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Abstract
Background How can we use stories from other people 
to promote better health experiences, improve judgments 
about health, and increase the quality of medical deci-
sions without introducing bias, systematically persuad-
ing the listeners to change their attitudes, or altering 
behaviors in nonoptimal ways? More practically, should 
narratives be used in health education, promotion, or be-
havior change interventions?
Method In this article, we address these questions by con-
ducting a narrative review of a diverse body of literature 
on narratives from several disciplines to gain a better 
understanding about what narratives do, including their 
role in communication, engagement, recall, persuasion, 
and health behavior change. We also review broad the-
ories about information processing and persuasion from 
psychology and more specific models about narrative 
messaging found in the health communication and mar-
keting literatures to provide insight into the processes by 
which narratives have their effect on health behavior.

Results To address major gaps in our theoretical under-
standing about how narratives work and what effects they 
will have on health behavior, we propose the Narrative 
Immersion Model, whose goal is to identify the parame-
ters that predict the specific impact of a particular nar-
rative (e.g. persuade, inform, comfort, etc.) based on the 
type of narrative message (e.g. process, experience, or 
outcome narrative). Further, the Narrative Immersion 
Model describes the magnitude of the effect as increasing 
through successive layers of engagement with the narra-
tive: interest, identification, and immersion. Finally, the 
Narrative Immersion Model identifies characteristics of 
the narrative intervention that encourage greater immer-
sion within a given narrative.
Conclusions We believe there are important communica-
tion gaps in areas areas of behavioral medicine that could 
be addressed with narratives; however, more work is 
needed in order to employ narrative messaging systemat-
ically. The Narrative Immersion Model advances our the-
oretical understanding about narrative processing and its 
subsequent effects on knowledge, attitudes, and behavior.

Keywords  Narratives • Personal stories • Testimonials • 
Exemplars • Case studies • Health behavior

Introduction

Researchers and scholars alike have often written about 
the extent to which humans rely upon narratives for pro-
cessing complex information, for entertaining and empow-
ering people, and for communicating with individuals and 
the public more generally [1–3]. Volumes of research have 
been devoted to understanding what constitutes the core 
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elements of a narrative, how narratives affect human be-
havior, and why narratives evoke different responses than 
other methods of sharing information [4–6]. Yet we are a 
long way from a science of narrative intervention that can 
be reliably used to affect health promotion and behavior 
change. One major reason for this is that research on nar-
ratives necessitates an interdisciplinary endeavor, yet the 
work to date remains largely isolated within disciplinary 
silos. For example research on narratives in health psych-
ology has been largely removed from research in market-
ing and health communication, although these fields share 
similar research questions and experimental methods. 
Therefore, the purposes of this article are to review rele-
vant research on narratives focused on issues related to be-
havioral medicine and to present a comprehensive model 
of how narratives influence health behavior. With this, we 
hope to advance the science of narrative intervention and 
to provide a framework for a more effective use of narra-
tives in behavioral health.

Defining Narratives

Narratives have been used by many disciplines for many 
reasons. Each discipline often has a different term, but 
these concepts represent similar, if  not identical, con-
structs. For example, journalism has used the term exem-
plars, defined as individual cases that describe a particular 
experience, which are used to illustrate abstract concepts 
and give life to stories [7]. Marketing has used testimoni-
als, or a public declaration about someone or something, 
as a persuasive tool, typically to encourage consumers 
to buy a particular product. In psychology, case studies 
or case histories have been used to make information 
more vivid (e.g. [8, 9]). Sociologists often refer to per-
sonal stories as a vehicle for transmitting cultural norms. 
In medicine, narratives, or “illustrative examples of oth-
ers’ experiences,” have been used to provide information, 
convey empathy, and change behavior [10, 11].

In addition to the use of separate terms, many defini-
tions of the core component of a narrative have been artic-
ulated (e.g. [12]). These definitions vary from specifying 
complex components of a story structure to something as 
vague as a personal story. For example, Miller-Day and 
Hecht [13] define a narrative as “talk organized around 
significant or consequential experiences, with characters 
undertaking some action within a context, with implicit 
or explicit beginning and end points, and significance for 
the narrator or his or her audience” (pp. 2). Alternatively, 
Shaffer and Zikmund-Fisher [11] describe narratives as 
illustrative stories about personal experiences. Others have 
specified that narratives are stories that are characterized 
by (a) a description of a series of events about a unified 
subject [14], (b) an emotional cadence [15], (c) causal rela-
tionships between actors and events [16], (d) chronological 

or temporal ordering of events [14, 17], (e) and demarca-
tion signs (e.g. beginnings, middles, and ends) [17].

Beyond differences in terminology, different disci-
plines have examined different aspects of narratives 
resulting in several incomplete bodies of work with no 
single discipline providing a comprehensive model about 
the effects of narratives and how they work. This dis-
ciplinary piecemeal approach to the study of narratives 
has reduced the ability of behavioral scientists to employ 
narrative messaging effectively in health education, pro-
motion, and behavior change interventions. A complete 
understanding about what narratives can do and how 
they work is essential to the development of a science 
of narrative health interventions. In the first section of 
this article, we will review the literature in these areas, 
providing relevant examples from several disciplines. 
This review will not be exhaustive, but rather will pro-
vide illustrative examples of themes in the literature. In 
the second section of the article, we will review the theo-
retical literature that describes how narratives work and 
introduce a new model, the Narrative Immersion Model, 
which provides a more comprehensive understanding 
about how narratives affect health behavior.

What do Narratives do?

