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Objective. To examine the development, feasibility, and use of a vignette approach as
an important tool in health services disparities research.
Data Source. Interviews with vignette developers and qualitative data from a novel
mental health services disparities study that used vignettes in two samples: (1) predomi-
nantly low-income parents of children attending mental health specialty care who were
Latino or non-Latino White and (2) Latino and non-Latino mental health clinicians
who treat children in their practice.
Study Design. We conduct a content analysis of qualitative data from patients and
providers in the Ethnic Differences Study to explore the feasibility of vignette method-
ology in health services disparities research, and we identify lessons learned that may
guide future vignette development.
Principal Findings. Vignettes provide a valuable approach that is acceptable to par-
ticipants, elicits important insight on participant experience and services, and sheds
light on factors that can help optimize study design for exploring health disparities
questions.
Conclusions. Researchers, clinicians, and others should consider a set of factors that
help determine when a vignette approach is warranted in research, training, or for
other uses, including how best to address identified weaknesses.
Key Words. Vignettes, disparities, mental health services

BACKGROUND

A major undertaking in the field of disparities research is identification of
appropriate methodologies and analysis techniques that enable researchers
to examine health service disparities. Vignettes have emerged as a viable
method (Shulman et al. 1999; Martinez and Guarnaccia 2007), given that they
can systematically adjust for individual factors—such as race, ethnicity, and
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gender—while holding all other factors constant. A “vignette” is a story that
provides concrete examples of people and their behaviors in certain situa-
tions, upon which research participants can formulate opinions and comment
on what they or a third person would do or how they would react in a certain
situation (Hazel 1995; Hughes 1998; Barter and Renold 1999, 2000; Schoen-
berg and Ravdal 2000). Vignette patients are fictional individuals, exempt
from human subject requirements, who can be analyzed as a counterfactual
population. Vignettes have been developed across many mediums, including
written stories that are administered in person or delivered by mail, videos,
music, and photography (Finch 1987; Cohen and Strayer 1996; Valenti and
Costall 1997; Hughes 1998). They have been used to analyze perceptions,
beliefs, and attitudes of respondents toward health care concerns such as
depression and violence (Barter and Renold 2000; Cabassa 2007) or clinician
decision making with patients of different ethnicities (Shulman et al. 1999;
Schoenberg and Ravdal 2000; Green et al. 2007).

In health services research, vignettes have been used to look at various
health topics among multicultural consumers (Cabassa et al. 2007; Martinez
and Guarnaccia 2007) and to examine decision making or reactions to a hypo-
thetical patient among clinicians (Shulman et al. 1999; Green et al. 2007). As
vignettes are fictional, they are often considered a non-threatening, imper-
sonal approach to uncover overt or explicit opinions (Hazel 1995; Hughes
1998; Barter and Renold 1999, 2000; Schoenberg and Ravdal 2000). Cabassa
(2007) created vignettes depicting an individual meeting DSM-IV criteria for
major depression to elicit Latino immigrants’ perceptions of depression and
attitudes toward treatment. Similarly, Martinez and Guarnaccia (2007)
designed vignettes to explore Latinos’ recognition of depression and treat-
ment suggestions. Using videotaped vignettes of eight standardized patients
who varied by age, race, and gender, Shulman et al. (1999) examined differ-
ences in physicians’ clinical decision making, finding that patient race and gen-
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der may influence clinician recommendation, despite identical patient clinical
characteristics. Green et al. (2007) reported on the use of vignettes adminis-
tered through an Internet-based tool and using implicit association tests (IATs)
(Project Implicit, Harvard; http://www.implicit.harvard.edu), finding that
while most physicians did not admit to explicit racial preference, many
showed implicit preference for White patients that predicted differences in
their treatment recommendations. Wakefield et al. (2006) looked at vignettes
administered to social work graduate students, laypeople, and clinicians to
assess judgments of a White or Mexican youth with antisocial behaviors. By
adjusting text to explain behavior as either an environmental reaction or an
internal dysfunction, the team found ethnicity/race differences in the impact
of context on judgments of whether or not the youth had the disorder (Wake-
field et al. 2006). Given the opportunities vignettes create for exploration of
complex health issues, studies have summarized both methods for their con-
struction among particular groups (Schoenberg and Ravdal 2000) and sug-
gested factors for consideration in drafting them, including keeping them
“realistic,” ensuring they parallel the study’s research hypothesis, and includ-
ing a sufficient number of stories to fully examine the issue at hand (Barter and
Renold 1999; Wason, Polonsky, and Hyman 2002; Seguin and Ambrosio
2002).

