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Giving patients an audiotape of their GP
consultation: a randomised controlled trial
Christine Liddell, Gordon Rae, Tom RM Brown, David Johnston, Vivien Coates and John Mallett

Introduction

THE potential benefits of providing medical patients with
an audiotaped recording of a consultation were first

written about 25 years ago.1 A recent review of studies car-
ried out in oncology units concluded that audiotapes were
preferred by patients over a summary letter, created less
clinical workload than summary letters, and were well
received by patients and their families.2 Tapes are listened
to by about three-quarters of the patients who take a tape
home, and the majority of them share it with one or more
relatives or family friends.3 Averaging across studies,
roughly 80% of those who listen to an audiotape of their
medical consultation rate it as useful or very useful.4

Oncology studies have reported the technique’s positive
contribution to:

• patient satisfaction with treatment,2

• reducing anxiety and depression,4

• increasing patient–practitioner partnership,5

• increasing patient recall,6 and
• helping patients share information about their medical

condition with people in their support network.7

Audiotapes of a consultation comprise a personal and
wholly relevant information package, especially when com-
pared with alternative supplementary information such as
leaflets or general videotapes.8 Offering patients the option
of an audiotape also locates the patient–doctor relation-
ship in a more egalitarian framework.9 McConnell et al10

noted a gradually increasing endorsement among medical
practitioners for patients having personalised information
about their illness. This runs parallel to recent National
Health Service (NHS) endorsement of patient empower-
ment and improved partnership between doctor and
patient,11 as well as the Department of Health’s recent sup-
port for developing expert patient models.12 Most studies
evaluating audiotapes of consultations have taken place in
oncology clinics, usually with a single clinician,7 and few
have been well-controlled experiments.13 The present
study investigates audiotapes in general practice, and
comprises the first investigation of their use in family 
medicine. The aims of the study are: 

• To assess the efficacy of taping consultations from
patients’ points of view.

• To examine whether patients who are provided with a
tape show better adherence to general practitioner
(GP) advice.

• To examine whether patients who are provided with a
tape express less anxiety than controls when asked
about their condition at follow-up. 
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SUMMARY
Background: Providing patients with an audiotape of their medical
consultation has been a relatively common practice in oncology
clinics for some years. However, broader generalisability of the
technique has yet to be examined.
Aims: To investigate the efficacy of providing patients with an
audiotape of their consultation in a general practice setting. 
Design of study: Randomised controlled trial: 95 experimental
participants, 85 controls.
Setting: Routine surgeries run by two general practitioners (GPs) in
two different health centres. 
Method: All patients attending GP appointments were eligible for
inclusion. Patients were followed up by telephone 7–10 days later.
Results: More than half (61%) of the patients who received a tape
listened to it. Among listeners, 64% rated the tape useful or very
useful; 24% noticed information not heard in the consultation. Half
of listeners (46%) said that their understanding of the consultation
improved after listening to the tape. Half of the listeners (48%)
shared the tape with others, of whom 71% found sharing helpful or
very helpful. However, 21% of those who shared the information
with others found this unhelpful or very unhelpful, suggesting that
patients may need to be briefed on the potential risks of sharing. At
follow-up a week later, it emerged that being given a tape had no
effect on adherence with GPs’ advice, nor on anxiety about
conditions. 
Conclusion: Providing patients with an audiotape of their GP
consultation was positively rated by many patients. Although there
were no detectable clinical effects at follow-up, the technique merits
further evaluation in general practice.
Keywords: anxiety; family practice; patient compliance;
physician–patient relations; randomised controlled trial; tape
recording.



Method
The study comprised a randomised controlled trial,
approved by the University of Ulster Local Research Ethics
Committee. A consolidated standard for reporting clinical tri-
als (CONSORT) flow diagram (Figure 1) details the sample
and process of the study.

Consenting patients (n = 193) were recruited from two
Northern Ireland general practice surgeries as they arrived
for routine appointments. All consenters had their consult-
ation audiotaped. Patients were assigned to experimental
and control groups at the end of the consultation, by choos-
ing between two upturned beakers under which discs had
been placed. A red disc assigned them to the experimental
group (n = 103), and these patients were given their audio-
tape to take home. A blue disc assigned patients as con-
trols (n = 90); their tapes were placed in a sealed disposal
unit. To help ensure that patients trusted the randomisation
procedure, both beakers were scrambled around before
being choosen. After assignment to the appropriate group,
patients were then shown the colour of the disc under the
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HOW THIS FITS IN

What do we know?
Providing patients with a tape recording 
of their medical consultation is well known 
for its efficacy in oncology clinics. 

