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Abstract
Person-centered narrative interventions offer potential solutions to facilitate a connection between the person receiving care

and the person delivering the care, to improve quality of care, and positively impact a patient’s biopsychosocial well-being.
This single-arm feasibility study investigates patient-reported outcomes and barriers/facilitators to the implementation of

an all-virtually delivered person-centered narrative intervention into the person’s electronic health record. Overall, electronic

data collection for the patient-reported outcomes was feasible. All 15 participants felt participating in the study was “easy”
and “enjoyable,” and “not a burden.” The facilitators of implementation included: “helpful to the clinician,” “appreciated look-

ing at me as whole person,” “be seen and heard,” “had a connection and trust,” and “felt comfortable and relaxing.” The

barriers to implementation included: “completing all the paperwork,” “being rushed for time to complete the PCNI,” and

some “emotion” during collection of narrative. The use of person-centered narrative interventions is a way to deploy ded-

icated tools to shift dehumanized healthcare delivery to a more humanized person-centered care that treats people as experts

in their own life narratives by incorporating their beliefs, values, and preferences into their plan of care.
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Key Points

• Evaluating the barriers and facilitators to implementa-
tion for the adapted virtual delivery of the person-
centered narrative interventions (PCNI) is essential
for effective translation to practice.

• For Aim 1, the findings provide a deeper understand-
ing of the barriers/facilitators of PCNI, not just from
the research team, but also from the patient partici-
pants’ perspectives.

• For Aim 2, the study was feasible for conducting the
virtual narrative interview and collecting pre-post
intervention patient-reported outcomes.

Introduction
Person-centered narrative interventions (PCNI) that elicit a
person’s psychological, social, and spiritual experiences
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can contribute to person-centered care recognizing and bring-
ing attention to the varied aspects of an individual’s values,
beliefs, and preferences through the expression of the
person’s narrative. According to narrative theory, when a cli-
nician knows more of the person’s (patient’s) narrative, both
direct and indirect positive effects occur. Narrative interven-
tions have been used in many ways.1-4 Briefly, some PCNI
have used a person’s life review recorded on DVDs or use
of digital storytelling uploaded to YouTube.5-8 However, in
these interventions, the narrative was shared with families,
not the clinical team members, and had limited interface
with a patient’s electronic health record (EHR). In this
increasingly technology-rich health care environment, the
EHR is one of the primary modes of communicating health
care information. Our person-centered narrative intervention
is a cocreated document based on the narrative interview with
persons living with serious illnesses, written in first person
(patient voice), and then after approval from the patient, the
document is uploaded into that patient’s EHR.9-11

Furthermore, in the population of persons living with
serious illness, the use of narratives has been able to reduce
psychological illness impact and positively contributes to
the person’ quality of life.5-7,9-11 Therefore, the innovative
use of the integration of a cocreated person-centered narrative
into that person’s EHR is a potential solution to facilitate a
connection between persons receiving care (patients) and
the persons delivering the care (clinicians) and positively
impact a person’s psychosocial well-being.9-11

Prior to the COVID-19 pandemic, our program of person-
centered narrative intervention studies was delivered
in-person and in acute care settings 9) or in a person’s
home in the community.12 One of the main findings of our
earlier studies was that PCNI provided opportunities for
“connection” between the clinician and the person needing
care.9 The pandemic prompted an immediate shift to care
models using digital technology. Our health care system
reported an increase in portal activation from 3511 enrolled
in January 2020 to 10 077 by May 2020.13 Yet, this mode
of care delivery and conducting research during the pandemic
has influenced “connection”; thus, it was time to take the next
step of transitioning from an in-person delivery of the PCNI
to an all-virtual delivery. During the beginning of the pan-
demic, where available, outpatient clinical practices con-
verted to all-virtual clinical visits—adapting and using all
forms of technology to provide “connection” honoring infec-
tion risks for everyone: the person receiving care, their
family, and the clinicians providing care. We also witnessed
the social isolation brought about by the pandemic.
Therefore, the impetus to use available technology to transi-
tion our person-centered narrative intervention took on
increased importance.

