:1235-1241. 

3. Agency for Healthcare Research and Quality. Quality 
Improvement Rockville, MD: Agency for Healthcare 
Research and Quality; 2016. 

4. Wiig S, Storm M, Aase K, et al. Investigating the use 
of patient involvement and patient experience in 
quality improvement in Norway: Rhetoric or reality? 
BMC Health Services Research. 2013;13:1-13. 

5. Davies E, Shaller D, Edgman-Levitan S, et al. 
Evaluating the use of a modified CAHPS® survey to 
support improvements in patient-centred care: 
Lessons from a quality improvement collaborative. 
Health Expectations. 2008;11(2):160–176. 

6. Davies E, Cleary PD. Hearing the patient’s voice? 
Factors affecting the use of patient survey data in 
quality improvement. Quality & Safety in Health 
Care. 2005;14:428–432. 

7. Greaves F, Ramirez-Cano D, Millett C, Darzi A, 
Donaldson L. Harnessing the cloud of patient 
experience: using social media to detect poor quality 
healthcare. BMJ Quality Safety. 2013;22:251–255. 

8. Hanauer DA, Zheng K, Singer DC, Gebremariam A, 
Davis MM. Public Awareness, Perception, and Use 



Conceptualizing How Narratives Impact Decisions, Finucane et al. 

24  Patient Experience Journal, Volume 5, Issue 1 – 2018 

of Online Physician Rating Sites. Journal of 
American Medical Association. 2014;311(7):734-735. 

9. Schlesinger M, Grob R, Shaller D, et al. Taking 
Patients' Narratives About Clinicians from Anecdote 
to Science. New England Journal of Medicine. 
2015;373(7):675-679. 

10. Sinaiko AD, Eastman D, Rosenthal MB. How report 
cards on physicians, physician groups, and hospitals 
can have greater impact on consumer choices. 
Health Affairs. 2012;31(3):602-611. 

11. Hibbard JH, Greene J, Daniel D. What is quality 
anyway? Performance reports that clearly 
communicate to consumers the meaning of quality 
of care. Medical Care Research and Review. 
2010;67(3):275-293. 

12. LaVela SL, Gallan AS. Evaluation and measurement 
of patient experience. Patient Experience Journal. 
2014;2(1):28-36. 

13. Shaffer VA, Zikmund-Fisher BJ. All Stories Are Not 
Alike: A Purpose-, Content-, and Valence-Based 
Taxonomy of Patient Narratives in Decision Aids. 
Medical Decision Making. 2013;33(1):4-13. 

14. Shaffer VA, Owens J, Zikmund-Fisher BJ. The 
Effect of Patient Narratives on Information Search 
in a Web-based Breast Cancer Decision Aid: An 
Eye-Tracking Study. Journal of Medical Internet 
Research. 2013;15(12). 

15. Dillard AJ, Fagerlin A, Dal Cin S, Zikmund-Fisher 
BJ, Ubel PA. Narratives that address affective 
forecasting errors reduce perceived barriers to 
colorectal cancer screening. Social Science & 
Medicine. 2010;71:45-52. 

16. Bekker HL, Winterbottom AE, Butow P, et al. Do 
Personal Stories Make Patient Decision Aids More 
Effective? A Critical Review of Theory and 
Evidence. BMC Medical Informatics & Decision 
Making. 2013;13(supp 2):S2-S9. 

17. Winterbottom A, Bekker HL, Conner M, Mooney A. 
Does narrative information bias individual's decision 
making? A systematic review. Social Science & 
Medicine. 2008;67:2079-2088. 

18. Bekker HL, Winterbottom A, Butow P, et al. Using 
personal stories. In: Volk R, Llewellyn-Thomas H, 
eds. Update of the International Patient Decision 
Aids Standards (IPDAS) Collaboration's Background 
Document2012. 