Narratives Communicate Information

One of the primary functions of narrative communica-
tion is to convey information. For example, narratives 
have been used in entertainment education to inform 
women with lower levels of literacy about their treatment 
choices for early stage breast cancer [18], and narratives 
about life with dementia have also been used to help with 
advanced care planning in older adults [19]. Narrative 
messaging is particularly effective for this purpose 
because narratives are more engaging than didactic pres-
entations of information [20–22]. For instance, Cox and 
Cox [23] measured engagement by the endorsement of 
items such as “I got involved in what the ad had to say”; 
the authors reported greater engagement with a narra-
tive message than with a statistical message encouraging 
the use of mammography to screen for breast cancer. 
Volk and colleagues [22] also reported that participants 
were very engaged with the testimonials used in their 
entertainment-based decision aid, with greater engage-
ment reported by participants at a low-literacy site than 
participants at a high-literacy site. Narrative messaging 
is also more engaging because narratives are perceived to 
be more relevant to the recipient [23].

In addition to its value in attracting the attention of 
viewers, narrative messaging is also a more effective 
method of communicating information. First, informa-
tion provided in narrative form is better retrieved than 
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information provided in other formats, such as non-nar-
rative persuasive, expository, or descriptive writing [24]. 
Specifically, people read narrative text more quickly 
(about twice as fast) [25] and recalled information from 
narrative text about twice as accurately [26]. More recently, 
narratives have been used as a novel method for dissemi-
nating clinical guidelines to physicians [27]. Emergency 
physicians were randomly assigned to read a summary 
of the American College of Emergency Physicians opioid 
prescribing guidelines or a fictional narrative designed 
to match the summary in content and length. One hour 
after reading, the physicians were asked to recall as much 
of the guidelines as they could remember, and physicians 
who read the narrative version recalled more informa-
tion about the guidelines than physicians who read the 
summary.

Audiences of narrative interventions also develop 
fewer counterarguments to the message than didactic 
communications [20]. Early work by Slater and Rouner 
[28] demonstrated that message processing was depend-
ent upon whether participants agreed with the message 
or not. For messages or interventions that were consist-
ent with currently held beliefs, participants rated statisti-
cal evidence to be of higher quality (e.g. more persuasive, 
more believable and better written) than narrative infor-
mation. In contrast, when messages were value-discrep-
ant (or when information presented conflicted with 
current beliefs), participants perceived narratives to be 
higher quality evidence than statistics. Thus, interven-
tions with narratives appear to escape the scrutiny that 
interventions with statistical evidence receive from peo-
ple who disagree with the message. This has important 
implications for health behavior change interventions, 
where the goal is often to change attitudes towards an 
unhealthy or harmful health behavior.

Narratives Change Attitudes, Judgments, and Behaviors

While narratives have been used in health to inform the 
public about complex health issues, social psychologists 
and researchers studying marketing and consumer be-
havior have used narratives to change attitudes about 
people, products, treatments, etc. (e.g. [29, 30]). For ex-
ample, recent research in psychology has also suggested 
that narratives may be used to reduce prejudice by induc-
ing the reader to imagine the experiences of another 
person, increasing the perceived connection between the 
reader and the person in the narrative [31]. In a series of 
studies, Kaufman and Libby [32] developed the concept 
of experience-taking, where readers adopt the role of a 
specific character in a story and simulate events through 
their eyes. The authors suggest that narrative prose 
increases experience-taking, which in turn increases the 
perceived overlap between self  and others, resulting in 

more positive attitudes toward the character portrayed in 
the narrative and reductions in stereotyping and preju-
dice. Experience-taking can also produce behavioral 
changes; in one study, higher levels of experience-taking 
with a protagonist that voted on Election Day translated 
into increased voting among the readers. This work also 
has important implications for interventions aimed at 
reducing racial bias in healthcare [33], suggesting that 
interventions employing narrative elements will be more 
effective than other education-based methods.

Beyond attitude change, narratives also influence 
behavioral intentions and health behavior (e.g. [11, 21, 
34]). For example, narratives have been used in cancer pre-
vention and control efforts to increase screening behav-
ior [21]. Compared to an educational message alone, an 
education message plus a narrative was more effective at 
increasing interest in screening for colorectal cancer [35]. 
Further, research by Anderson [36] demonstrated that 
health communication interventions designed to increase 
breast self-exams in younger women were more effective 
at increasing behavioral intentions and self-efficacy when 
they included a narrative of a woman who is taught to 
perform her own breast self-exam compared with a verbal 
persuasion to perform breast self-exams or an unrelated 
video produced by the American Cancer Society. Research 
by Murphy and colleagues has also demonstrated that 
narratives can be used to reduce health disparities in cer-
vical cancer screening [37]. Beyond cancer, personal nar-
ratives have been shown to broadly increase the effect of 
communication-based interventions targeting prevention 
in a number of areas [13]. For example, the use of a nar-
rative-based drug prevention program (keepin it REAL) 
has reduced substance use in middle school students [38].

Beyond prevention and control, narratives have also 
been used to promote other positive health behaviors. For 
example, including narrative information in an eHealth 
program for breast cancer patients increased healthcare 
participation above and beyond the increases attributed 
to didactic information [39]. In addition, patient narra-
tives can improve the behavioral management of chronic 
diseases. Campbell and colleagues [40] demonstrated that 
viewing a DVD with several patient narratives in addition to 
reading an information brochure improved self-care activ-
ities (e.g. diet, exercise, blood glucose testing) for patients 
with type-2 diabetes compared with patients in the control 
condition who received the information booklet  alone. 
Similarly, Ng and colleagues [41] found that video mod-
eling was more successful than behavioral training at 
increasing exercise performance in patients with chronic 
obstructive pulmonary disease. While narrative messaging 
may be more successful at increasing desired behaviors (e.g. 
exercise), it is not the most effective method of communi-
cating for every health information goal. A  recent study 
compared the effects of a narrative communication about 
the benefits of exercise during and after treatment from 
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a breast cancer survivor to a content equivalent message 
sharing expert recommendations [42]. Intentions to exer-
cise were greater in the narrative message condition than 
the expert message condition; however, knowledge about 
the benefits and risks of exercise was greater in the expert 
message condition. While the narrative intervention had 
the desired effect on behavioral intentions, it did not im-
prove recall of benefit and risk information. Therefore, a 
more nuanced approach to narrative selection may be ap-
propriate when the primary goal of the intervention is to 
increase knowledge. While narrative interventions broadly 
improve message recall [26], they may also inhibit recall for 
specific elements of the message.