Our study moves this literature forward by outlining a step-by-step
approach to creating vignettes in a health disparities study that explores both
clinical and consumer assessment of child need for mental health care. We
assess feasibility and acceptability of vignette use by studying reactions of
vignette respondents themselves, who share their thoughts and feelings about
the study. Ultimately, we hope to facilitate construction and use of vignettes to
explore complex disparities questions, aimed at improving the quality of
health services and care for ethnic minority populations.

STUDYDESIGN

The current study uses three different data sources to accomplish its main
objectives. First, we draw on interviews and conversations with study staff
from the Ethnic Differences in Perceived Impairment and Need for Care study (Cha-
vez et al. 2010) to describe the process of vignette development. Second, we
utilize qualitative data gathered from parents interviewed as part of the Ethnic
Differences Study to explore the feasibility and acceptability of the vignette
approach. Parent participants were asked, “What were you thinking after read-
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ing and rating this vignette” after each story. Third, we analyze qualitative data
gathered from providers as part of the Ethnic Differences Study. Both parents
and providers were asked for observations or comments on the study itself at
its conclusion.

For the study staff data, the first author developed an interview guide,
which included questions on the vignette development process, vignette
construction to enable a disparities focus, vignette use in qualitative research,
and vignette challenges and benefits in the study of service disparities. The first
author conducted in-depth qualitative interviews with two clinical psycholo-
gists, one of whom drafted the study vignettes and one of whom participated
in reliability and calibration with clinicians. She additionally incorporated
conversations with the study PI and another senior investigator, both co-
authors on this manuscript, as well as descriptions from study coordinators,
interviewers, researchers, and investigators, and synthesized this data into a
set of steps for vignette creation.

For Ethnic Differences study data, we selected a subset of 101 parent and
45 clinician respondents, described more fully in Tables 1 and 2, who pro-
vided qualitative responses as part of the full Ethnic Differences sample. The
original study consisted of 185 parents and 189 providers (see Chavez et al.
2010 for more details on the full sample). The qualitative subsample of Latino
and non-Latino parents and providers is similar to the full subsamples in the
original study. Consistent with the distribution of characteristics in the full
sample, the U.S. Latino qualitative parent sample was less educated, younger,
and with lower economic resources than the non-LatinoWhites. Similar to the
full study sample, there were also a greater number of non-Latino psychiatrists
and social workers participating in the qualitative study.

Parents, either Latino or non-Latino White who had a child aged 9–17
currently in treatment (e.g., inclusion criteria), were recruited from outpa-
tient child and adolescent mental health clinics where they had brought
their own child for treatment. They were interviewed one on one by trained
research staff in a tape-recorded structured interview. Research staff in Bos-
ton included bilingual research assistants and coordinators, half of whom
were Latino and half non-Latino, who were trained and supervised by the
project PI to ensure standardized interviewing techniques. They also took
part in training on qualitative interview techniques, including asking open-
ended questions and probing for detail, with an expert in medical ethnogra-
phy as part of another Advanced Disparities Center subproject, the Patient
Provider Encounter Study (Alegría et al. 2008). Inclusion criteria for pro-
viders were being a Latino or non-Latino mental health clinician and cur-
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rently seeing children at least weekly in their practice. Providers were
recruited via surveys mailed to professional mental health or service organi-
zations, recruitment at national professional meetings, and referrals by other
colleagues who participated in the study. In each case, providers responded
individually with their written answers in the survey.

To best explore service disparities that might affect help-seeking, the
research team chose to focus on the subset of parents obtained in Boston, MA,
and provider interviews obtained in the mainland United States, as this sub-
group included Latino participants of minority status. The Ethnic Differences
study was approved by the IRB at the Cambridge Health Alliance and Uni-
versity of Puerto Rico study sites, as well as individual clinics at other institu-
tions that participated.