19. OED Online. Oxford English Dictionary. 2015. 
20. Lakoff G, Johnson M. Metaphors We Live By. 

Chicago IL: University of Chicago Press; 1980. 
21. Bell JS. Narrative inquiry: More than just telling 

stories. TESOL Quarterly. 2002;36(2):207-213. 
22. Conle C. Narrative inquiry: Research tool and 

medium for professional development. European 
Journal of Teacher Education. 2000;23(1):49-62. 

23. Barry CL, Brescoll BL, Brownell KD, Schlesinger M. 
Obesity Metaphors: How Beliefs about the Causes 

of Obesity Affect Support for Public Policy. The 
Milbank Quarterly. 2009;87(1):7-47. 

24. Trevena LJ, Zikmund-Fisher BJ, Edwards A, et al. 
Presenting Quantitative Information About Decision 
Outcomes: A Risk Communication Primer for 
Patient Decision Aid Developers. BMC Medical 
Informatics and Decision Making. 2013;13(Suppl 
2):S7. 

25. Ziebland S, Wyke S. Health and Illness in a 
Connected World: How Might Sharing Experiences 
on the Internet Affect People's Health? Milbank 
Quarterly. 2012;90(2):219-249. 

26. Gao GG, McCullough JS, Agarwal R, Jha AK. A 
Changing Landscape of Physician Quality Reporting: 
Analysis of Patients’ Online Ratings of Their 
Physicians Over a 5-Year Period. Journal of Medical 
Internet Research. 2012;14(1: e38). 

27. Gupta P, Harris J. How e-WOM recommendations 
influence product consideration and quality of 
choice: A motivation to process information 
perspective. Journal of Business Research. 
2010;Volume 63(9-10):1041–1049. 

28. Lagu T, Hannon NS, Rothberg MB, Lindenauer PK. 
Patients’ Evaluations of Health Care Providers in the 
Era of Social Networking: An Analysis of Physician-
Rating Websites. Journal of General Internal 
Medicine. 2010;25(9):942-946. 

29. Lopez A, Detz A, Ratanawongsa N, Sarkar U. What 
Patients Say About Their Doctors Online: A 
Qualitative Content Analysis. Journal of General 
Internal Medicine. 2011;27(6):685-692. 

30. Greenhalgh T, Hurwitz B. Narrative Based 
Medicine: Why study narrative? BMJ. 1999;318:48-
50. 

31. McAdams DP. The Problem of Narrative 
Coherence. Journal of Constructivist Psychology. 
2006;19:109-125. 

32. Pennington N, Hastie R. Evidence evaluation in 
complex decision making. Journal of Personality and 
Social Psychology. 1986;51(2):242-258. 

33. Barbey AK, Sloman SA. Base-rate respect: From 
ecological rationality to dual processes. Behavioral 
and Brain Sciences. 2007;30(3):241-254; discussion 
255-297. 

34. Kahneman D, Tversky A. Evidential impact of base 
rates. In: Kahneman D, Slovic P, Tversky A, eds. 
Judgment under uncertainty: Heuristics and 
biases1985:153–160. 

35. Hibbard H, Peters E. Supporting Informed 
Consumer Health Care Decisions: Data Presentation 
Approaches that Facilitate the Use of Information in 
Choice. Annual Review of Public Health. 
2003;24:413-433. 

36. Morgan MG, Fischhoff B, Bostrom A, Atman CJ. 
Risk Communication: A mental Models Approach. 
New York: Cambridge University Press; 2002. 



Conceptualizing How Narratives Impact Decisions, Finucane et al. 

  

 
 
Patient Experience Journal, Volume 5, Issue 1 – 2018 25 

37. Kahneman D, Tversky A, eds. Choices, Values, and 
Frames. New York: Cambridge University Press; 
2000. 

38. Zikmund-Fisher BJ. The Right Tool is What They 
Need, Not What We Have: A Taxonomy of 
Appropriate Levels of Precision in Patient Risk 
Communication. Medical Care Research and Review. 
2012;Suppl to 70(1):37S-49S. 

