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Abstract
Background: Although narratives have been found to affect decisions about preven‐
tive behaviours, including participation in cancer screening, the underlying mecha‐
nisms of narratives remain unclear.
Objective: The purpose of this study was to summarize and synthesize existing litera‐
ture on narrative interventions in the context of colorectal cancer screening. Our 
main research question was as follows: How, when and for whom do narratives work 
context of decision making about colorectal cancer screening participation?
Methods: We undertook a realist review to collect evidence on narratives in the con‐
text of colorectal cancer screening. A search of the literature was performed in 
Embase, MEDLINE/PubMed, Cinahl and PsycINFO. We included empirical evalua‐
tions (qualitative or quantitative) of narrative interventions. In total, 15 studies met 
the inclusion criteria. A content‐based taxonomy of patient narrative types in deci‐
sion aids formed the basis for our initial programme theory.
Main result: We identified four mechanisms: (a) process narratives that address perceived 
barriers towards screening lead to improved affective forecasting, (b) experience narratives 
that demonstrate the screening procedure lead to increased self‐efficacy, (c) experience 
narratives that depict experiences from similar others lead to more engagement and (d) 
outcome narratives that focus on outcomes of colorectal cancer (CRC) screening decision 
decrease or increase fear of colorectal cancer. The evidence was limited on which narrative 
type may facilitate or bias informed decision making in colorectal cancer screening.
Discussion and conclusion: The findings indicate the importance of more detailed 
descriptions of narrative interventions in order to understand how mechanisms may 
facilitate or bias informed decision making in colorectal cancer screening.
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1  | INTRODUC TION

Colorectal cancer (CRC) is one of the most common causes of can‐
cer‐related deaths worldwide. Population‐based CRC screening 
is an effective preventive strategy that significantly reduces CRC 

morbidity and mortality in the population. However, as with any 
screening programme, CRC screening has inherent disadvantageous 
side‐effects (eg, false positives and false negatives) and potential 
harms associated with colonoscopy. Informed decision making (IDM) 
about participation in cancer screening has therefore become an 
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explicit purpose of cancer screening programmes in many European 
countries.1 IDM assumes that individuals make a rational and auton‐
omous choice that is based on relevant knowledge and is consistent 
with their attitude towards undergoing screening.2

Previous studies showed that certain groups, including those 
with lower socio‐economic status (SES), ethnic minority groups and 
those with lower health literacy levels, are less likely to participate in 
CRC screening.3-5 Numerous reasons for lower screening participa‐
tion in those groups have been suggested, such as lower engagement 
with cancer screening information, lack of time, financial resources 
and lower perceived self‐efficacy.6 Lately, several studies found that 
screening invitations, which are typically written materials, are often 
too difficult to understand and do not help to make informed deci‐
sions about health.7,8

IDM requires more than just the ability to read and understand 
cancer screening information. It also requires the ability to appraise 
the potential benefits and harms of screening and apply the informa‐
tion to one's personal situation.9 This combination of skills is referred 
to as health literacy, which is broadly defined as an individual's ca‐
pacity to assess, understand and use information to make informed 
decisions in health care.10,11 Poor health literacy is more common 
among patients who have lower educational level, older patients and 
racial and ethnic minorities.12 In order to reduce inequalities in can‐
cer screening, it is crucial to investigate new communication strate‐
gies that are culturally sensitive and are presented in an accessible 
and comprehensible format.13

The inclusion of narratives in cancer screening information is in‐
creasingly being suggested as a valuable tool for greater engagement 
with screening information for ethnic minority groups and people 
with low SES.14 Narratives are personal stories that convey infor‐
mation through others’ health situations or experiences.14 Previous 
research showed that cancer narratives may be especially useful to 
overcome resistance to cancer screening information and to facil‐
itate the mental simulation of unknown or frightening procedures, 
including screening.15

However, research on narratives interventions and decision 
making in the context of cancer screening is still in its early stages. 
It has remained unclear how narratives affect the decision‐making 
process and cancer screening uptake, and subsequently how they 
should be used in informed decision making.16 Despite their poten‐
tial to reduce ethnic and socio‐economic inequalities in participation 
in cancer screening,14 narratives can be considered as complex in‐
terventions (ie, interventions whose effects are crucially dependent 
on context and implementation) that may either facilitate or hinder 
informed decision making in health care.