While the majority of research on narratives has focused 
on the way in which narratives can positively shape atti-
tudes and health behaviors, narratives can also have nega-
tive consequences for our health-related judgments and 
medical decisions. For example, research by Betsch and 
colleagues [43] found that narratives describing negative 
side effects associated with vaccinations increased the 
perceived risk of vaccination and reduced vaccination 
intentions. Further, narrative information had a greater 
effect on perceived risk and behavioral intentions than 
statistical risk information. Another recent study showed 
that exposure to brief stories about vaccines causing 
harm negatively influenced vaccine attitudes even among 
participants who did not believe that the vaccine actually 
caused the harm in question [44]. Additional work has 
shown that even a single narrative in a fact-based pro-
gram can alter risk perception and behavioral intentions 
[45, 46]. This occurs because narratives are so compelling 
that they can cause the decision maker to ignore relevant 
base rate information [9, 47, 48]. Narratives also increase 
the availability of the associated event, and information 

that easily comes to mind will have a greater effect on de-
cision making [46, 49, 50].

Additional work has demonstrated that health news 
stories about celebrities can shift public opinion and be-
havior [51, 52]. In March 2000 television news anchor 
Katie Couric underwent a colonoscopy live on the Today 
Show to create awareness for colon cancer screening 
and reduce the stigma associated with the screening test 
following the death of her husband from colon cancer 
2 years earlier. Two separate population-based data sets 
demonstrated that Katie Couric’s celebrity narrative had 
a significant effect on screening behavior; the number of 
colonoscopies performed per month increased signifi-
cantly for 9  months after the broadcast [51]. Similarly, 
in 1989 first lady Nancy Regan underwent a mastec-
tomy after being diagnosed with breast cancer, which 
was covered prominently in the lay press. Data from 
the Surveillance, Epidemiology, and End Results tumor 
registry showed that the rate of mastectomy increased 
for two quarters following the publicity associated with 
Nancy Regan’s treatment decision [52]. More recently, ac-
tress Angelina Jolie wrote an op-ed piece in the New York 
Times about her decision to undergo a bilateral prophy-
lactic mastectomy with breast reconstruction after under-
going genetic testing for the BRCA1 gene [53]. Since 
this piece was published in 2013, demand for BRCA1/2 
genetic testing has nearly doubled and inquiries about 
prophylactic mastectomies have also increased [54].

How do Narratives Work?

Across a wide variety of disciplines, research on narra-
tives has demonstrated that narrative interventions can 

Table 1  Effects of Narratives

Narrative effects Citations

Communicate information more effectively

1.More engaging Cox & Cox, 2001; Green, 2006; Kreuter et al., 2007; Volk et al., 2008

2.Better recall Graesser et al., 2002; Graesser et al., 1980a; 1980b; Kilaru et al., 2014

3.Develop fewer counterarguments Green, 2006; Slater & Rouner, 1996

Change attitudes, judgments, and behaviors

1.Increase attitudes toward brands and  
consumer products

Adaval & Wyer, 1998; Escalas, 2004; Padgett & Allen, 1997

2.Reduce prejudice Johnson et al., 2013; Kaufman & Libby, 2012

3.Promote positive health behaviors Anderson, 2000; Campbell et al., 2008; Dillard et al, 2010; Falzon et al., 2014; Hinyard 
& Kreuter, 2007; Kreuter et al., 2007; Ng et al., 1999; Shaffer & Zikmund-Fisher, 
2013; Wise et al., 2008

4.Reduce negative health behaviors Miller-Day & Hecht, 2013; Warren et al., 2006

5.Improve work performance Bal et al., 2011; Miall & Keuiken, 2002; Sonnentag & Fritz, 2007
6.Ignore base rate information; increase  

availability of narrative information
Bar-Hillel, 1980; Bar-Hillel & Fischhoff, 1981; Betsch et al., 2011; Taylor, 1982; Taylor 

& Thompson, 1982; Zillmann, 1999; 2006
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have a powerful effect on knowledge, attitudes, and health 
behaviors (Table 1). What is less clear are the mechanisms 
through which narratives have their effect. There are some 
broad models from cognitive and social psychology that 
describe information processing and persuasion, which 
can be applied to this literature. There are also more spe-
cific models about narrative messaging found in the health 
communication and marketing literatures. In this section 
we will describe the most relevant theories, discuss the pre-
dictions they make about narrative communication, and 
identify the gaps in their coverage of this literature.

There are a number of models from cognitive and 
social psychology that suggest narrative-based inter-
ventions are more powerful than other types of health 
interventions. For the scope of this article, we will briefly 
describe two of the most widely cited of these models: the 
Yale Persuasion Model and The Elaboration Likelihood 
Model. The Yale Model of Persuasion, developed by 
Hovland, Janis, and Kelley [55], defines four sequential 
cognitive processes required for attitude and behavior 
change [56]. In order for a given message to be persua-
sive, the message must first be attractive enough to grab 
the audience’s attention, and then the audience must be 
able to comprehend the message. These first two steps are 
necessary but not sufficient conditions of persuasion. In 
order to change attitudes, the audience must also “yield” 
to the message through further elaboration, and the like-
lihood of permanent attitude change also increases with 
message retention. One implication of this model is that 
narratives should be highly effective at engendering atti-
tude change compared with other interventions because 
narratives tend to be superior on all four processes: 
attention, comprehension, elaboration, and retention.