Building on our prior work, this study focuses on the con-
tinued investigation of innovative ways to integrate person-
centered narratives into the EHR. This single-arm feasibility
study has 2 aims: (1) identify barriers to and facilitators of a
virtually delivered person-centered narrative intervention and

(2) determine feasibility of collecting virtually delivered
person-reported outcome measurement data collection.
These adaptations to PCNI for this study included: a new
setting in the outpatient palliative care clinic, a new modality
of collecting research e-consents and electronically delivered
patient-reported outcomes, and cocreating the person-
centered narrative using a virtual platform.

Methods
This study used a single-arm pretest/posttest design14 to collect
data from persons living with serious illness. In this design, all
participants received the PCNI and then followed over time to
observe response to the PCNI. All data collection and study
procedures were conducted virtually, using electronic consent
forms, secure video conference/phone, and REDCap surveys.
The research protocol was approved by the Institutional
Review Board. All participants signed informed consent.

Further details of the PCNI intervention, study design,
recruitment process, and data collection can be found in
our previously published work, “An Electronically
Delivered Person-Centered Narrative Intervention for
Persons Receiving Palliative Care: Protocol for a Mixed
Methods Study”.11

Aim 1: Barriers and Facilitators of PCNI
The research team conducted exit interviews with patient par-
ticipants at the end of their study participation to collect infor-
mation about their experiences of the PCNI. See
Supplemental File A. Exit Interview Guide.

Aim 2: Patient-Reported Outcomes
Per protocol, patient-reported outcomes were completed at
baseline (Time 1), within 48 h after the patient’s narrative
was uploaded to the patient’s EHR (Time 2), and 1 week
after the palliative care new patient visit (Time 3). Three
time points of the patient-reported outcomes were collected
to evaluate changes in the patient’s biopsychosocial well-
being15,16 over time. The first patient-reported outcome was
the PROMIS 29 profile.17 This measure consists of a total
of 29 items, measured from 1 to 5, and assesses the following
8 subscales: physical function, anxiety, depression, fatigue,
sleep, ability to participate in social activities, and pain inter-
ference and intensity. Each subscale has 4 items. The values
for each subscale were calculated as the sum of 4 items, with
a potential range of 4 to 20, where lower values reflect more
favorable outcomes (eg, lower anxiety, lower depression) and
higher values reflect less favorable outcomes (eg, higher
anxiety, higher depression). The second patient-reported out-
comes were the PROMIS Psychosocial Illness Impact
measure.17 This measure consists of 16 items and assesses
negative and positive aspects of the illness experience. In
this measure, participants are asked about psychosocial
illness impact since their diagnosis and we estimated separate
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means for positive psychosocial illness impact and negative
psychosocial illness impact (see Table 1 Study Activities
with Time Analysis).

Aim 1: Barriers and Facilitators of PCNI
Using a qualitative descriptive approach, the participants’ exit
interview transcripts were organized using Excel in a patient
exit interview matrix.18 This matrix was organized by each
exit interview question. These matrices were used to examine
the participant’s responses. These responses were examined
and discussed among the research team until reaching consen-
sus about the final categories of barriers and facilitators.

Aim 2: Patient-Reported Outcomes
SAS Version 9.419 was used for all quantitative analyses of
patient-reported data. Descriptive statistics were used to

summarize responses to sociodemographic variables using
counts/proportions for categorically measured variables and
means/standard deviations (SDs) for continuously measured
variables. Each of the patient-reported outcomes at each of
the 3 time points was summarized using means, SD, and range.

Results
Over the course of the 2-year study, 189 persons were iden-
tified as eligible for the study. We enrolled 20 patient partic-
ipants (planned N). Due to the steps involved in PCNI, we
chose to enroll only those persons who had recently received
an outpatient palliative care consult order. This was purpose-
ful to be able to complete the steps of the PCNI which
include: (1) a narrative interview collection; (2) a review
and approval of the final cocreated narrative with the
patient; and (3) the uploading of the person’s narrative into
the EHR prior to the patient’s visit with a their palliative

Table 1. Study Activities With Time Analysis.