Narrative interventions work only if they are targeted for partic‐
ipants in the appropriate circumstances and are implemented in the 
right way. They are also strongly related to the decisions and actions 
taken by the participants. From a realist perspective, a certain type 
of narrative may work well in a certain setting but poorly or not at all 
in another setting.17 This knowledge is crucial in order to understand 
how, when and for whom narratives may work in informed decision 
making about CRC screening.17 A realist approach is a theory‐driven 

way of analysing complex interventions and is based on the idea 
that an intervention works (or does not work) because participants 
make certain decisions or act in a certain way in response to the 
intervention.17

Our main research question was as follows: How, when and for 
whom do narratives work in the context of decision making about 
colorectal cancer screening participation?

2  | METHODS

2.1 | Design

Following the realist review principles, our methods included: (a) 
formulating an initial programme theory about how narratives are 
meant to work and what impacts they are expected to have, (b) se‐
lecting and appraising studies and (c) testing the programme theory 
by extracting, analysing and synthesizing relevant data.18 We used 
the RAMESES publication standards for realist reviews.19

2.2 | Phase I: Initial programme theory

In the first phase, we formulated an initial programme about how 
a narrative intervention is expected to lead to its effects and in 
which context it should do so.17 One way to develop an initial pro‐
gramme theory is to use concepts from another theory that informs 
current or comparable interventions.20 In addition, countervail‐
ing mechanisms can be distinguished (ie, mechanisms that explain 
why an intervention does not work). We chose the taxonomy by 
Shaffer and Zikmund‐Fisher21 of narratives in decision aids as our 
initial programme theory. Shaffer and Zikmund‐Fisher21 argued that 
narratives are too often perceived as a homogenous entity and one 
single construct in existing research. The use of narratives to sup‐
port decision making should therefore not be classified as “good” 
or “bad” but rather “whether certain narrative types are suited for 
certain purposes.” They therefore designed a general taxonomy of 
narrative content types (ie, “process,” “experience” and “outcome” 
narratives) in decision aids to better understand when and how nar‐
ratives affect decisions about health care. These narrative types are 
hypothesized to depend on three narrative dimensions: purpose, 
content and overall tone.21

2.3 | Process, experience and outcome narratives

In the context of CRC screening, “process narratives” describe how 
an individual made the CRC screening decision. “Experience narra‐
tives” describe experiential aspects of CRC or CRC screening and 
essentially provide information about what it is like to have CRC or 
undergo CRC screening. “Outcome narratives” describe the psycho‐
logical (eg, patient's quality of life or regret) or physical (eg, CRC pa‐
tient's survival) health outcomes associated with the CRC screening 
decision.21 The taxonomy hypothesizes that these three narratives 
types have five different, yet overlapping purposes: (a) to inform, (b) 
to engage, (c) to model behaviour, (d) to persuade and (e) to comfort. 
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The essential difference between these three narrative types is to 
the purpose to inform (ie, “process” and “experience” narratives) 
and the purpose to persuade (ie, “outcome” narratives). Accordingly, 
Shaffer and Zikmund‐Fisher21 suggest not to use “outcome” nar‐
ratives as patient decision aids. In contrast, they hypothesize that 
“experience” narratives as well as “process” narratives might be a 
helpful component in patient decision aids.

In line with the initial programme theory, we therefore hypoth‐
esize that “process” and “experience” narratives may facilitate IDM 
in CRC screening, whereas “outcome” narratives may be more per‐
suasive and should not be used as decision aids for CRC screening.