The Elaboration Likelihood Model, developed by 
Petty and Cacioppo [57], states that elaboration, or the 
further development of thoughts pertaining to a pre-
sented argument, can be achieved through two differing 
avenues: the central route and the peripheral route. The 
central route takes into consideration the actual nature 
and merit of the message being presented. If  an individ-
ual believes that the message is relevant or important, 
they are more likely to take the central route. The sec-
ond route, termed the peripheral route, relies more on 
secondary cues from the message to provoke attitude 
change. Based on the tenets on this model, the extended 
Elaboration Likelihood Model was developed to pre-
dict the extent of processing associated specifically with 
narrative messages [58], focusing on the unique ability 
of narratives to reduce counterarguments and resistance 
common to other formats of persuasive messaging [59].

In addition to these broad theories of persuasion or in-
formation processing, there are a few models that are more 
specific to narrative messaging. For example, Busselle 
and Bilandzic’s [60] theory of narrative engagement uses 
a mental models perspective to identify four independent 

dimensions of narrative engagement that predict a story’s 
affect on attitudes: narrative understanding, attentional 
focus, emotional engagement, and narrative presence. 
Narrative understanding represents the degree to which 
the audience is able to comprehend the storyline, while 
attentional focus is the capability of the narrative to keep 
an audience focused on the story. Emotional engagement 
does not refer to any specific emotion but rather an involve-
ment of the audience with the story on an emotional level. 
Finally, narrative presence is the feeling of immersion into 
the story, neglecting your immediate surroundings. The 
elements of this model (e.g. emotional engagement) favor 
narrative messages over didactic information. Further, this 
model predicts that stories with greater values on these 
dimensions will be more persuasive.

The last model we will consider is the most recent model 
of narrative engagement, the Extended Transportation-
Imagery Model [61]. As the name implies, there was an 
earlier version of this model that focused on the audience’s 
ability to be “transported” by narrative, taking on the 
role of a character or become immersed in the story [62]. 
In this more recent iteration of the model, Van Laer and 
colleagues [61] added the antecedents and possible conse-
quences of transportation. The authors describe two types 
of antecedents of transportation, those of the story/story-
teller and those of the audience. For example, having iden-
tifiable characters and an imaginable plot (antecedents of 
the story) increase the likelihood that the audience will be 
transported. This model also predicts that women and more 
educated adults (antecedents associated with the audience) 
are more likely to be transported by a story. In addition 
to identifying antecedents, the authors describe several af-
fective and cognitive consequences of narrative transporta-
tion such as changes in attitudes or behavioral intentions.

Although these models provide some insight into 
the power of narrative interventions, there are several 
aspects of narrative interventions that remain poorly 
understood. First, all of these models focus on attitude 
change as the primary outcome of narrative messaging, 
with the implication that narratives are used solely for 
persuasion. However, this singular focus on attitude and 
behavior change ignores a large body of literature that 
uses narratives in health communications to inform, to 
model behavior, to reduce affective forecasting errors, 
and to comfort patients and families (c.f. [11]). Second, 
no single model appropriately captures the complexity 
of the cognitive process associated with narratives. These 
models each explain a specific mechanism through which 
narratives exert their influence (e.g. transportation) but 
none are comprehensive. Finally, while the Extended-
Transportation Imagery Model describes some message 
characteristics that predict the effect of a given narrative 
(e.g. having identifiable characters), all of these models 
ignore the specific content of a message. Besides incor-
porating research on story structure, these models have 
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treated the specific message content as a black box. To 
address these major limitations with the current mod-
els, we have developed the Narrative Immersion Model, 
which combines research on message content with litera-
ture from psychology, medicine, and consumer behavior 
that describes cognitive mechanisms associated with the 
processing of narrative interventions.

Narrative Immersion Model

When examining a given narrative, there are at least 
two questions one could ask. First, what effects will 
this story have? Second, how strong will these effects be, 
compared to another narrative or some other method 
of  communication? Although there is a rich interdiscip-
linary literature on narratives, relatively little attention 
has been paid to predicting the specific effect of  a nar-
rative. The Narrative Immersion Model described below 
seeks to provide answers to both of  these questions, 
making predictions about the type and magnitude of  the 
effect of  a given narrative. In a recent paper, Shaffer and 
Zikmund-Fisher suggested that the specific effect of  a 
narrative was directly tied to its content, arguing for a 
taxonomy of narrative types [11]. The crux of  the ar-
gument is that behavioral health researchers have his-
torically treated all narratives as if  they are functionally 
the same, when narratives can vary on a number of 
dimensions. The taxonomy describes narratives differ-
ing on three dimensions: (a) purpose, (b) content, and 
(c) evaluative valence. This distinction forms the foun-
dation of  our more comprehensive theoretical model, 
which describes how narrative health interventions will 
influence health-related choices and decisions. The first 
section will describe how different types of  narratives 
differentially affect decisions and behaviors, while the 
second section will describe characteristics of  narratives 
that predict larger narrative effects.

Predicting the Effect of a Narrative: From Comfort to 
Persuasion

Reviewing the literature on narratives, Shaffer and 
Zikmund-Fisher noted five different purposes for using 
narrative communication: (a) to inform, (b) to engage, 
(c) to model behavior, (d) to persuade, and (e) to provide 
comfort [11]. Further, narratives with different purposes 
had different effects on health behavior. The authors 
argued that this was because narratives with different 
purposes had different types of content. They went on 
to describe three types of narrative content: (a) stories 
about how people made medical decisions (i.e. process 
narratives), (b) stories describing what it is like to ex-
perience a particular health-related event (i.e. experience 
narratives), and (c) stories about the psychological or 

physical outcomes of a health-related event or medical 
decision (i.e. outcome narratives).