39. Lichtenstein S, Slovic P, eds. The construction of 
preference. New York: Cambridge University Press; 
2006. 

40. Finucane ML, Gullion CM. Developing a tool for 
measuring the decision-making competence of older 
adults. Psychology and Aging. 2010;25:271-288. 

41. Bruine de Bruin W, Parker AM, Fischhoff B. 
Individual differences in adult decision-making 
competence. Journal of Personality and Social 
Psychology. 2007;92(5):938-956. 

42. Schlesinger M, Kanouse D, Martino S, Rybowski R, 
Shaller D. Complexity, public reporting, and choice 
of doctors: a look inside the blackest box of 
consumer behavior. Medical Care Research & 
Review. 2014;71(5):38S-64S. 

43. Jabareen Y. Building a conceptual framework: 
Philosophy, definitions, and procedure. International 
Journal of Qualitative Methods. 2009;8(4):49-62. 

44. Sandelowski M, Docherty S, Emden C. Qualitative 
metasynthesis: Issues and techniques. Research in 
Nursing & Health. 1997;20:365-371. 

45. Finucane ML, Mertz CK, Slovic P, Scholze-Schmidt 
E. Task complexity and older adults' decision-
making competence. Psychology and Aging. 
2005;20(1):71-84. 

46. Shaller D, Kanouse DE, Schlesinger M. Context-
based strategies for engaging consumers with public 
reports about health care providers. Medical Care 
Research and Review. 2014;71(5):17S-37S. 

47. Frampton SB, Guastello S, Hoy L, Naylor M, 
Sheridan S, Johnston-Fleece M. Harnessing evidence 
and experience to change culture: A guiding 
framework for patient and family engaged care 
Washington DC: National Academy of 
Medicine;2017. 

48. Grob R, Schlesinger M, Barre LR, et al. What words 
convey: The potential for patient narratives to 
promote high quality, patient-centered medical care, 
under review. 

49. Peters E, Lipkus I, Diefenbach MA. The Functions 
of Affect in Health Communications and in the 
Construction of Health Preferences. Journal of 
Communication. 2006;56(s1):S140-S162. 

50. Dieckmann NF, Slovic P, Peters EM. The Use of 
Narrative Evidence and Explicit Likelihood by 
Decisionmakers Varying in Numeracy. Risk Analysis. 
2009;29(10):1473–1488. 

51. Carman KL, Dardess P, Maurer M, et al. Patient and 
family engagement: a framework for understanding 

the elements and developing interventions and 
policies. Health Affairs. 2013;32(2):223-231. 

52. Schlesinger M, Kanouse DE, Rybowski L, Martino 
SC, Shaller D. Consumer response to patient 
experience measures in complex information 
environments. Medical Care. 2012;50:S56-S64. 

53. Payne JW, Bettman JR, Schkade DA. Measuring 
Constructed Preferences: Towards a Building Code. 
Journal of Risk and Uncertainty. 1999;19:243-270. 

54. Slovic P. The construction of preference. American 
Psychologist. 1995;50(5):364-371. 

55. Finucane ML, Alhakami, Slovic P, Johnson M. The 
affect heuristic in judgments of risks and benefits. 
Journal of Behavioral Decision Making. 2000;13:1-
17. 

56. Epstein S. Integration of the cognitive and the 
psychodynamic unconscious. American Psychologist. 
1994;49:709-724. 

57. Haynes RB, Devereaux PJ, Guyatt GH. Physicians' 
and patients' choices in evidence based practice: 
Evidence does not make decisions, people do. 
British Medical Journal 2002;324:1350. 

58. Kahneman D. Thinking, Fast and Slow. Farrar, 
Straus and Giroux; 2011. 

59. Slovic P, Peters E, Finucane ML, MacGregor DG. 
Affect, risk, and decision making. Health 
Psychology. 2005;24(4, Suppl):S35-S40. 