2.4 | Phase II: Selecting and appraising

A literature search for empirical research studies was undertaken 
to understand, specify and refine the mechanisms of narratives in 
the context of CRC screening. A clinical librarian (FvE) helped form 
a search strategy to obtain articles on narrative interventions in the 
context of CRC screening. See Figure 1 and Appendix S3 for our 
search strategy. Databases searched included EMBASE, MEDLINE, 
Cinahl and PsycINFO. We searched for English language articles. 
Words used were colorectal cancer screening, narrative interven‐
tions and health promotion.

Two searches were conducted: the first on 28 December 2016 
and an update using the same search strategy on 29 August 2017. 
Following the realist review principles,18 research design was not an 
exclusion criterion. The inclusion of diverse research designs pro‐
vided the opportunity to examine the emerging base of evidence 
on narratives in the context of CRC screening. An included narrative 
could be an independent intervention but could also be part of a 
decision aid. We included evaluations (qualitative or quantitative) of 
narrative interventions in the context of CRC screening. The search 
resulted in 1401 articles. After checking for duplicates, two au‐
thors (AW and JS) screened titles and abstracts. After inclusion and 

exclusion criteria were applied (see Box 1), 15 studies were accepted 
for analysis (see Table 1 for the characteristics of the included stud‐
ies and the narrative interventions).

2.5 | Phase III: Testing the programme theory

To test the programme theory, the included studies were qualita‐
tively analysed, using framework analysis.22 Framework analysis 
is well‐suited for a realist approach, because it can be applied to 
studies using a mixed‐method design.22 Following the framework 
analysis’ five steps, we first familiarized with the data, using a deduc‐
tive approach to categorize the included narratives into a narrative 
content type (ie, “process,” “experience” and “outcome”) according 
to the initial programme theory. Initially, the authors (AW and JS) 
reviewed ten articles. In the second step, we used an inductive ap‐
proach, identifying a thematic framework of mechanisms. The third 
step (indexing) involved coding the contexts, mechanisms and out‐
comes in all included studies, for which we used the qualitative data 
software MAXQDA.23 These contexts, mechanisms and outcomes 
were then compared with the initial programme theory, which we 
modified using the evaluation findings.

2.6 | Assessing the quality

Two authors (AW and JS) independently appraised the evidence and 
generally agreed on the quality of the included articles. Following 
the realist principles, the assessment of the quality of included stud‐
ies was guided by Pawsons’18 stages of relevance and rigour (see 
Appendices S1 and S2). Relevance entails whether the included 
study can contribute to theory building and rigour entails whether 
the method used to generate the data is credible and trustworthy. 
For assessing relevance, we focused especially on the theory building 
in the studies, which can be examined by the use of “thick descrip‐
tion” in an article. Lincoln and Guba24 describe “thick description” 

F I G U R E  1  Flow chart of included 
studies MEDLINE 

733 Cita�ons
EMBASE 

644 Cita�ons
PSYCINFO 

371 Cita�ons
CINAHL 

114 Cita�ons 

1401 Non-duplicate 
cita�ons screened 

Inclusion/exclusion 
criteria applied 

439 Ar�cles excluded 
a�er full text screen

505 Ar�cles retrieved

Inclusion/exclusion 
criteria applied 

15 Ar�cles Included

896 Ar�cles excluded 
a�er �tle/abstract 

screen

51 Ar�cles excluded 
during data extrac�on 
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as a way to achieve external validity. Thick description is contrasted 
with thin description which can be seen as a superficial account (see 
Box 2). For example, when studies described theoretical concepts in 
sufficient depth to be relevant to our research questions, we evalu‐
ated these as being relevant to our study (see Appendix S1).
For assessing rigour, we examined the study design, the data collec‐
tion and the analysis (see Appendix S2). Disagreements, for exam‐
ple about whether a narrative intervention should be categorized as 
“outcome” or “experience,” or both, were discussed by both authors 
(AW and JS) until agreement was reached.