One important reason for highlighting these three 
story types is that they have different effects on health 
behavior. Stories about health outcomes can be comfort-
ing (particularly when the outcome is positive), but the 
most noteworthy effect of outcome narratives is their 
ability to be persuasive, changing attitudes and altering 
intentions and health behavior. For example, providing 
decision makers with stories about the outcomes of two 
types of procedures for treating angina (bypass surgery 
and angioplasty) led to different treatment preferences 
than when decision makers only read statistical infor-
mation about the outcomes (i.e. what % of the time 
was treatment successful) [63, 64]. More recently, we 
have demonstrated that reading a single story about a 
life-threatening reaction to a common over-the-counter 
medication (ibuprofen) that appeared in The New York 
Times changed attitudes toward the use of ibuprofen 
[65]. Perhaps most importantly, ibuprofen use 2 weeks 
after reading The New York Times article was signifi-
cantly reduced compared with use before reading the art-
icle. Further, intentions to use ibuprofen remained lower, 
suggesting this change in medication use will continue 
to persist.

In addition to simply providing stories about out-
comes, the persuasive impact of an outcome narrative 
can be particularly enhanced if  it includes a clear coun-
terfactual [66]. For example, imagine a parent telling a 
tragic story about the death of their young child that 
could have easily been avoiding by doing X or not doing 
Y. This simple story coupled with a tragic outcome and 
an easy solution for preventing future occurrences of 
that outcome is extremely powerful because it is easy 
to simulate a world in which this simple solution would 
save lives [67]. In the future, we would see more of X 
or less of Y. Consider also the popular narratives about 
vaccination. Some families tell heartbreaking stories of 
autism in their young children that coincided with their 
scheduled MMR vaccinations. Their message is a power-
ful one: If  only I had chosen not to vaccinate my child, 
they would not have autism today. This message has been 
effectively communicated by a very small number of sto-
ries, such as that of actress Jenny McCarthy [68–71], but 
has had a huge impact on vaccination choices in USA 
[43, 68, 72, 73]. This is also a popular method of com-
municating information in health prevention campaigns. 
For example, Miller-Day and Hecht [13] have recently 
described how to use personal narratives in communi-
cation-based prevention efforts, citing examples from 
recent successful drug prevention curricula.

In addition to describing how a story ends (i.e. shar-
ing outcomes), there are many stories that simply de-
scribe how a medical decision was made. We have termed 
these stories process narratives and have given them the 
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distinction of a separate category of narrative content 
because they have different effects on decision makers 
than outcome narratives. We argue that the biggest con-
tribution that process narratives can make is to help de-
cision makers identify the relevant decision attributes 
and/or model optimal decision processes. For example, 
patients making treatment decisions for cancers with 
very high survival rates (e.g. breast and prostate cancers) 
may initially focus exclusively on choosing a treatment 
with the greatest chance of survival or the lowest cancer 
recurrence rate. However, given the rates of survival with 
all current treatments are very high, patients may benefit 
from considering other aspects of the treatments such 
as side effects and time and energy that will need to be 
invested in each treatment. Therefore stories about how 
other patients made their treatment decisions, particu-
larly those stories that highlight the different aspects of 
each treatment considered, could help patients to iden-
tify the decision attributes most relevant to themselves.

Process narratives could also be used to model opti-
mal decision processes. For example, the Institute of 
Medicine has recently endorsed the use of shared deci-
sion making between doctors and patients as the gold 
standard of care [74]. Although shared decision making 
sounds fairly intuitive, patients may have a hard time 
figuring out how to engage in this process with their 
physician. Process narratives could be used to model 
how shared decision making can be accomplished and 
provide key questions that patients can ask their physi-
cians without describing the particular choices made as 
a result of these processes [36, 41].

Although the process of identifying additional deci-
sion dimensions or using a different decisional process 
could cause a decision maker to choose a different 
option, process narratives, unlike outcome narratives, 
are not necessarily expected to be persuasive or change 
medical decisions. Shaffer, Hulsey, and Zikmund-Fisher 
[75] demonstrated that process narratives changed how 
people searched for information in a hypothetical breast 
cancer decision task. Specifically, people spent more 
time reading information about treatment attributes 
identified by decision makers in the process narratives 
than people who did not view narratives or from peo-
ple who viewed other types of narratives. These findings 
were supported by a second study using eye tracking, 
which demonstrated that stories with process elements 
embedded in a web-based patient decision aid globally 
increased information search [76]. Despite the effects 
on information processing neither study reported differ-
ences in treatment preferences or medical decisions.

The final category of narrative content described in 
the Narrative Immersion Model is the experience narra-
tive. This type of narrative depicts stories that capture 
“what something was really like.” Stories of this type pro-
vide powerful, real world descriptions that provide the 

reader or viewer with a unique window into a health-re-
lated experience [77]. The insight that develops through 
sharing experiential information is important because it 
can reduce affective forecasting errors, a cognitive bias 
wherein people mispredict their feelings about future 
experiences [78]. Medical decisions may be reasonably 
based on how we think we will feel if  we choose a given 
treatment (e.g. What will my quality of life be like if  
I have surgery to create an ostomy to treat my ulcerative 
colitis?). However, given we are notoriously poor affect-
ive forecasters [79, 80], basing decisions on our affective 
forecasts may lead us to make medical decisions that we 
would later come to regret.