60. Loewenstein GF, Weber EU, Hsee C, Welch ES. 
Risk as feelings. Psychological Bulletin. 
2001;127(2):267-286. 

61. Sloman SA. The empirical case for two systems of 
reasoning. Psychological Bulletin. 1996;119(1):3-22. 

62. Slovic P, Finucane ML, Peters E, MacGregor D. 
Risk as Analysis and Risk as Feelings: Some 
Thoughts about Affect, Reason, Risk, and 
Rationality. Risk Analysis. 2004;24(2):311-322. 

63. Zajonc RB. Feeling and thinking: Preferences need 
no inferences. American Psychologist. 1980;35(151-
175). 

64. Damasio A. Descartes' Error: Emotion, Reason, 
And the Human Brain. New York: Avon; 1994. 

65. Satterfield T, Slovic P, Gregory R. Narrative 
valuation in a policy judgment context. Ecological 
Economics. 2000;34:315-331. 

66. Satterfield T, Slovic S. What's Nature Worth? Salt 
Lake City, UT: University of Utah Press; 2004. 

67. Hsee CK, Zhang J. General evaluability theory. 
Perspectives on Psychological Science. 
2010;5(4):343-355. 

68. Finucane ML, Peters E, Slovic P. Judgment and 
decision making: The dance of affect and reason. In: 
Schneider SL, Shanteau J, eds. Emerging perspectives 
on judgment and decision research. New York: 
Cambridge University Press; 2003:327-364. 

69. Jha AK. The stars of hospital care: Useful or a 
distraction? Journal of American Medical 
Association. 2016;315(21):2265-2266. 



Conceptualizing How Narratives Impact Decisions, Finucane et al. 

26  Patient Experience Journal, Volume 5, Issue 1 – 2018 

70. Petty RE, Cacioppo JT. The effects of involvement 
on responses to argument and quality: Central and 
peripheral cues to persuasion. Journal of Personality 
and Social Psychology. 1984;46:69-81. 

71. Petty RE, Cacioppo JT. The elaboration likelihood 
model of persuasion. Advances in Experimental 
Social Psychology. 1986;19:123-205. 

72. Chaiken S. Heuristic versus systematic information 
processing and the use of source versus message 
cues in persuasion. Journal of Personality and Social 
Psychology. 1980;38:752-766. 

73. Chaiken S, Maheswaran D. Heuristic processing can 
bias systematic processing: Effects of source 
credibility, argument ambiguity, and task importance 
on attitude judgment. Journal of Personality and 
Social Psychology. 1994;66(3):460-473. 

74. Baesler JE, Burgoon JK. The temporal effects of 
story and statistical evidence on belief change. 
Communication Research. 1994;21:582-602. 

75. Brosius H. Research note: The influence of 
exemplars on recipient judgments. The part played 
by similarity between exemplar and recipient. 
European Journal of Communication. 1999;14(213-
224). 

76. Brosius H, Bathelt A. The utility of exemplars in 
persuasive communications. Communication 
Research. 1994;21:48-78. 

77. Hogarth R. Judgment and Choice: The Psychology 
of Decision. New York: Wiley; 1980. 

78. Cox D, Cox AD. Communicating the consequences 
of early detection: The role of evidence and framing. 
Journal of Marketing. 2001;65:91-103. 

79. Fagerlin A, Wang C, Ubel PA. Reducing the 
Influence of Anecdotal Reasoning on People’s 
Health Care Decisions: Is a Picture Worth a 
Thousand Statistics? Medical Decision Making. 
2005;25:398-405. 

80. Kopfman JE, Smith SW, Ah Yun JK, Hodges A. 
Affective and cognitive reactions to narrative versus 
statistical evidence organ donation messages. Journal 
of Applied Communication Research. 1998;26:279-
300. 