3  | RESULTS

3.1 | Overview of included studies

Of the 15 included studies, one study used a qualitative design,25 two 
studies used a mixed methods design,26,27 and twelve studies used a 

quantitative design. Of these twelve studies, nine used a randomized 
(controlled) trial design. In these randomized (controlled) trial stud‐
ies, the main intervention was narrative information with the control 
groups receiving: a culturally targeted presentation,28 general infor‐
mation about CRC,30,32 a stock (ie, no tailoring, no narrative), tailored 
narrative or tailored educational message,33 a numeric risk tool,34 
risk information,35 an educational video about car safety36 and a pro‐
motora and video intervention.37 Narrative interventions were tar‐
geted at various ethnic groups. Three studies were set in the UK, and 
all other twelve studies were set in the United States (see Table 1).

3.2 | Narrative content type

By analysing the content of the narratives, we identified only two 
“process narratives” that informed participants about the decision‐
making process of CRC screening.32,38 We identified six “experience” 
narratives that focused primarily on experiences with CRC or with 
CRC screening. We identified six “outcome” narratives, described by 
seven studies 30,33,35,36,39 that focused primarily on the outcomes of 
the CRC screening decision (see Table 1).

3.3 | Mechanisms of narrative content types

From the framework analysis, we identified four mechanisms and 
eight associated countervailing mechanisms (see Figure 2 for the 
final programme theory).

3.3.1 | Mechanism 1 Process narratives that 
address perceived barriers towards screening lead to 
improved affective forecasting

The process narratives32,38 that we identified described an experi‐
ence from a similar other who had recently made the screening de‐
cision. In these narratives, the character first felt uncertain about 
screening and knew little about screening tests. The character then 
talked about the decision process, including encountered barriers 
towards screening (eg, inconvenience of the screening procedure in‐
cluding having to take the laxative). Dillard and Fagerlin32 described 
how the narrative intervention was tailored to participants’ overes‐
timated barriers towards CRC screening, so‐called “affective fore‐
casts.” For instance, the narrative character stated: “When trying 

Box 1 Inclusion and Exclusion criteria
Inclusion criteria
Empirical studies examining the effects of narratives in the context of CRC screening.
Exclusion criteria.
Studies reporting on cancer diagnosis or treatment (and not screening).
Studies describing narratives that solely promote cancer preventive behaviours, such as smoking, nutrition and physical activity, rather 
than screening.

Studies reporting on the feasibility of narrative interventions in cancer screening. That is, studies that simply examined whether it was 
possible to use narrative interventions, rather than examine the effects of narratives themselves.

Box 2 Criteria used for assessing relevance

Thin description Thick description

Insufficient information to 
enable the programme 
theory to be affirmed or 
replenished

Theoretical concepts are 
described in sufficient depth to 
be useful

Largely atheoretical 
description of narrative 
intervention

Explanation of theories used

Limited or no consideration 
of context in which 
narrative intervention 
took place

Consideration of context in 
which narrative intervention 
took place

Limited or no discussion of 
the limitations of the 
methods

Discussion of the limitations of 
the methods

Description of factors or 
mechanisms mentioning 
only ‘an association’ 
between variables

Description of factors or 
mechanisms mentioning 
“model,” “process,” “functions,” 
“investigates,” “describes,” 
“explains,” “experiences” etc
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to decide about a colonoscopy, I spent a lot of time thinking about 
what the experience would be like.” Dillard and Main38 reported 
how the narrative information also encouraged participants to think 
about the potential harms and benefits of screening and talking to 
a physician, in order to make a deliberate decision. By addressing 
affective forecasting errors, this narrative intervention reduced 
perceived barriers to CRC screening. Addressing perceived barri‐
ers towards screening was shown to increase participants’ interest 
towards screening, reduce perceived barriers and improve affective 
forecasting. This mechanism may work especially for individuals who 
overestimate barriers towards screening. This narrative interven‐
tion, however, had the same effect on knowledge compared to the 
educational intervention, as both interventions contained personally 
relevant CRC information for all participants eligible for screening.32

Countervailing mechanism 1.1: This mechanism may not be effective 
for underserved populations if narratives do not address system 
barriers, such as transportation and costs.