Vignette Development: Interviews with Ethnic Differences Study Staff

Interviews and conversations with the Ethnic Difference Study staff highlight
that vignette creation is a multistep process that benefits from a multidisciplin-

Table 1: Demographic Characteristics of Parent Participants U.S. Qualita-
tive Sample

Parent Characteristics

US

Latino Non-Latino

N = 57 N = 44

N % N %

Gender
Male 4 7 7 16
Female 53 93 37 84

Education
� High school 14 25 1 2
More than high school 43 75 43 98

Economic status
Live very well/comfortably 14 25 29 67
Live from check to check 26 46 12 28
Almost poor/poor 16 29 2 5

Age
26–35 years old 14 25 3 7
36–45 years old 32 56 17 39
46–55 years old 8 14 20 45
56+ years old 3 5 4 9

Note: Percentages are out of those who responded.
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ary team’s input to refine content and format. The study team included Latino
and non-Latino child psychologists, psychiatrists, statisticians, psychometri-
cians, anthropologists, and research project managers, who worked through a
series of steps to ensure that key themes, content, and format were vetted and
appropriate for participants.

Step 1: Identification and Prioritization of Content and Format by Expert Panel of
Child Providers. The Ethnic Differences research team identified use of clini-
cal vignettes as a helpful and practical method to address its research ques-

Table 2: Demographic Characteristics of Provider Participants in a U.S.
Qualitative Sample

US = 45

Latino Non-Latino

N = 13 N = 32

N % N %

Gender
Male 4 31 8 26
Female 9 69 23 74

Occupation
Child/adolescent psychologist 5 38 8 25
Child/adolescent psychiatrist 1 8 8 25
Social worker 3 23 14 44
Other 4 31 2 6

Number of children provider serves (per week)
<10 children/adolescents 4 33 17 53
Between 10 and 50 children/adolescents 7 58 13 41
Between 51 and 100 1 8 2 6
More than 100 children/adolescents 0 0 0 0
Average years providing mental health services for children
and adolescents

20 17

Service Latinos in practice 12 100 26 81
Received cultural competency training 11 85 25 83
Age
26–35 years old 3 25 6 20
36–45 years old 3 25 6 20
46–55 years old 4 33 9 30
56+ years old 2 17 9 30

Note: Percentages are out of those who responded.
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tions. The team reviewed the literature seeking information for why Latino
children living in the United States have the highest rates of unmet need for
mental health services compared with White children (Chavez et al. 2010). A
hypothesis was that there could be less problem recognition of mental health
problems in providers and parents of Latino children. Study developers
hoped to explore parental and provider attitudes that might differentially
impact help-seeking in Latino children compared with White children
(Chavez et al. 2010). Vignettes would enable manipulation of the perceived
ethnicity of counterfactual children—Latino or non-Latino White—who
presented with mental health disorders in identical ways to see if providers
and parents would differentially identify the disorders, recognize a problem,
and seek care.

The process of developing vignette stories for the study began in Octo-
ber 2005, and lasted through January 2006. As background material, the
group carefully explored existing vignettes developed by Pescosolido and Jen-
sen (Pescosolido et al. 2008) and qualitative content categories from two pre-
vious studies, the San Diego Patterns of Care (POC) and the Service Use Need
and Outcomes in Puerto Rican Children. The purpose of this review was to
see if (1) preexisting or only slightly modified vignettes could be used in the
study; (2) to identify typical mental health problems in this population; and (3)
to review the types of questions following each vignette to which parents
would respond. The research team decided to use a written vignette approach
—created and calibrated by the group—as it provided the ability to incorpo-
rate clues about severity, while ensuring participants’ ability to envision the
vignette characters for themselves.