Patient Participant Schedule of Activities (Patient-reported outcomes collected via REDCap)

Time 1: Baseline
PCNI (24-72 h after
baseline)

Time 2:
24-48 h after narrative
upload

Time 3:
1 month after baseline and initial palliative care
appointment

1. PROMIS-29 Profile:

v2.1 (29 items)

2. PROMIS Psychosocial

Illness Impact

a) Positive effect (8)

b) Negative effect (8)

3. Demographics

1. PCNI interview

(Zoom)

2. Member-check (Zoom)

3. Upload narrative to

EHR

1. PROMIS-29 Profile:

v2.1 (29)

2. PROMIS Psychosocial

Illness Impact

a) Positive effect (8)

b) Negative effect (8)

1. PROMIS-29 Profile: v2.1 (29)

2. PROMIS Psychosocial Illness Impact

a) Positive effect (8)

b) Negative effect (8)

3. Exit interview (Zoom)

Patient Participant Study Activities Time Analysis

Step No. Description
Alone or with research
assistant (RA) Mode Time to complete

Research Activities
1 Consent discussion With RA Zoom or phone; email 15-45 min

2 Sign informed consent Alone Email—REDCap survey link 5 min

3 Time 1 outcome

measures

Alone Email—REDCAP survey link Varies

PCNI
4 Narrative interview With RA Zoom Average= 61.7 min

Range= 37.5-94.5 min

5 Narrative write-up N/A (completed by RA) ______ 90-120 min

6 Member-check Alone or with RA Email and/or Zoom or phone Average= 5 days

Range= 1-23 days

7 Narrative upload to EHR N/A (completed by RA) ______ 5 min

8 Notify clinician of

narrative

N/A (completed by RA) Email 5 min

Research activities
9 Time 2 outcome

measures

Alone Email—REDCap survey link Varies

10 Time 3 outcome

measures

Alone Email—REDCap survey link Varies

11 Exit interview With RA Zoom Average= 13 min

Range= 4.7-24.3 min

Abbreviations: PCNI, person-centered narrative interventions; EHR, electronic health record.
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care clinician. Patient characteristics of the n= 19 who com-
pleted demographic data are presented in Table 2.

Aim 1: Facilitators and Barriers
Narrative Interviews. The average length of the narrative
interviews was 61.7 min (range= 37.5-94.5 min). Writing
the narratives took between 90 and 120 min, depending on
the length of the audio recording. The cocreation step
(member-checking) was conducted via email; first, the
research assistant sent the Word document of the partici-
pant’s narrative and instructions for member-checking.
Fourteen of 19 who completed narratives (73.7%) made
changes to the original narrative. For those who preferred
(n= 4), an additional phone call or video conference was
scheduled during which the participant directed the research
assistant in making the requested changes to the document.
The others (n= 15) completed the process on their own,
sending their final version back to the research assistant, or
confirming that they did not want changes. The average

length of time for the member-check process (ie, from
when the research assistant emailed the narrative to when
the final approved version was uploaded to EHR) was 5
days, with a range of 1 to 23 days.

Exit Interview. Only 15 of the 20 enrolled participants
chose to complete the exit interviews at Time 3. In these
exit interviews, the patient experiences with the PCNI were
“positive” overall. All patient participants except one (P7),
confirmed they discussed their cocreated narrative with
other individuals. These individuals included: “palliative
care clinician, doctor, faith counselor, therapists, family
(husband, wife, son, children), close friends, and persons
who have the same diagnosis.” Only 2 of 15 patients reported
their palliative care clinician was the one who initiated the
conversation about their narrative.