What does this paper add?
This study is the first randomised controlled trial of the
technique in general practice. Although being given 
a tape had no measurable clinical effects, patients’
assessments of being given a tape were primarily 
positive. For example, more than half of the experimental
group listened to the tape, two-thirds of listeners rated it
helpful, and a quarter of listeners noticed new 
information from the consultation. Given the low cost and
minimal time needed to use tapes as an aid to patient
communication, they could make a modest contribution to
clinical efficacy.

Randomised (n = 193)

Assessed for eligibility 
(n = 202)

Refused to participate (n = 9)

Allocated to intervention (n = 103)

Followed up and had listened
to tape (n = 58)

Allocated to control (n = 90)

Followed up
(n =85)Followed up and had not listened to tape

(total n = 37): 
Consultation too simple (n = 9)

No need but tape kept in case (n = 2)
No need — would have liked tape of 

previous consultation(s) (n = 9)
Privacy required before listening (n = 1)

Faulty tape recorder at home (n = 2)
Did not want to listen to own voice (n = 2)

No time yet (n = 5)
Not interested (n = 5)

Forgot (n = 1)
No reason given (n = 1)

Lost to follow-up due to 
incorrect telephone number 

(n =5)

Lost to follow-up due to incorrect 
telephone number (n =6)

No reply for 5 days (n = 2)

Figure 1. Details of sample.



remaining cup — a sometimes neglected element of
achieving informed consent from patients, who may other-
wise doubt whether the discs were of a different colour, or
wonder whether they had in fact been pre-assigned to a
particular group.14 Before leaving, patients scrambled the
beakers again ready for the next patient. A member of the
health centre’s support staff completed a form detailing
consenters’ age, sex, and consulting frequency over the
previous 6 months.

After 7–10 days, a researcher contacted experimental and
control patients by telephone. Patients were identifiable only
by code number, telephone number, and first name. 

Measures and scoring
Measures were selected with four considerations in mind:

• Minimal time should be required by patients in order to
participate in the study.

• Measures were generic enough to suit the wide range of
ailments about which patients were consulting their GP.

• Measures were robust enough to permit reasonably
accurate responses from patients after a 7-day time
lapse between consultation and follow-up.

• Measures were suitable for a short telephone follow-up,
rather than paper-and-pencil administration.

The most important consideration was that patients
should not have to invest much time participating in the
study. People attending their GP for a routine appointment
were unlikely to return detailed questionnaires through a
postal follow-up, and were equally unlikely to consent to a
telephone follow-up lasting more than 10 minutes. The aim
of this study was to assess tape efficacy in the widest GP
context, and patients who dropped out at the review stage,
or did not consent in the first place because the study
required effort, would have biased the results. Hence, each
variable comprised a single-item measure rated on a 4- or 5-
point Likert scale. Table 1 describes the measures in brief,

with a fuller account contained in Supplementary Tables 1
and 2.

Experimental and control groups were compared using
an intention-to-treat paradigm, that is, the experimental
group includes all the original patients who were intended
for treatment, regardless of whether they had listened to the
tape or not.15

Statistical methods
Descriptive statistics and 95% confidence intervals (CIs) for
the differences between the means of the experimental and
control groups on the patient characteristics are listed in
Table 2. A 2 x 2 between subjects analysis of variance was
performed on ‘anxiety about condition at follow-up’ and
‘adherence with doctor’s advice’. Independent variables
were sex and treatment (tape/no tape), factorially combined.
Analyses were performed using SPSS for Windows version
10, using a Type III Method for decomposing the sums of
squares. This corresponds to Overall and Spiegel’s16

Method 1, which Tabachnik and Fidell17 recommend for non-
orthogonal designs of this nature. Because of the risk of a
Type I error introduced by the testing of multiple statistical
hypotheses, a more rigorous level of P<0.01 was applied
when assessing statistical significance.

Prior to carrying out the factorial analysis of variance
between groups (ANOVAs), a power analysis was conduct-
ed.18 This indicated that with n = 200, α = 0.05 and a small-
to-medium effect size (for example F = 0.20) the power of a
test for the two main effects and the interaction effect would
be 0.80 for the primary outcome, namely ‘anxiety about
condition’. Setting the α level to 0.01 for the secondary 
outcome, ‘adherence with doctor’s advice’, yielded a power
value of 0.59. 

Results
As indicated in Figure 1, 202 patients were asked to partic-
ipate in the study, nine refused, and 13 (eight experimental,
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Table 1. Measures used to assess the effects of audiotape provision.