Step 2: Draft of Vignettes by a Clinical Psychologist Team. A team of four child cli-
nicians took part in the process of authoring the vignettes. A clinical psycholo-
gist drafted the first round of vignettes, describing this work as “more an art
than a science.” A few criteria were critical: because clinicians as well as par-
ents would rate the vignettes, the developers noted that it was important to bal-
ance clinical considerations with believability for a parent. The stories needed
to fulfill Diagnostic Statistical Manual (DSM) criteria for the disorders, while
also matching the lived experience of visualizing what children “really look
like” and not being so transparent that they would be obvious about the diag-
nosis. Developers describe the deliberate use of vignettes to create a distance
—a standpoint from which the respondent can both think about the vignette,
as well as place him/her self within it, facilitating not only an intellectual but
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also an affective experience for the reader. An important element was inclu-
sion of not only pathological but also positive attributes about the vignette
child, in an order that was kept constant and standardized across the stories to
avoid potential order effects and confounding variables.

With these areas in mind, a core set of eight vignettes were written, to
represent one of two externalizing disorders (attention deficit hyperactivity
disorder or oppositional defiant disorder) and two internalizing disorders
(depression and social phobia). For each disorder, vignettes were made to vary
across severity levels, gender, and ethnic background (achieved by varying
the vignette child’s name to Ann/Anna, Mary/Maria, Michael/Miguel, and
John/Juan). In addition, two calibration vignettes were created, displaying a
child who exhibited no psychological problems (Angela), and another with an
extreme level of internalizing and externalizing disorder severity (David).

Step 3: Reliability Test and Calibration Process by Eight Providers in Boston, Eight
Providers in Puerto Rico. To ensure reliability across participants, vignettes
were tested with a panel of 16 expert clinicians who rated impairment of the
vignettes using the Children’s Global Assessment Scale (C-GAS). Eight pro-
viders met in Boston and eight in Puerto Rico to rate and jointly discuss each
vignette. Scores were tallied, and an average C-GAS score was calculated. If
the score did not fall within the range it was developed to represent, the vign-
ette was modified and recalibrated until there was general agreement on the
severity of the child that the vignette represented. This back-and-forth process
was used to standardize the vignettes, despite initial variation in calibration
among clinicians themselves.

Step 4: Adaptation and Translation by a Bilingual Team of Professionals. A bilingual
team translated and adapted the stories into Spanish using translation proto-
cols similar to the ones used for diagnostic instrument translation (Camino
and Bravo 1994; Matias-Carrelo et al. 2003). Vignettes were back translated
to assure original meaning and were reviewed by a group of mental health
researchers to ensure conceptual equivalency.

Step 5: Question and Randomization Scheme Development by a Psychometrician. To
assess parental and clinician assessment, the research team drafted a series
of questions with Likert scale response categories, such as asking how
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serious was the child’s problem, how likely was the problem to improve,
and whether the child needs mental health services and/or medication.
Additional questions were included for parents, such as how annoyed they
think their child’s teacher would be with this behavior. The team consulted
with a psychometrician to help develop the complex randomization scheme
needed to assemble and administer parent and provider vignettes, with ran-
domized number tables used to guide the assembly of interview packets.
Each participant rated the two calibrating vignettes and four experimental
vignettes, assembled through an incomplete block design that balanced
vignette content with the manipulated factors. The vignettes were then
administered in a randomized order for each participant. A formal qualita-
tive component was added after the quantitative session was piloted, given
that many participants provided input and shared personal stories after read-
ing and rating the vignettes.

Feasibility and Acceptability for Patients and Providers—Qualitative Data

Analytic Strategy. For the current study, we conducted a content analysis (Ryan
and Bernard 2003) of patient and provider responses to the qualitative ques-
tions following each vignette survey and at the conclusion of the interview.
The goal was to identify themes related to participant reaction to the stories to
facilitate an understanding of how effective the stories were in meeting the
developers’ goals. For patients and providers, we look at feasibility—whether
participants were able to complete the survey, and acceptability—overall satis-
faction and whether the stories appeared useful and relevant to their needs
and concerns.

The first phase involved analyzing the audiotapes and interviewer
handwritten notes regarding parent and provider reaction to the vignettes.
As a second step, two authors transcribed this material and a native-Spanish-
speaking research assistant verified accuracy in Spanish. The two authors
individually reviewed the transcribed qualitative data and coded into buckets
of occurring themes. From this analysis, the authors developed a set of 10–12
themes that emerged across cases and identified areas of difference between
Latino and non-Latino participants. The two authors came together with a
third author to discuss the themes developed and to reach consensus in areas
where interpretation of parent or provider comments may have differed. To
address differences, the first and second author listened together to the audio
recordings of the qualitative material and discussed and came to a conclusion
about meaning. Authors discussed together these key themes and decided
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upon major categories of information among parents and providers. The
study PI and a senior investigator provided guidance and insight throughout
this process.