3.3.2 | Mechanism 2 Experience narratives that 
demonstrate the screening procedure lead to 
increased self‐efficacy

Several “experience” narratives demonstrated the screening pro‐
cedure. For example, in the study by Braun and Fong,28 a native 
Hawaiian physician provided instructions on testing and demon‐
strated how to use the FOBT kit to collect stool samples using a 
child's potty and Play‐Doh stool.28 If narratives demonstrated how 
to do the test,25,28,30,31 then the narrative audience felt more con‐
fident that they could do the test themselves and this helped them 
to make a decision about the screening. This in turn led to increased 
self‐efficacy in relation to test completion25,28,30 Another study29 
also suggested that self‐efficacy increased because participants 
read about the experiences from individuals who had already under‐
gone colorectal cancer screening. In the study by Bennett and von 
Wagner,25 participants felt that the narrative information provided 
reassurance about the perceived unpleasantness of the screening 
test: “It takes some of the yuck factor away in that you think, well 
these people are just ordinary people and they've been through it.”

Countervailing mechanism 2.1: This mechanism might not be effective 
if underserved participants are not provided with free or low cost 
home screening test kits, or when the narrative information is not 
being implemented simultaneously with the screening test kit. 31 

3.3.3 | Mechanism 3 Experience narratives that 
depict experiences from similar others lead to 
more engagement

Several “experience” narratives presented CRC or CRC screening ex‐
periences from others who were depicted as “just ordinary people” 
from the community,25 as “real” people,31 similar others,32 but also 

as respected role models in the community.28 For instance, one par‐
ticipant in the study by Bennett and von Wagner25 stated: “saying 
what they do and that they're married and they have children make 
you identify a little bit more with them.” These “experience” narra‐
tives showed that if narratives present a range of experiences from 
similar others, this makes narrative information more reassuring, 
more credible, more vivid, more engaging,32 helps to reduce fears 
people have about the test38 and legitimizes the quotes and sto‐
ries.30 This leads to normalization of cancer screening,25,28 increased 
knowledge about CRC, and an increase in intentions to seek more 
information about screening.38 Experience narratives modelled CRC 
screening conversations in a variety of social settings. By integrating 
humour within the narrative information, resistance towards cancer 
messages was reduced and comfort with talking about screening 
was increased. The participants watching the narrative reported that 
they felt more comfortable talking about cancer screening because 
they could listen to the words the characters used.26

Countervailing mechanism 3.1: This mechanism may not work if the 
depicted experiences are perceived as too highly personalized. 
Highly personalized stories can be viewed as persuasive and 
manipulative and hence generate resistance to the message25,33 
rather than stimulate informed decision making about CRC 
screening. Yet, when a narrative depicts multiple experiences of 
CRC screening, this enables participants to relate to at least one 
person's experience, resulting in the narrative being perceived as 
credible and reliable.25

Countervailing mechanism 3.2: This mechanism may work only if both 
vividness and identification are part of the engagement process. 
Dillard and Main38 found that vividness is more strongly associ‐
ated with CRC screening knowledge and behavioural intentions 
than perceived identification. Cueva and Kuhnley27 showed that 
both Caucasian and Alaska native participants could relate with 
the addressed barriers in the narrative, indicating that the nar‐
rative information was perceived as being vivid by both groups.

Countervailing mechanism 3.3: This mechanism may not work among 
certain ethnic groups if the narrative information does not consider 

F I G U R E  2  Final programme theory
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specific cultural values, beliefs and traditions. In most narrative 
interventions, the target group was involved in the development 
and evaluation of the narrative. Specifically, the use of familiar lay 
terms, availability in different languages, recruiting actors from 
the community and the setting of a typical home or clinic, can in‐
crease perceived similarity with the narrative character.26,27,34

Countervailing mechanism 3.4: When solely presenting narrative in‐
formation, this mechanism might not be effective for those who 
also regard factual information as essential to making a decision 
about CRC screening.25

3.3.4 | Mechanism 4 Outcome narratives that 
focus on outcomes of the CRC screening decision 
increase or decrease anxiety