Variable Measure used

Matching variables Age
(gathered from all Sex
participants) Frequency of consultation in last 6 months

Control over condition: extent to which patients felt they could maintain good 4-point scale
health through their own actions 
Understanding: patients rated how much they understood the consultation 5-point scale
at the time they left the GP
Satisfaction: patients rated their satisfaction with the consultation at the time 5-point scale
they left the GP

Outcome variables Adherence: level of concordance with GP’s advice at the time of follow-up 5-point scale
(all participants) Anxiety: how anxious patients felt at time of follow-up 5-point scale
Tape use: 

All How many times listened?
Non-listeners Reason for not listening
Listeners Understanding of consultation: after listening to the tape 5-point scale

Usefulness of tape 5-point scale
Extra information: item(s) on the tape that had not been heard during the consultation Yes/No
Did anyone else listen? Yes/No
Who? 
How helpful was sharing the tape? 5-point scale



five control) were lost at follow-up (mainly because of 
incorrect mobile telephone numbers). This yielded a final
sample of 95 experimental patients and 85 controls.
Patients lost at follow-up did not differ greatly in age, sex, or
consulting frequency from those patients who were traced.
Table 2 outlines patient characteristics. As expected, 
experimental and control groups were equivalent in aspects
such as age, sex, and mean consulting frequency. Patients
had derived a generally high level of understanding and
satisfaction from their consultation, even before the experi-
mental group took the tape home.

Tape usage
More than half (61%) of patients who were offered a tape
had listened to it by 7–10 days post-consultation. In most
instances, the tape was listened to one or two times (mean
= 1.5). About half (48%) of the patients who listened to
their tape also shared it with others, usually their spouse.
Almost three-quarters (71%) of patients who shared a tape
with others rated this as ‘helpful’ or ‘very helpful’, although
21% of sharers found sharing ‘somewhat unhelpful’ or
‘very unhelpful’. Two-thirds of those who listened to the
tape (64%) rated it as useful or very useful. Additionally,
46% of listeners said that the tape improved their under-
standing of the consultation. A quarter of listeners (24%)
noticed additional information on the tape.

Experimental participants who had not listened to the tape
(n = 37), were asked if there was any particular 
reason why they had not done so. Of these, two patients had
encountered faulty tape recorders, one patient was awaiting

privacy, and two said they still intended to listen. A quarter of
those who declined to listen to the tape (26%) felt that it had
not been needed because their consultation had been
straightforward, and/or for a very simple health matter, such
as a sore throat. Nine of these patients would have liked a
tape of one or more previous consultations with their GP. 

Exploratory analyses using binary logistic regression
compared listeners with non-listeners in terms of age, sex,
number of previous consultations, satisfaction with the con-
sultation, understanding of consultation, and control over
condition. None of these factors differentiated listeners from
non-listeners.

Experimental and control group comparisons
As noted earlier, experimental and control group compar-
isons were carried out using an intention-to-treat paradigm;
results are contained in Tables 3, 4 and 5. For ‘anxiety about
condition’ there was neither a significant sex difference in
the scores, nor was there a significant difference in anxiety
between the tape/no tape groups. The interaction effect was
also non-significant. 

A similar analysis was carried out using ‘adherence with
doctor’s advice’ as the dependent variable. As indicated in
Tables 3 and 5, experimental and control groups did not
greatly differ in their adherence rates, nor was there any
main effect for sex, nor any interaction between tape/no-
tape and sex. The probability values given in Table 5 should
be regarded as approximate, since the data were negatively
skewed — the majority of patients rated their adherence as
being either very high (76%) or high (12%). 
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Table 2. Patient characteristics: experimental and control groups.

95% CI for differences 
Measure Total Tape No tape between means

Total participants 180 95 85
Females 88 43 45
Males 92 52 40

Mean age in years 40 40 39 
Control over condition: mean rating (SD) 2.15 2.15 2.15 -0.33 to 0.34

where 4 = very high control (1.12) (1.10) (1.15)
Mean consultation frequency in past 6 months (SD) 1.09 1.09 1.09 -0.24 to 0.24

(0.81) (0.86) (0.75)
Pre-tape understanding of consultation: 3.76 3.73 3.80 -0.06 to 0.21

mean rating (SD) where 4 = very good (0.45) (0.49) (0.40)
Pre-tape satisfaction with consultation: 3.73 3.75 3.71 -0.21 to 0.13

mean rating (SD) where 4 = very good (0.59) (0.60) (0.57)

aSD = standard deviation.

Table 3. Experimental and control group comparisons for outcome variables.

95% CI for differences 
Outcome measure Total Tape No tape between means

Level of anxiety about condition at follow-up: 1.44 1.21 1.69 0.06 to 0.91
mean rating (SD) where 4 = very anxious (1.46) (1.35) (1.54)

Adherence with doctor’s advice at follow-up: 3.61 3.63 3.58 -0.29 to 0.18
mean rating (SD) where 4 = adhered entirely (0.79) (0.73) (0.85)
with doctor’s advice 

aSD = standard deviation.