Facilitators
All 15 participants felt participating in the study was “easy”
and “enjoyable,” and “not a burden.” In response to inquiries
about what they liked about participating in the study, the
participants responses included: “helpful to talk through the
tough aspects of disease,” “helpful to the clinician,” “appre-
ciated looking at me as whole person,” “be seen and heard,”
“had a connection and trust,” and “felt comfortable and relax-
ing.” When the patient participants were asked to describe
what they didn’t like about participating in the study, all 15
participants said “nothing,” and all participants confirmed
they would be willing to participate in the study again.
Regardless of this initial “nothing” response, some patient
participants did report tips to improve the processes of the
PCNI and decline the barriers to their experience.

Barriers
Barriers reported by the participants were: “completing all
the paperwork,” “being rushed for time to complete the
PCNI” before their new patient palliative care visit, and
some emotional responses during collection of narrative,
that is, “we cried a little bit.”Despite this emotional response,
participants described that this sharing of their narrative pro-
vided an opportunity to be “moving on” as this was helpful to
process their story with another person, and the process was
“gratifying.” In Table 3, we have included additional verba-
tim quotes from the patient exit interviews.

Aim 2: Patient-Reported Outcomes
Electronic e-mail recruitment was a challenge. Overall, 20 of
189 persons contacted for participation enrollment, there was
only an uptake of 10.6%. However, once the participant
enrolled, the narrative interview completion rate was 95%
(n= 19) and patient-reported outcome data collection com-
pletion rate was 84.2% (n= 16 of 19 narrative interview com-
pleters) (see Figure 1)20 and for CONSORT 2010 statement:

Table 2. Description of Patient Participants.

Mean (SD) or No. (%)

Age, Mean (SD) 52.12 (16.13)

Sex/Gender, N (%)

Male 5 (26.3%)

Female 14 (73.7%)

Marital status, N (%)

Singe/Never Married 2 (10.5%)

Married/Living with partner 10 (52.6%)

Divorced/Separated 6 (31.6%)

Widowed 1 (5.3%)

Education, N (%)

High School Diploma/GED 1 (5.3%)

Some College/Trade School 5 (26.3%)

College Degree 3 (15.8%)

Graduate Degree/Some Graduate School 9 (47.4%)

Missing 1 (5.3%)

Health score, N (%)

Excellent 2 (10.5%)

Very Good 2 (10.5%)

Good 8 (42.1%)

Fair 3 (15.8%)

Poor 4 (21.1%)

Ethnicity, N (%)

Hispanic/Latino 0 (0.0%)

Non-Hispanic/Latino 14 (73.7%)

Missing 5 (26.3%)

Race, N (%)

Asian 0 (0.0%)

Black/African-American 0 (0.0%)

Native American/Alaska Native 0 (0.0%)

Native Hawaiian/Samoan/Pacific Islander 0 (0.0%)

White 18 (94.7%)

Other 0 (0.0%)

Missing 1 (5.3%)

Abbreviation: SD, standard deviation.
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extension to randomized pilot and feasibility trials checklist,
see Supplementary File A.10

Overall, collection of patient-reported outcomes over time
was feasible. Initially, 23 participants completed the elec-
tronic consent process for enrollment in the study. Three
participants were lost to follow-up post enrollment, leaving
20 participants who completed T1 baseline measures.
However, only 19 participants completed the narrative inter-
view and T2 outcome measures, where one participant after
completing the baseline measures chose to not complete
the narrative interview and did not continue in the study.
Therefore, follow-up data were obtained by n= 19 at T2
(94.7% retention) and n= 16 at T3 (84.2%). This demon-
strates the feasibility of obtaining longitudinal patient-
reported outcome data in the outpatient palliative care
setting. However, there was variability in the amount of
time elapsed between follow-ups, where T2 data were
obtained a mean of 16.33 days after T1 data collection (SD
= 6.50, range from 7 to 29 days) and T3 data were obtained
a mean of 30.38 days after T1 data collection (SD= 9.14,
range from 13 to 49 days).