81. Small DA, Loewenstein G, Slovic P. Sympathy and 
callousness: The impact of deliberative thought on 
donations to identifiable and statistical victims. 
Organizational Behavior and Human Decision 
Processes. 2007;102(2):143-153. 

82. McQueen A, Kreuter MW, Kalesan B, Alcaraz KI. 
Understanding narrative effects: The impact of 
breast cancer survivor stories on message processing, 
attitudes, and beliefs among African American 
women. Health Psychology. 2011;30(6):674–682. 

83. Frijda NH. The Emotions. New York: Cambridge 
University Press; 1986. 

84. Diefenbach MA, Miller SM, Daly M. Specific worry 
about breast cancer predicts mammography use in 

women at risk for breast and ovarian cancer. Health 
Psychology. 1999;18:532-536. 

85. Leventhal H. Findings and theory in the study of 
fear communications. In: Berkowitz L, ed. Advances 
in Experimental Social Psychology. New York: 
Academic Press; 1970:119-186. 

86. Sutton SR. Fear-arousing communications: A critical 
examination of theory and research. In: Eiser J, ed. 
Social Psychology and Behavioral Medicine. London: 
Wiley; 1982:303-337. 

87. Anderson C. The psychology of doing nothing: 
forms of decision avoidance result from reason and 
emotion. Psychology Bulletin. 2003;129:139-166. 

88. Lerman C, Daly M, Sands C, et al. Mammography 
adherence and psychological distress among women 
at risk for breast cancer. Journal of the National 
Cancer Institute. 1993;85:1074-1080. 

89. Klein WP, Cerully JL. Health-related risk perception 
and decision-making: Lessons from the study of 
motives in social psychology. Social and Personality 
Psychology Compass. 2007;1(1):334-358. 

90. Shaffer VA, Tomek S, Hulsey L. The Effect of 
Narrative Information in a Publicly Available Patient 
Decision Aid for Early-Stage Breast Cancer. Health 
communication. 2014;29(1):64-73. 

91. Volk RJ, Llewellyn-Thomas H, Stacey D, Elwyn G. 
Ten Years of the International Patient Decision Aid 
Standards Collaboration: Evolution of the Core 
Dimensions for Assessing the Quality of Patient 
Decision Aids. BMC medical informatics and 
decision making. 2013;13(Suppl 2):S1. 

92. Green MC. Narratives and cancer communication. 
Journal of Communication. 2006;56:S163-S183. 

93. Kreuter MW, Green MC, Cappella JN, et al. 
Narrative communication in cancer prevention and 
control: A framework to guide research and 
application. Annals of Behavioral Medicine. 
2007;33(3):221-235. 

94. Kanouse DC, Schlesinger M, Shaller D., Martino SC, 
Rybowski L. How patient comments affect 
consumers’ use of physician performance measures. 
Medical Care. in press. 

95. Huppertz JW, Carlson JP. Consumers' Use of 
HCAHPS Ratings and Word-of-Mouth in Hospital 
Choice. Health Services Research. 
2010;45(6p1):1602–1613. 

96. Dalhlstrom MF, Ho SS. Ethical considerations of 
using narrative to communicate science. Science 
Communication. 2012;34:592-617. 

97. Bruner J. The narrative construction of reality. 
Critical Inquiry. 1991;18(1):1-21. 

98. Grob R, Schlesinger M, Parker A, et al. Breaking 
narrative ground: Innovative methods for rigorously 
eliciting and assessing patient narratives. Health 
Services Research. 2015; under review

 


	Patient Experience Journal
	2018

	A framework for conceptualizing how narratives from health-care consumers might improve or impede the use of information about provider quality
	Melissa L. Finucane
	Steven C. Martino
	Andrew M. Parker
	Mark Schlesinger
	Rachel Grob
	See next page for additional authors
	Recommended Citation

	A framework for conceptualizing how narratives from health-care consumers might improve or impede the use of information about provider quality
	Cover Page Footnote
	Authors


	tmp.1524631450.pdf.Kf4hZ