For example, most people erroneously imagine that 
their quality of life with an ostomy (where bodily waste 
is removed from the body via a pouch connected to 
an opening in the abdomen) would be greatly reduced 
[81–83]. This misprediction could cause patients with 
ulcerative colitis to continue suffering with their condi-
tion, which involves several painful bowel movements a 
day, instead of having the surgery to create an ostomy. 
Experience narratives have the potential to improve our 
affective forecasts by facilitating more accurate per-
spective taking, which could ultimately reduce regret 
with medical decisions. Angott, Comerford and Ubel 
[84] recently demonstrated that providing people with a 
video about a person’s experience with an ostomy sig-
nificantly reduced affective forecasting errors among low 
disgust participants. Similarly, Volandes and colleagues 
have used video narratives depicting a day in the life of 
an elderly adult with advanced Alzheimer’s disease to 
decrease decisional conflict and increase the stability of 
decisions about end of life care [85, 86].

Experience narratives may also improve our resilience 
under difficult conditions [87]. For example, employees who 
work in call centers have one of the highest turnover rates, 
and researchers have used “realistic previews,” in this case 
real experiences about the very worst aspects of this job, to 
provide job applicants with a better understanding of what 
the job entails [88]. Surprisingly after providing applicants 
with a realistic preview, job turnover rates decreased and, 
in some instances, ratings of job satisfaction increased [89, 
90]. Further this impressive effect was not the function of 
a self-selection effect, as the number of job candidates who 
accepted the position did not change after the realistic pre-
view. Rather these previews appeared to bolster resilience 
by preparing employees for the difficult situations they will 
face. Experience narratives could function in a similar fash-
ion in health, with narratives providing a “warts and all 
approach” to health communication recalibrating patient 
expectations and increasing resilience [77].

In addition to the narrative content, identifying and 
describing the evaluative valence of a narrative will be 
important to determining its impact [11]. Evaluative 
valence is defined as the relative positive or negative affect 

ann. behav. med. (2018) 52:429–442� 435



portrayed within the narrative and represents the overall 
emotional tone of the narrative message. Although the 
primary effect of a given narrative is expected to be tied 
directly to the message content, the evaluative valence 
of a narrative is expected to enhance the effect of the 
particular narrative content. However, it is generally 
expected that negative stories will have a more powerful 
effect than positive stories [91, 92].

One unique contribution of the Narrative Immersion 
Model is that it can make predictions about the specific 
effects of a given narrative based on the content of that 
narrative. Building upon research in this area, the Narrative 
Immersion Model has identified at least three areas of nar-
rative content that have differential effects on medical deci-
sion making: outcome narratives, process narratives, and 
experience narratives. While these descriptions of the cat-
egories of content in the Narrative Immersion Model are 
depicted here as orthogonal, this is not a model require-
ment. In fact, for some narratives there will be elements 
of more than one category of content. The categories in 
this model are best depicted as fuzzy categories that allow 
for gist understanding about the ways in which the specific 
content of the story may influence medical decision mak-
ing. In addition, to the specific content of a narrative, the 
Narrative Immersion Model predicts that the evaluative 
valence of the story, which is described as a continuum of 
narrative affect ranging from negative to positive, will fur-
ther enhance the effect of a narrative’s content.

One element not yet addressed is how to determine the 
relative impact of two narratives of the same type. That is, 
when reading two outcome narratives, what characteris-
tics predict which of the two outcome narratives will have 
a greater effect on health behavior? In this second section 
of the Narrative Immersion Model, we will describe the 
process of narrative immersion and the characteristics of 
the narrative that will promote movement along the con-
tinuum from interest through involvement to immersion.

Predicting the Magnitude of Narrative Impact: From 
Interest to Immersion

Understanding the magnitude of the effect of a given 
narrative requires an understanding of the process by 
which narratives function to provide knowledge and 
alter judgments about health, attitudes and health 
behavior. In this second section, we will use a hierarchi-
cal model of narrative immersion to describe this pro-
cess; see Fig. 1. We depict this process as a continuum 
through which a reader or viewer may travel. The deeper 
into the continuum they move, the more power a given 
narrative will have to influence their health behavior. 
Some narratives can start from the bottom of this hier-
archy and move up. For example, a patient may become 
interested in viewing a narrative about another patient’s 
treatment experience because the credibility and realism 
of the source (i.e. a real story from a fellow patient with 
the same condition) first peaked her interest. After start-
ing to watch the video, the patient may become involved 
with the narrative because she strongly identifies with 
the storyteller. Finally, the patient may become fully 
immersed in the story and be able to fully simulate the 
experiences of this other patient because of the uniquely 
captivating way this other patient tells her story. But, 
this continuum is not necessarily a strict hierarchy in 
the sense that one must always go through one level to 
get to the next. Rather, a patient could become immedi-
ately involved with a narrative and quickly have empathy 
for the main character and an ability to take their per-
spective. We argue that the place that the audience finds 
themselves within the hierarchy is determined by char-
acteristics of the narrative that promote deeper involve-
ment. We will first discuss the immersion process then 
explore specific narrative characteristics that will lead to 
greater immersion.

The first level of  the narrative immersion process 
is interest. To be effective, a narrative must pique the 
interest of  the reader or viewer. It is broadly under-
stood that narrative interventions are naturally more 
relevant to human beings than other message formats 
(e.g. fact-based messages) (e.g. [6, 58]). Beyond our 
general predisposition for narrative information, there 
are also characteristics of  narratives that create greater 
interest, which are described in greater detail in the 
next section.