Sample size, mean values (SDs), and ranges for patient-
reported outcome measures at all waves are presented in
Table 4. There were varied improvements across time on the

subscales of the PROMIS-29 patient-reported outcomes,
where lower values reflect an improvement in the outcomes
(eg, lower anxiety, lower depression). For example, there was
a decrease in depression values from T1 to T2 and a decrease
in pain interference from T1 to T3, suggesting an improvement
in depression and pain interference over the 3 time points, sug-
gesting directions for future research. Although the study was
not powered to detect significant changes over time, these
results suggest directions for future research.

Discussion
Findings from this pre-post single-arm feasibility study pro-
vided insights into areas to improve the integration of the
PCNI into clinical flow. Evaluating the barriers and facilita-
tors to implementation for the adapted virtual delivery of
the PCNI is essential for effective translation to practice.
For Aim 1, the findings provide a deeper understanding of
the barriers/facilitators PCNI, not just from the research
team but also from the patient participants’ perspectives.
For Aim 2, the study was feasible for conducting the
virtual narrative interview and collecting pre-post interven-
tion patient-reported outcomes. However, the feasibility of
electronic e-mail recruitment was not feasible. We only had

Table 3. Barriers and Facilitators.

Facilitators Barriers

I think we always like to tell our story a little bit. It’s kind of gratifying. And to have

someone help you look at it.

(P2)

So they can already have a feel for who you are. Because that’s what we all want. For
people to know our personalities and families and concerns and all these different

kind of things about who you are. Yeah, because I think that people want to tell our

story to somebody, but when you go in it’s not the most conducive time. So then

you make good use of your time when you’re there.

(P2)

I think we always like to tell our story a little bit. It’s kind of gratifying. And to have

someone help you look at it.

(P3)

I liked getting to say some things that I haven’t said before out loud. (P4)

I’ve been dealing with my illness and comorbidities for 18 years. That’s a long time and

that’s a long time of being one thing 18 years ago and being something else now.

That’s a lot of history for doctors. I told her I get doctors with

deer-in-the-headlights looks, like whoa that’s a lot. And it is. But you know, with

something like this it helps people with a lot of history and makes us more human

rather than just a number. Rather than just a case. (P10)

I really enjoyed the outcome which was a full on written story about Parkinson’s and
me. (P8)

I feel like it gave me a chance to be heard as far as letting people know where I’m
coming from. And when I got into the palliative care meeting, I felt like I wasn’t being
judged. The main part of it was feeling like I could be heard and feel that I was

understood before I ever walked in the door. (P18)

The only problem I had [interviewer] was that the

day of our meeting was the deadline. So it had to

be done very quick. (P8)

Paperwork that makes it difficult. (P9)

the interview was emotional and draining and tiring.

But so is every time I talk about it to anybody. If I

really get into where I am and who I am and those

kind of questions. But it wasn’t anything that was
over, how do you say, abnormal or I wasn’t able to
handle or control. (P10)

Coats et al 5



a 10.6% response rate to 189 e-mails sent to potential patient
participants. In our prior studies with in-person recruitment,
our success in recruitment has been much higher.9,10

Therefore, future studies should consider the use of in-person
recruitment more feasible than e-mail recruitment. Using
implementation as a framework, future research should con-
sider differences in settings where PCNI are collected. In our
studies of the PCNI, there was a noted difference in the facil-
itators and barriers in this outpatient versus our other studies
of the PCNI which have been conducted in the inpatient
setting. The concept of “Time”was a key point of discussion.
The average total patient time to collect the narrative was
61.7 (range 37.5-97.5) minutes, with an average of 5
(range of 1-23) days to complete the member-check of
editing their narrative before uploading it into their EHR.
Due to the nature of this study, in which all study activities

were completed remotely and relied on digital communication,
the research team discovered early on that it was more chal-
lenging to achieve consistent time frames than in a traditional
face-to-face research study. The time to conduct the narrative
interview and other study activities for this virtual/outpatient
setting was longer than our prior inpatient setting studies of
the PCNI. Additionally,9,10 patient participants in this setting
were more engaged in the member-check process and the
member-check processes took longer to complete (mean
length= 5 days) than in previous studies of PCNI in the inpa-
tient setting. One participant did speak to lack of “time” which
was a barrier. This person wanted more time to complete the
narrative interview processes.