There was a wide variety in the framing of the psychological and 
physical outcomes of CRC screening within the identified “outcome” 
narratives. Whereas the overall tone within most narrative interven‐
tions was positive (eg, feeling lucky to have had cancer picked up 
early), other narratives were more negatively framed (eg, reporting 
individual's regret of not getting screened earlier). For example, in 
the narrative described by Jensen and King,33 the character, who 
was diagnosed with colorectal cancer, stated: “I should have been 
screened earlier. I knew it was important. I was taking care of every‐
thing but myself.” Lipkus and Green35 found that negatively framed 
messages (ie, about the severity of CRC) were more effective in in‐
creasing screening intentions of individuals compared to those who 
did not receive severity information. Negatively framed cancer mes‐
sages generated fear of cancer by presenting experiences from pa‐
tients living with CRC who emphasized how the disease negatively 
affected their lives. However, stronger screening intentions among 
those who received severity information were generally not main‐
tained at the 6‐month follow‐up.

On the contrary, Cronan and Conway39 found that positively 
framed messages (eg, about the benefits of screening participation) 
were more effective in increasing screening uptake than negatively 
framed messages (eg, disadvantages of not being screened earlier 
and not detecting cancer early) among Caucasians. The study by 
Larkey and Gonzalez34 did not find any effect of a narrative that in‐
cluded information about the risk for CRC and the benefits of CRC 
screening (“if a polyp is found and removed, CRC may be prevented”) 
on anxiety or fear for CRC.

Countervailing mechanism 4.1: Message framing (either positive or 
negative) may not work for certain groups, if the narrative is not 
tailored to personal characteristics. For example, Cronan and 
Conway39 found that the message framing did not work for African 
Americans and Mexican Americans in their study, as the message 
was not culturally tailored and consequently might therefore not 
have been perceived as relevant for all ethnic groups. If narratives 
included oral storytelling traditions, values of humour and values 
of family and community, this made narratives more culturally ap‐
propriate and appreciated by different ethnic groups.27

Countervailing mechanism 4.2: This mechanism may not facilitate in‐
formed decision making, as the focus on psychological and phys‐
ical outcomes of cancer screening, either positively or negatively 
framed, can be selective and misleading.33 For instance, certain 
narratives may only present unusual cancer screening events and 
focus on the benefits of cancer screening only, which may make 
cancer screening seem normative.

3.4 | Mode of information

Narrative information might be effective in influencing decision 
making, regardless of the mode of information (paper‐based, video, 
promotora‐only).37 In addition, Pignone and Harris36 found that nar‐
rative information, in combination with an educational brochure 
that is tailored to an individual's decision‐making stage, increased 
screening intention and uptake. Studies focusing on diverse groups 
showed that as long as the presenter of the narrative information 
is culturally sensitive, the narrative can be successfully presented 
or delivered by any individual, regardless of ethnic background.28,37 
However, the narrative information must be easily accessible to the 
participants. Hwang and Ottenbacher,29 for instance, found that on‐
line narrative information was only accessed by fewer than 60% of 
the participants. This low participation rate may have resulted from 
the requirement of joining an online team. Additionally, McGregor 
and von Wagner30 showed that narrative information might increase 
information overload when it is being added to existing CRC screen‐
ing information.

4  | DISCUSSION

The aim of this review was to understand how, when and for whom 
narratives work in the context of CRC screening. Using the tax‐
onomy by Shaffer and Zikmund‐Fisher21 as our initial programme 
theory, we categorized the included narrative interventions into 
three narrative types: “process,” “experience” and “outcome.” We 
identified only two “process” narrative interventions that tar‐
geted the decision‐making process, six “experience” narratives and 
six “outcome” narratives. We further specified and refined four 
mechanisms, which provide an exploratory account of how these 
narrative content types may work in decision making about CRC 
screening. The following four mechanisms were identified: (a) pro‐
cess narratives that address perceived barriers towards screening 
lead to improved affective forecasting, (b) experience narratives 
that demonstrate the screening procedure lead to increased self‐
efficacy, (c) experience narratives that depict experiences from 
similar others lead to more engagement and (4) outcome narratives 
that focus on outcomes of the CRC screening decision decrease or 
increase fear of CRC.