RESULTS

Parents

Response to Vignette Format: Feasibility and Acceptability. Qualitative findings for
parents show feasibility of the vignette process. Almost all participants who
consented to take part in the study were able to successfully complete the
study and its questions, with the exception of one case in which a participant
ran out of time and had to leave before administration was complete. Different
strategies supported participant completion, such as having vignette stories
and questions read aloud to participants rather than responding to the experi-
mental stories silently on paper. Some parents were also pleased that the ques-
tionnaire was administered in a clinic waiting room while their child was in
care.

Findings from the parent sample displayed acceptability of the vign-
ettes by both Latino and non-Latino White parents, albeit with distinct areas
of concern. The majority of Latino and non-Latino parents displayed a posi-
tive response to the stories and subject matter, noting that the study was as
follows: “Very interesting; I like how it can help children” (C12),1 or commenting,
“I loved the study, because it’s basically stuff that my children have gone through so I
know” (C11). A key response was that parents could identify on an emo-
tional level with the children described in the stories. Parents expressed
“hope” or “worry” about the child described: “I felt bad for David and his fam-
ily and his friend” (A97). Parents could “recognize” the child described,
reporting that he or she reminded them of their own child or of others they
knew—a neighbor’s child, or perhaps a student. One parent expressed that
“It was very interesting…different scenarios…just the fact that I could bring them
back to my own personal situation” (A77). The process of identifying with the
stories was conscious for some parents, who commented, “My own experi-
ences, experiences with my child, probably make me see all these issues through a cer-
tain prism” (A63).

Parent Confidence in Their Response. While parents had generally positive feed-
back, they differed in terms of level of understanding of the vignettes and
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certainty related to the research questions being posed. Some parents
expressed confidence in responding to the questionnaire, indicating “I think
they’re [the stories] all pretty clear cut what’s wrong with them [the children] ”
(B69). Other parents expressed less confidence in the methodology noting:
“I am not sure how [the study and answering these questions] helps you…I’m not sure
if this is for improving care” (A49). Some respondents identified challenges to
confidently answer the study questions, partly related to lack of full informa-
tion. One noted, “The stories—if they were a little bit more defined and detailed I
think it would help” (B93). Related to this challenge was that parents ques-
tioned whether they had responded “correctly” to the questions. One asked,
“I’m not a mental health professional so why do you want my opinion on these
stories?” (A75).

Reflection on Related Themes. Vignette stories also elicited reflection and com-
mentary from parents on subject matter and themes of importance to them.
Open-ended questions at the conclusion of the study seemed to effectively eli-
cit parental feelings and responses about child mental health status and need
for help-seeking. One noted, “I think it’s very important, mental health—and espe-
cially today, and for Hispanics who are dealing with difficult situations” (C42). One
parent indicated the need to address mental health issues openly. “I still think
there’s a tremendous stigma on mental health, it’s huge, um and that’s the sad part…I
still think there is a tremendous amount of denial” (A25). Other parents provided
opinions on the decision-making process of what constitutes need that
requires bringing a child to care, and multiple parents reflected on whether
they agreed or not with the use of medication.

Cultural Considerations. Parents also identified cultural considerations related
to the Latino child in the stories such as recent migration, and whether this
destabilization should be considered in assigning psychopathology. In
response to the vignette about the normal child, one Latino Spanish-speaking
parent noted: “the majority of people who…come from one country to another, leaving
behind a life, have many changes, many psychological problems, mental problems…”

(C13). When reading one of the experimental vignettes, a parent inquired,
“I’m assuming that Maria—she doesn’t speak English very well?” (A101). Later, this
parent commented, “one of the doubts that I had was whether this child had just come
from her country and she was new to the system and if she didn’t have the language skills
at school maybe that’s why she was the way she was” (A101). Another Latino parent
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mentioned, “I think it would be really interesting to look at immigrants versus first
generation and their attitudes towards stuff like this” (C27).