Therefore, the research assistant aimed to build flexibility
in the schedule from the time of enrollment. For example, the
aim was to complete the narrative interview at least 2 weeks

Figure 1. CONSORT diagram.
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prior to the participant’s first palliative care appointment.
This allowed for 24 to 48 h to write the narrative and
return it to the participant followed by several days to com-
plete the member-check process, upload the narrative to the
EHR, and notify the palliative care clinician at least 2 days
prior to the new patient visit in the palliative care clinic.
This generous timeline also allowed for rescheduling inter-
views, which was a somewhat common occurrence since
the participants were at home and had competing life/work/
family obligations. The research assistant also communicated
the timelines and the reasons for them to the participants to
foster mutual understanding and investment in the process.

For the PCNI, the characteristics of patient participants
should also be considered. The type and acuity of a person’s
illness and the functional limitation imposed by a person’s
illness must be considered. For example, the speech and motor
difficulties secondary to neurological conditions for some of
these patient participants did create additional challenges. One
of theoutpatient clinics inwhich recruitment tookplacewasneu-
ropalliative care, thus there were some study participants who
had challengeswith speech ormotor skills due to their neurolog-
ical conditions. The key to success was offering options to
accommodate ability and comfort at various steps in the study
process. For example, one participant had severe ataxia that
impaired speech. In this case, all phone calls and video confer-
ences were scheduled such that the participant’s sister could be

present to assist the research assistant in understanding the par-
ticipant’s words when needed. Another participant experienced
stuttering, and part of the consent processwas discussing how to
accommodate this. The participant had concerns about being
understood and how much time the interview would take; the
research assistant told him that there were no time limits on
the interview and no concerns about the participant having to
repeat for clarity, if he was comfortable with it. This challenge
was best met with transparency, discussing options up front
during initial conversations about study participation, and con-
tinuing to offer flexibility as needs arose throughout the study
process. It was also key to exhibit patience and sensitivity in
all interactions, to foster an experience that felt comfortable
and accepting to the participants.

Limitations
For the PCNI, the type of setting and participant demographics
should also be considered. The outpatient setting is distinctly
different compared to our acute care setting studies, where
time and space for conducting PCNI data collection is more
limited.9,10 For this study in the outpatient setting, participating
in the PCNI and the resulting narrative seemed to have more of
a legacy aspect. Whereas in the acute care setting, patient par-
ticipants have less physical/mental ability and time to spend
with the cocreation processes.9,10 Additionally, the acute care

Table 4. Patient-Reported Outcomes.

T1 T2 T3

PROMIS-29 Anxiety

Mean (SD) 9.37 (3.80) 8.89 (4.36) 8.38 (5.06)

n, range n= 19, 5.0-17.0 n= 18, 4.0-20.0 n= 16, 4.0-20.0

PROMIS-29 Depression

Mean (SD) 9.42 (4.44) 8.39 (4.80) 9.13 (4.91)

n, range n= 19, 4.0-18.0 n= 18, 4.0-20.0 n= 16, 4.0-20.0

PROMIS-29 Physical Function

Mean (SD) 11.00 (5.91) 11.28 (5.98) 10.50 (6.59)

n, range n= 19, 4.0-20.0 n= 18, 4.0-20.0 n= 16, 4.0-20.0

PROMIS-29 Fatigue

Mean (SD) 11.05 (4.75) 10.94 (4.63) 10.44 (5.30)

n, range n= 19, 4.0-20.0 n= 18, 5.0-20.0 n= 16, 4.0-20.0

PROMIS-29 Sleep

Mean (SD) 11.37 (3.37) 10.67 (4.24) 10.13 (3.90)