The second level of narrative processing is involve-
ment. Involvement requires more active participation by 
the audience than interest. By being involved with a nar-
rative, the audience is able to actively identify with the 
character [93] and take their perspective, which allows 
them to experience empathy [31, 94]. While Cohen has 
defined the concept of identification as the interpretation 
of events in a story by the audience “as if  the events were 
happening to [themselves]” [93], we subsume the concept Fig. 1.  Determining the magnitude of the narrative impact.
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of identification under the second level of narrative pro-
cessing—involvement—because the colloquial use of the 
term identification typically denotes an outside perspec-
tive. We suggest that identification is more synonymous 
with perspective taking, which is to be distinguished 
from the more transformative experience of immersion, 
the final stage of narrative processing (described next).

An important consequence of the increased depth of 
processing associated with involvement in the narrative 
message is the potential to use narratives to reduce dis-
crimination. For example, studies have shown that nar-
rative-induced perspective taking can reduce prejudice 
against gay men [32], people with disabilities [95], people 
who are of Arab descent [31], African Americans [32], 
and other stigmatized groups [96]. Stigma and racial bias 
affect the medical care received by marginalized groups 
[33], and narrative interventions have great promise for 
improving care to these populations.

The final stage of narrative processing is immersion, 
which requires a complete transportation into the narra-
tive and a detachment from the physical and psychologi-
cal world of the audience [6, 62, 94]. When an audience is 
immersed in a narrative, incoming information will not be 
processed from the perspective of the audience member 
but rather from the perspective of the character involved 
[93, 94]. Narratives that immerse the audience are typi-
cally more effective at their goal [61]. However, greater 
immersion can actually distract from the ability to ana-
lytically view an argument [97] and others have suggested 
that too much transportation would cause deviation from 
the message embedded within the narrative. Specifically, 
Miller-Day and Hecht [13] have argued that there may be 
a curvilinear relationship between transportation and the 
effect of a message in communication-based prevention 
efforts, such that greater transportation would lead to 
immersion in the story at the cost of understanding and 
taking in the intended message of the intervention.

Which Narratives are More Likely to Result in Immersion?

Beyond our general predisposition to narrative informa-
tion [1–4, 6], there are also message characteristics that 
create greater interest. For example, narratives with a 
greater degree of realism tend to generate more interest. 
Note that realism does not mean real. For narratives to 
be influential, they do not have to be provided by “real” 
people (e.g. [98]). Rather, the stories need to feel realistic. 
Fictional characters can also be influential, and people 
judge these characters based on their ability to depict 
“real” situations [99]. Further, violations of realism 
within a narrative can negatively impact interest in the 
story [60]. This has important implications for the devel-
opment of narrative health interventions because con-
structed narratives have the potential to be equally as 
powerful as curated or selected stories from real people. 

In fact, narratives constructed to illustrate particular 
elements of health experiences may be more effective as 
long as the appropriate degree of realism is maintained.

Another strategy to create interest in a narrative is to 
choose a storyteller or a message that has strong ties to 
the audience, with the broad understanding that a greater 
connection between the audience and characters makes 
the narrative more effective [97, 100]. There are also sev-
eral factors that contribute to the connection between 
the audience and the characters of the story including 
perceived similarity, liking, and parasocial interaction 
[58, 59, 93]. Perceived similarity refers to the assessment 
of the degree of commonality shared with the charac-
ter [59], while liking refers to the positive evaluation of 
a character, which can occur without similarity to the 
audience [93], and parasocial interaction is described 
as the one-sided relationship an audience member has 
with a media character [101]. Together, these three con-
structs generally reduce counterarguments and reactance 
and increase vulnerability and self-efficacy, all of which 
result in attitudes and health behaviors that are consist-
ent with the narrative intervention [59].

Narratives can also be more persuasive when the pro-
tagonist and the audience are known to be members of 
the same group (e.g. ethnicity, sexual orientation) from 
the outset of the story [32]. More specifically, narrative 
health messages can be more effective when the protago-
nist and audience have similar racial/ethnic backgrounds 
or social contexts because cultural similarities provide 
multiple channels for persuasion [21, 102, 103]. Kreuter 
and colleages have argued that exposure to a story with 
characters of similar social contexts or ethnic back-
grounds improves message encoding, which can later help 
the audience recall ways to cope with survivorship issues 
and treatment side effects as well as improve medical deci-
sion making. Perceived cultural similarity can also result 
in increased trust in the characters [104].

A great deal of research in message tailoring (e.g. 
[105]) has found that narratives, particularly in health 
communication, can be more impactful when they are 
tailored to the particular race/ethnicity and culture of 
the intended audience [106]. For example, Kreuter and 
colleagues [107] reported that combining culturally tai-
lored messaging and cancer prevention interventions 
increased uptake of mammography and improved in-
take of fruits and vegetables among African American 
women. Thus, a narrative that uses protagonists who 
are similar to the audience, especially culturally, can be 
more effective at informing the audience and affecting 
attitudes and health behavior change, particularly in cul-
turally sensitive health contexts (see also [34]).

However, the relationship between similarity and nar-
rative impact is fairly nuanced and racial and cultural 
similarity is not a necessary characteristic for the de-
velopment of an effective narrative health intervention. 

ann. behav. med. (2018) 52:429–442� 437



Similarity does not always produce liking, and characters 
who are of the opposite sex from the reader/viewer can 
also strongly influence the effect of narratives on health 
behavior [58]. Further, similarity between the audience 
and the characters can also at times decrease the ef-
fectiveness of the narrative. Similarity results in greater 
transportation and requires fewer cognitive resources to 
process the story, thereby allowing the viewer to spend 
more time elaborating on the message [108]. Increasing 
the similarity between the characters and the audience 
would only be an effective strategy if  the message holds 
up under increased scrutiny. Messages with arguments 
that are perceived to be weak may ultimately be rejected 
after further inspection.

