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Health education using video recordings in a
general practice waiting area: an evaluation
MAREK KOPERSKI

SUMMARY With the help of a patient participation group
video recordings of health education programmes were
shown in the waiting area of a health centre. Patients could
choose whether or not to watch the programmes. When ask-
ed their views on the project 87% of patients responded
positively, and 50% of those who watched could recall
specific facts presented. There were no significant dif-
ferences in age or sex between those who chose and chose
not to watch the video recordings. However, unemployed
patients and those in social classes 4 and 5 were significant-
ly less likely to watch the programmes than those in social
classes 1-3. The use of video recordings in both primary
care and hospital waiting areas and the possible role of the
health education authority as a central resource is discuss-
ed. This system could provide a useful means of extending
health education, although further research is needed on the
response of different social classes to different forms of
health education.

Introduction
AOST doctors accept that health education is part of their

IVJjob' and some successes have been achieved, especially in
relation to smoking.23 The majority of patients believe their
general practitioner should be interested in lifestyle issues4 and
many patients want more advice. However, the structure of the
consultation is such that it is already difficult for patients to
present their whole agenda,6 and it may be inappropriate for
general practitioners to add to the agenda without altering the
structure and length of the consultation.
The British Medical Association board of science and educa-

tion has recently stated that 'Traditional methods of health
education have not always been successful in reaching less ad-
vantaged members of society, and new methods including com-
munity initiatives should be explored'7 Television, which is ap-
parently universally acceptable, might be able to fill this gap,
especially since there is evidence that most patients learn better
from a video recording than from written instructions.8 The
aim of this study was to determine whether health education
using video recordings in a patients' waiting area is practical,
acceptable to a wide variety of patients and perceived by patients
as useful.

Method
The study was carried out in a group practice of seven partners
and two trainees, caring for 14 000 patients from a health cen-
tre in inner London. A pilot study to examine feasibility preceded
the main study. Both studies were designed and carried out with
the help of the practice's patient participation group.
A video cassette recorder and a 26 inch colour television were

set up in the waiting area. During the pilot study three program-
mes of approximately half an hour each were shown. An
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interviewer administered a questionnaire to 20 patients, and the
receptionists were asked informally for their opinions. The results
suggested the following: (1) patients should be able to choose
whether or not to watch the programme; (2) programme length
should be linked to the average waiting time so that patients do
not miss large parts of the programmes; (3) receptionists should
be able to control the volume or stop the tape; (4) patients should
not be able to alter the television and video recorder controls.

During the main study these points were implemented and
the waiting area was partitioned into two by a heavy curtain.
Ease of access to the two sides was equal and the receptionists
did not attempt to influence the patients' choice of where to
sit. A poster informed patients that health education program-
mes were being shown and that they could choose whether or
not to watch. TWo medical students who had been tutored in
interview techniques by a research assistant, administered a ques-
tionnaire during seven afternoon or evening sessions spread over
a two-week period. To ensure that neither side of the waiting
area became full so that patients could no longer choose where
to sit, times were chosen when few doctors were consulting. Pa-
tients were selected independently from each side of the waiting
area using a rotating system based on seating position to avoid
bias. However, a greater number of those who had not watched
were interviewed because the interviewers had to wait until a pro-
gramme had finished before they could interview those who were
watching. Only one person per family was interviewed and pa-
tients under 16 years old were excluded. The overall numbers
of patients who did and did not watch the video recordings were
noted.
Four 10 minute programmes obtained through the health

education authority were shown on the following topics: the
common cold, injuries resulting from burns, injuries resulting
from falls, and alcohol problems. Also shown were two program-
mes lasting two minutes each: one advised patients how to order
a repeat prescription, and the other was an advertisement for
the patient participation group.

Results
During the study period 161 patients attended of whom 87 (547o)
chose to watch the programmes. Of the 94 patients interview-
ed, 32 had watched the video recording and 62 had not. Seven
patients refused to be interviewed.

Table 1 shows that 87%7 of patients responded positively to
the question 'What do you think about videos being shown here
regularly?'. Only 60o of patients answered negatively and there
were slightly more of these in the group who chose not to watch
the programmes. In the group who had chosen to watch the video
recordings there were more patients who were indifferent and
less who answered positively. A chi-square comparison after sum-
ming the indifferent and negative responses showed no statistical-
ly significant difference between the two groups.