Providers

Response to Vignette Format: Feasibility and Acceptability. Providers successfully
filled out the survey; however, the mail-based format represented a challenge.
Mail recruitment, originally designed to take place in Boston or Puerto Rico,
was expanded nationwide to ensure that sufficient numbers of surveys were
received. Providers completed the survey, albeit noting places where respond-
ing was a challenge, and only 37 percent filled out the handwritten qualitative
portion at the end of the survey. One provider requested that the survey might
be shortened, and another hoped that it might be administered in person.

Several clinicians noted that they were pleased with the study and
approach. The study team received several requests that findings be shared
with them at the completion of the study (BP11, BP13, BP25), and one pro-
vider wanted to learn more about the study design to do similar work on the
subject (BP84).

Cultural Considerations. Latino clinicians in particular were pleased that the
study addressed cultural issues, noting that it is very important “to discuss cul-
tural issues, which are hardly ever spoken about in families. Children suffer due to the
fact that their parents have expectations/social values based on their personal experiences
back home and their children’s are different based on U.S. culture” (BP17). Another
Latino clinician indicated, “I find your endeavor to be brilliant because many psychia-
trists have preconceived notions on what is expected from various ethnic groups”
(BP101).

Concern with Limited Information. Providers, more so than parents, expressed
concern with the limited information available in the vignettes, in that they
were lacking the full clinical picture to confidently respond. Several noted that
“it was difficult to answer how much the child’s problem will improve, without knowing
more information” (BP86; also BP29, BP31, BP35, BP40), for example, about
family supports, community resources, and whether the child’s basic needs
are met. Others were unsure how to respond to a question about whether the
child’s problem will improve: “Sometimes I imagined the question to be with treat-
ment and other times without treatment” (BP109; also BP24, BP25, BP23). One
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provider emphasized that it was “unethical” to respond to a question about medication,
without more in-depth information about the case. Another suggested, “I think most peo-
ple can benefit from mental health services at various life stages, so I don’t think you have
to be deeply troubled to benefit” (BP78). One provider criticized the study as being too
transparent, so as to bias the responses.

DISCUSSION

Data collected with study staff displayed several lessons learned for the con-
struction of vignettes that can be used for disparities analysis. Interviews with
the Ethnic Differences research team indicate the importance of ensuring that
the research question at hand can be best addressed by a vignette approach.
Vignettes themselves should be crafted to facilitate participant identification
with the story, and reflection on it, and clinical criteria should be balanced by
development of “realistic” characters. Vignette stories would benefit from the
ability to vary elements of race, ethnicity, and gender in a standardized way.
Existing studies using vignettes in a certain content area could be studied to
determine whether they could be easily adapted and used in other studies.
Nonetheless, it is important to ensure that research procedures are standard-
ized and quality control is a priority. Story calibration is essential to ensure that
vignettes are read as intended, and thus vignette drafting is an iterative process.
Randomization processes are often complex and must be adequately con-
structed to ensure effective analysis. The short and succinct nature of the writ-
ten vignette suggests that authors pay close attention to wording and a pilot test
or focus groupwith potential respondents be used to assess correct wording.

Findings from this study also confirm previous work, which suggests that
vignettes are a feasible and appropriate methodology for disparities research.
The positive reaction by both Latino and non-Latino parents to stories suggests
that vignettes are both acceptable and believable for exploring attitudes on
health care services and need. Given that parents and providers brought up the
issue of incomplete information, it might be useful in future vignette studies to
include a brief introduction that explains that respondents shouldn’t feel
uncomfortable answering even with incomplete information. For providers in
particular, itwould behelpful to consider how little of the full clinical picture cli-
nicians ever have when initially evaluating and diagnosing a patient. Acompan-
ion study to this project, the Patient Provider Encounter Study (Alegría et al.
2008), looked at initial evaluations between mental health providers and adult
patients, and found that clinicians oftenmake diagnostic judgments despite sig-

Lessons from the Use of Vignettes 1357



nificant missing information about whether their patient fulfills clinical criteria
for certain psychiatric disorders. Although this paper does not closely address
the quantitative results described inChavez et al. (2010), we note that the quan-
titative study successfully displayed significant differences between parent and
provider participants, both Latino and non-Latino, that were found as a result
of themanipulationof informationdisplayed in the vignettes.