In addition to realism and similarity, there are several 
structural elements of  narratives that can lead to greater 
immersion. For example, Pennington and Hastie [109] 
have argued that coherence within a story will lead to 
greater persuasion. Specifically, stories that were more 
easily constructed and stories that were more complete 
had a stronger influence on the perception of  guilt in 
judicial decisions [110]. Further, narratives that de-
pict causally related events, are temporally ordered, 
and are demarcated by a beginning, middle, and end 
should also lead to greater immersion [14, 17]. Several 
studies have demonstrated that first-person narratives 
also have larger effects than third-person narratives; 
therefore, first-person narratives should lead to greater 
immersion [32, 111]. These findings suggest that health 
interventions should choose narratives that are intern-
ally coherent, well-ordered, and told by the person who 
experienced them.

Other structural components of a story that can cause 
greater narrative immersion are plot elements such as 
humor and surprise. Loewenstein, Raghunathan, and 
Heath [112] reported that advertisements employing 
a narrative structure, termed the repetition-break plot 
structure [113], are more persuasive then other types of 
story structures. A story utilizing this type of plot struc-
ture repeats an element of the story multiple times to 
establish a particular pattern [113]. For example in the 
popular kids story, the Three Little Pigs, the first two pigs 
build their houses with flimsy materials and the big bad 
wolf blows down their respective houses. Following the 
repetition, the story then breaks the established pattern 
by providing another similar example that has a different 
ending, thereby generating surprise. In the Three Little 
Pigs, the third pig chose to build her house of bricks, 
which is unable to be blown down by the wolf despite his 
repeated attempts. The unique element of this plot struc-
ture is the surprise generated by the repetition break; 
Loewenstein and colleagues have shown that when this 
type of surprise is used in advertisements, it results in 
more views on YouTube, superior brand attitudes, and 
increased purchase intentions [112].

Similarly, narratives that include humor have also 
been shown to significantly influence attitudes and be-
havior and increase immersion in a given narrative. For 
example, Moyer-Gusé and colleagues [114] examined 
the effect of  pregnancy-related humor on attitudes to-
ward and intentions to engage in unprotected sex in 
undergraduate students. When pregnancy as a result of 
unprotected sex was presented in a humorous context 
within a narrative, there were fewer counterarguments 
but the consequences of  unprotected sex were some-
what trivialized. Further, viewers reported a greater 
likelihood of  having unprotected sex when the preg-
nancy was presented in a humorous context rather 
than a serious story context. Taken together, this work 
suggests that, in order to increase the effectiveness of 
narrative health interventions, the narratives them-
selves should be carefully curated such that the retell-
ing of  health experiences captures these storytelling 
principles.

Finally, it is important to emphasize the value of pilot 
testing all narrative messaging. Even though a particu-
lar narrative message may be built for maximum per-
suasive value based upon the elements of the Narrative 
Immersion Model, the judgments made about char-
acteristics of the message and the audience should be 
empirically tested. For example, humor is a subjective 
characteristic; therefore, messages designed with humor 
to increase impact should be tested to see if  audience 
members actually find them humorous. Pilot testing all 
interventions to see if  audience reactions are as predicted 
before rolling out a large intervention can still be very 
useful.

Conclusions

In this manuscript, we conducted a narrative review of 
the literature on narratives that has highlighted much 
of the interdisciplinary work on the topic. This litera-
ture demonstrates that while a compelling, persuasive 
narrative can save lives (e.g. by increasing uptake of 
cancer screening), an equally compelling, but misin-
formed, narrative can cost lives (e.g. decrease vaccina-
tions). Narratives can also be incredibly powerful (e.g. 
the “Katie Couric effect”) or surprisingly benign (e.g. 
narratives in patient decision aids; [115]). And despite 
the widespread utilization of narratives in advertising, 
public health campaigns, and social media, as well as the 
vast amount of research on the topic in a wide variety 
of disciplines, until now no one has developed a com-
prehensive theory about how narratives work. Therefore, 
designers of health interventions have been unable to 
predict the type of effect a given narrative will have (i.e. 
persuasion, communicate information, etc.) and the 
magnitude of that effect.
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To address this gap in the literature, we introduce the 
Narrative Immersion Model, which seeks to identify the 
parameters that predict the effectiveness of a given narra-
tive on health behavior. The Narrative Immersion Model 
makes predictions about: (a) the specific effect of a par-
ticular narrative (e.g. persuade, inform, comfort, etc.) based 
on the type of narrative message (e.g. process, experience, 
or outcome narrative) and (b) the magnitude of the effect 
as increasing through successive layers of narrative engage-
ment (e.g. interest, identification, and immersion) based 
on characteristics of the narrative that encourage greater 
immersion (e.g. realism, similarity, and likability, and plot 
elements such as humor and surprise). The Narrative 
Immersion Model provides a greater understanding about 
why and how narratives influence health behavior and pro-
vides health practitioners a theoretical framework for the 
development of effective narrative interventions.

While research is needed to better understand how 
audience characteristics moderate narrative impact on 
health behavior (e.g. individual differences in transport-
ability; [116]), the Narrative Immersion Model advances 
our theoretical understanding about narrative pro-
cessing and its subsequent effects on knowledge, atti-
tudes, and health behavior. Narratives are a powerful 
tool for communication and persuasion, yet they are 
also one that needs to be used thoughtfully and carefully 
in order to achieve optimal outcomes. We believe there 
are important communication gaps in areas of behav-
ioral medicine that could be addressed with narratives, 
and we hope that this work will help to bridge the extant 
communication gaps both between the multiple disci-
plines that have considered narratives and, perhaps more 
importantly, between the academic research that has 
explored narrative effects and the practitioners in health-
care who need to understand how narratives can be most 
effectively deployed in health education, promotion, and 
behavior change interventions.
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