With regard to countervailing mechanisms, we found that CRC 
screening narrative interventions may not work when system bar‐
riers (eg, costs or transportation) are not addressed, when free 
test kits are not provided, when the narrative information is not 
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implemented simultaneously with the screening test kit, when the 
narrative is perceived as too highly personalized, as not being vivid 
or as not being culturally relevant. This implies that in the develop‐
ment of narrative interventions, public health practitioners should 
first try to understand how specific values and beliefs about CRC 
and CRC screening are important to the target group. This requires 
tailoring cultural characteristics at the individual level, and not just 
at the group level (ie, cultural targeting).40

When implementing narrative interventions into practice, atten‐
tion should be given to the length of the narrative information and 
the appropriate timing of the narrative information. Implementing 
CRC screening at the pre‐invitation stage might not increase the en‐
gagement of participants at that certain time point. 31 With regard 
to “experience” narratives and “process” narratives, certain mech‐
anisms might lead to outcomes (eg, self‐efficacy or affective fore‐
casting) that might facilitate IDM about CRC screening. However, 
most narrative interventions included elements of multiple narra‐
tive types. It is therefore impossible to disentangle whether mech‐
anisms of certain narrative types truly facilitate or bias informed 
decision making. With regard to “outcome” narratives, our findings 
showed that public health practitioners should be cautious when 
emphasizing the benefits of CRC screening only, as this is selective 
and misleading in decision making about CRC screening. In addi‐
tion, positively framed messages might be too reassuring, whereas 
negatively framed messages might increase fear and bias risk per‐
ception. In line with Shaffer and Zikmund‐Fisher,21 we suggest that 
“outcome” narratives should not be used as decision aids. Yet, our 
findings suggest that all narrative types potentially bias decision 
making as most of them presented one‐sided information about the 
potential benefits of screening. To conclude, there is too little evi‐
dence to recommend which mechanisms of narrative types can be 
employed in the context of IDM about CRC screening.

CRC screening programmes must ensure that screening in‐
vitees receive accurate information based on the most recent 
available evidence and information about the potential benefits 
and harms of CRC screening.41 Accordingly, decision aids should 
inform about these benefits and harms of screening, and should 
present these in terms of absolute risk, not relative risk. Moreover, 
the information must not be directive and must facilitate an au‐
tonomous choice.42

4.1 | Limitations

This synthesis of literature on narrative interventions in the context 
of cancer screening has some important limitations. First, the narra‐
tive interventions varied in terms of narrative length, intervention 
(eg, video, leaflet, and testimonial), purpose, content, overall tone 
and participants, making it difficult to compare between the studies 
and categorize the narrative interventions. Second, few narratives 
have been experimentally evaluated and the majority of quantitative 
studies used a cross‐sectional design, precluding causal inference. 
Third, none of the studies assessed decisional certainty, deliberation 
or informed decision making. Therefore, we are not certain whether 

the narrative interventions facilitated decision making that was con‐
gruent with participants’ values and preferences. Fourth, it might be 
possible that we missed studies on CRC screening narratives as we 
focused on studies evaluating narrative effects. Studies that solely 
described the development of narrative, for example, were excluded. 
Fifth, most narrative interventions in the studies were carried out 
in the United States, which means that the development process of 
narrative interventions reflects the access to health insurance and 
care provided in public and private systems. In addition, the focus 
in the United States is more on screening uptake rather than on in‐
formed decision making, through actively promoting the message 
“the best test is the one that gets done.”43 Hence, our synthesis pro‐
vided more empirical evidence on the positive impact of narrative 
interventions in promoting screening uptake than on its influence on 
informed decision making.

5  | CONCLUSION

An important finding of this review is that narratives that solely 
describe the decision‐making process are hugely underrepre‐
sented in the literature on CRC screening narratives. Future 
studies must report on the purpose and the content of narrative 
interventions more clearly in order to understand which and how 
narrative types lead to which outcomes and for whom they work 
(and do not work) in the context of decision making about CRC 
screening participation.
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