Finally, the nature of respondent commentary and reflection suggest
other areas of vignette use beyond research studies, whichmight target training
parents, teachers, or others to identify certain elements of a child’s mental
health condition or impairment through vignette studies. The request bymany
parents for support in distinguishing between mental health impairments and
the normal changes of adolescence suggests that vignettes might themselves be
used to help parents identify these distinctions. One parent noted, “They should
have more stories like this for kids, growing up with certain problems” (A46). This is
congruent with existing work using narratives in health promotion research to
improve knowledge, change attitudes, and motivate health behavior change.
Kreuter et al. (2007) highlight the four distinctive capabilities of narratives in
overcoming resistance, facilitating information processing, providing surro-
gate social connections, and addressing emotional and existential issues. As
Larkey andHecht (2010) describe, narratives have the ability to promote health
behavior change by effectively reaching the “minds and hearts.” “Education
entertainment” tools used among Latinos can help engage and create a per-
sonal connection to characters that helps them overcome individual-level chal-
lenges linked to disparities in access to and quality of care (Cabassa et al. 2010).
InWilkin et al.’s (2007) studywith a breast cancer telenovela story line, respon-
dents who reported identifying with the characters were more likely to have
called a clinic, hotline, or health care setting after hearing about the program
andweremore likely to indicate that they told others about the topic they read.

One limitation of the present study is that our sample of parent data is
drawn from those whose children are already in mental health care, and pro-
viders who are familiar with this group. Vignette literature also points to the
fact that there may be a significant gap between what people say they are going
to do in response to a story and how they react in reality (Hughes 1998; Barter
and Renold 1999, 2000). However, vignette methodology does enable valu-
able insight into perceived experience and choices in otherwise difficult-to-
explore counterfactual situations, and literature suggests that assessments
made on the basis of vignette case descriptions correlate highly with those
made after examination of patients with equivalent symptoms seen in person
(Kirwan et al. 1983a,b).
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The finding, in this study and others, that stories result in parents’ shar-
ing of information about their own experiences, suggests that vignettes could
also be used to help generate conversation on sensitive topics between a par-
ent or adult patient and his or her provider, or to provide important informa-
tion to help distinguish mental health disorders. This could occur not only in
mental health waiting rooms but also in primary care practices, and perhaps
schools or educational settings where parents are receiving services for their
children. Parents’ comments related to including the triangulation of parents,
children, and teachers suggest an area for future intervention research. Vign-
ette-based studies thus provide an opportunity to use research methodology
to explore the opinions, needs, and hopes of the individuals who experience
disparities in health care services and to conduct analyses that can produce
valuable data for understanding health disparities realities. Health services
researchers creating vignette-based studies are encouraged to adopt a vignette
development process that is methodologically rigorous, attuned to the partici-
pant group, and structured to best addresses the research questions, to effec-
tively inform and improve care in the diverse contexts in which health
services disparities exist.

ACKNOWLEDGMENTS

Joint Acknowledgment/Disclosure Statement: This study was supported by NIH
Research Grant 1P50 MH 073469 funded by the National Institute of Mental
Health and P60 MD 002261 (NIMHD) funded by the National Institute on
Minority Health and Health Disparities. The authors thank Norah Mulvaney-
Day, Marcela Horvitz-Lennon, Benjamin Cook, John Ayanian, LeRoi Hicks,
and Emily Zobel Kontos for their valuable feedback on previous drafts; Yami-
nette Diaz, for her contributions to study setup and implementation in Boston
site; Sabrina Gonzalez for conducting parent interviews; and Rachel Shapiro
for her input on recruitment.

Disclosures:None.
Disclaimers:None.

NOTE

1. ID numbers are not patient record numbers; they are solely for research classifica-
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SUPPORTING INFORMATION

Additional supporting information may be found in the online version of this
article:

Appendix SA1: AuthorMatrix.

Please note: Wiley-Blackwell is not responsible for the content or func-
tionality of any supporting materials supplied by the authors. Any queries
(other than missing material) should be directed to the corresponding author
for the article.
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