n, range n= 19, 7.0-17.0 n= 18, 5.0-19.0 n= 16, 5.0-16.0

PROMIS-29 Social Roles

Mean (SD) 12.89 (4.71) 12.61 (4.95) 12.13 (5.39)

n, range n= 19, 5.0-20.0 n= 18, 4.0-20.0 n= 16, 4.0-20.0

PROMIS-29 Pain Interference

Mean (SD) 11.05 (5.57) 11.06 (5.85) 8.44 (5.06)

n, range n= 19, 4.0-20.0 n= 18, 4.0-20.0 n= 16, 4.0-20.0

PROMIS Psychosocial Impact: Positive

Mean (SD) 3.64 (0.75) 3.47 (1.04) 3.59 (1.08)

n, range n= 19, 2.8-5.0 n= 17, 1.0-4.86 n= 16, 1.75-5.0

PROMIS Psychosocial Impact: Negative

Mean (SD) 3.09 (1.2) 3.18 (1.27) 3.02 (1.38)

n, range n= 19,1.14-5.0 n= 17, 1.13-5.0 n= 16, 1.13-5.0

Abbreviation: SD, standard deviation.
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setting can create disempowerment for the hospitalized person,
as they are trying to survive the acute phase of their illness
during their hospitalization and understandably may invest
less energy into the narrative process.9,10 Another limitation
was the lack of a diverse demographic representation. In this
study, the sample was mostly female (74%), white (95%),
Non-Hispanic/Latino (74%), and almost half had some
graduate-level education (47%). We did not collect demo-
graphics of those individuals who did not respond to recruit-
ment e-mails. Future studies should consider evaluating the
demographics of those who did not respond and consider the
feasibility in a more diverse sample.

Digital literacywith this all virtually delivered PCNI also had
significant differences that our in-person PCNI studies. Among
these study participants, there was a range of ease and comfort
with the technology required to complete the all-virtual study.
To ensure accessibility, the research assistant provided
step-by-step (“click-by-click”) instructions for completing the
electronic consent and electronic surveys. The research assistant
also offered to have an additional phone call to guide the partic-
ipant through the steps of the electronic consent if needed.
Additionally, the member-check process was initiated by
sending the participant a Word document of their narrative and
offering them the option to incorporate changes themselves or
meet with the research assistant via phone or videoconference
so they could dictate the desired changes. Some participants (n
= 4) stated they did not feel adept using Word and opted for
the latter option. The key to success was to offer options at
each step to accommodate varying degrees of digital literacy
and comfort. In addition to digital literacy, all of the persons
enrolled in our study had access to digital technology of email,
Internet, and Zoom. Issues related to digital literacy and equita-
ble access to digital technology must not be forgotten. Larger
studies must incorporate into their designs dedicated ways to
not exclude marginalized populations that may not use digital
technology or have access to the technology.21,22

Conclusions
An increased understanding of psychological, social, and spiri-
tual needs from the perspective of the person with a serious
illnesswill help cliniciansdevelop tailoredperson-centered inter-
ventions based on that person’s values, beliefs, and preferences.
The use and integration of narrative interventions into theEHR is
a way to deploy dedicated tools to shift dehumanized healthcare
delivery. A delivery of care that treats people as experts in their
own life narratives by incorporating their beliefs, values, and
preferences into their plan of care. This study continues to (1)
build on the foundations of our prior PCNI research and (2) con-
tribute important information for the refinement of the PCNI in a
new setting with a new mode of delivery.

Close collaborationwith key stakeholders and end users such
as patients, families, and clinicians allows for the early identifi-
cation of barriers and facilitators that can jeopardize the success
of the integration of PCNI. This work provides insight into
implementation of a complex intervention into complex health

systems. The knowledge gained from this study provides the
necessary information to guide future PCNI implementation,
inform the best practices to scale up PCNI, and sustain imple-
mentation of PCNI across different health care settings.
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