Twenty three of the patients who had watched the video recor-
ding (72%o) said they found the information useful, five (16%7o)
did not find it useful, and four (1307) did not know. The 23
patients who said they found the information useful were then
asked 'What in particular did you find useful?' - 16 made
specific comments indicating that they had learnt some facts
from the video recording, six made general comments which cor-
rectly reported the material presented, and one made comments
which incorrectly reported the material presented.
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Table 1 also shows the socioeconomic status of the groups
who did and did not watch the programmes. There was a
statistically significant difference between the two groups (2 =
7.17, df = 2, P<0.05). There was also a statistically significant
linear trend downwards such that lower socioeconomic groups
and the unemployed were less likely to watch the video recor-
dings than patients from higher socioeconomic groups (X2 =
7.07, df = 1, P<0.01). Deviations from this trend were not
statistically significant.

There was no significant difference in the age distribution of
the groups who did and did not watch the programmes but the
elderly were under-represented in the study sample because many
of the sessions studied were evening surgeries during the dark
winter months. The proportion of women to men was almost
exactly 2:1 in both groups.

Patients who chose not to watch the video recordings gave
the following reasons: 16 wanted to read, seven thought it was
for children, seven did not notice it, six preferred to sit quietly,
six were not interested, five found there was not enough room,
three did not think it was relevant, three were not sure, two were
in pain and seven gave other reasons.
The cost of the equipment (television, video cassette recorder

and tapes) was less than £200 (1988 prices, second-hand).

Discussion
More than half the patients chose to watch the health educa-
tion programmes, and the questionnaire elicited a positive
response to the project from patients who chose to watch and
those who chose not to watch the recording. In addition 50%
of those who watched the programmes were able to quote specific
facts from them.

There were no significant differences in age or sex between
those who did and those who did not choose to watch the pro-
grammes. However, there was a statistically significant linear
trend by social class with patients in groups 4 and 5 being less
likely to watch than those in groups 1-3 and unemployed people
being least likely to watch. This is a worrying finding in view
of the greater health needs of the lower social classes9 and their
tendency to make less use of other preventive services.'0 The
numbers in this study are small so further research is needed
to confirm this finding, and to investigate the relationship bet-
ween other health education methods and social class.

Possible difficulties in setting up a system for showing video
recordings include the time needed to build up and maintain
a library of video cassettes and having enough space to give pa-

Table 1. (a) Responses of patients to the possibility of video recor-
dings being shown regularly in the waiting room and (b)
socioeconomic status of patients.

Number (%) of patients

Chose to Chose not to
watch video watch video Total

(n = 32) (n = 62) (n = 94)

(a) Response to idea
Positive 26 (81) 56 (90) 82 (87)
Indifferent 5 (16) 0 (0) 5 (5)
Negative 1 (3) 5 (8) 6 (6)
Don't know 0 (0) 1 (2) 1 (1)

(b) Socioeconomic groupa
1-3 17 (53) 20 (32) 37 (39)
4/5 6 (19) 14 (23) 20 (21)
Unemployed 3 (9) 20 (32) 23 (24)
Not classifiable 6 (19) 8 (13) 14 (15)
a Registrar General's classifications, except for the unemployed who were
classified separately. n = total number of patients in group.

tients a choice of whether or not to watch the programmes.
Balanced against this is the ease of running the system, its ac-
ceptability to patients and its low cost.

Video recordings have also been successfully used in accident
and emergency waiting areas (Whipps Cross, Kings College and
Charing Cross hospitals in London, and the Royal Sussex
hospital in Brighton) where patients' subjective comments have
been favourable and indicated that, at the very least, the videos
help them pass the time. Accident and emergency staff feel pa-
tients are less aggressive and more compliant, and complaints
about the programmes are rare. Equipment has not been damag-
ed, and there are no reports of patients coming in just to watch
the programmes.
Where commercial interests are responsible for the recordings

entertainment is often favoured over education and there is an
inevitable conflict of interests (Dallas V, Owers D, personal com-
munication); general practitioners should be wary of this. The
problem could be solved if a non-commercial organization such
as the health education authority set up a resource centre from
which advice, information and programmes could be obtained.
The health education authority could encourage widespread use
of videos in general practice and coordinate them as part of a
national campaign, for example, to promote measles, mumps
and rubella vaccination.

This study has shown that video recordings in a patients'
waiting area are a practical possibility and are acceptable to pa-
tients. The use of videos in teaching and patient education has
been shown to be at least as effective as traditional
methods,8'11'12 but the long term educational and behavioural
effectiveness of the method in a waiting area needs further
research. These findings also offer a challenge to health
educators to test whether their methods adequately reach
targeted groups, in particular the lower social classes.
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