Discussion
Summary of main findings
Every patient attending a consultation during the data col-
lection phase was eligible for inclusion. Although the study
detected no significant clinical effects at follow-up, more
than half (61%) of the experimental group listened to their
audiotape. This represents a high participation rate, given
that several factors mitigated against tape usage. 

When non-listeners were asked if there was any particular
reason why they had not listened to the tape, the most com-
mon explanation given (by 26%) was that they had attended
the GP about very minor issues, and saw no need to listen
to the tape. Additionally, at follow-up patients rated their
understanding of, and satisfaction with, the consultation (as
they perceived these when they left the surgery) very highly.
Given these factors, listening rates seem highly satisfactory,
comparing well with rates of between 56%19 and 75%7 that
have been reported in oncology studies. 

Although 46% of those who had listened to their tape said
that it improved their understanding of the consultation, a
larger number (64%) of listeners rated their tape as ‘useful’
or ‘very useful’. Given the same mitigating factors that are
mentioned previously, this compares well with 81%4 to
96%7 of oncology patients who gave tapes a favourable
usefulness rating. Taken together, these data suggest 
that some of the benefits of tapes go beyond a simple
process of improved comprehension. An opportunity to
share information with others might have been an addition-
al advantage, since half (48%) of the patients who listened
to the tape also shared it with others.

Of those who shared the tape with others, sharing was
rated ‘helpful’ or ‘very helpful’ by almost three-quarters
(71%). Some of the benefit participants see in tapes might

lie in the potential that such tapes afford for accurate shar-
ing of information. On the negative side however, 21% of
sharers found the sharing ‘somewhat’ or ‘very unhelpful’.
When selecting patients suitable for taping, GPs may wish
to consider potential negative effects of sharing, and
patients may need to be advised about the risks associated
with this.

A quarter (24%) of listeners heard information they had not
heard during the consultation, compared with 61% of cancer
patients.8 This is likely to be the result of routine GP consul-
tations being typically less stressful experiences, and to
there being less new information to take in.

Strengths and limitations of this study
The measures used in the study were single items rated
on a 4- or 5-point scale. This ensured that patients were
required to invest relatively little time and effort in the
study and helped ensure high levels of participation and
follow-up. Through this an unbiased assessment of tape
efficacy in general practice could be made. However,
more detailed measures, perhaps using postal follow-up
and paper and pencil assessments, could be considered
for future studies. 

The study did not explore a sustained programme of 
providing patients with audiotapes, that is, across several
consultations. Schapira et al,5 for example, reported that can-
cer patients become more active in their decision-making
over time, after their involvement in recording. Ford et al6 also
highlighted the value of using the next consultation as a fol-
low-up measure, reporting an increase in patient requests for
clarification based on what they had heard on the tape. 

Patients might also be able to use a more regular prov-
ision of tapes as a means for honing their doctor–patient
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Table 4. Analysis of variance for anxiety about condition at follow-up.

Source Sum of Degrees of Mean Partial eta 
squares freedom squares f P-value squareda

Sex 1.33 1 1.33 0.65 0.421 0.004
Tape/no-tape 10.19 1 10.19 4.97 0.027 0.027
Sex x tape/no-tape 8.24 1 8.24 4.02 0.046 0.022
Error 360.59 176 2.05
Corrected totalb 380.33 179

aPartial eta squared is SS effect/(SS effect + SS error) where SS effect is the sum of squares for the main or interaction effect and SS error is the
sum of squares for the error term. It indicates the proportion of variance of the dependent variable that is accounted for by a particular main or
interaction effect. bTotals are corrected for degrees of freedom, therefore they are not the sum of squares.

Table 5. Analysis of variance for adherence with general practitioners’ advice.

Source Sum of Degrees of Mean Partial eta 
squares freedom squares f P-value squareda

Sex 2.35 1 2.35 3.84 0.052 0.021
Tape/no-tape 0.22 1 0.22 0.36 0.551 0.002
Sex x tape/no-tape 1.02 1 1.02 1.67 0.199 0.009
Error 107.65 176 0.61
Corrected totalb 110.99 179

aPartial eta squared is SS effect/(SS effect + SS error) where SS effect is the sum of squares for the main or interaction effect and SS error is the
sum of squares for the error term. It indicates the proportion of variance of the dependent variable that is accounted for by a particular main or
interaction effect. bTotals are corrected for degrees of freedom, therefore they are not the sum of squares.
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communication skills. As McGee and Cegala20 argued,
considerable attention has been given to the enhancement
of doctors’ communication skills, although patients 
too might benefit from tools that help them articulate their
concerns. 

The longer-term benefits of sharing the tape with others
also cannot be estimated from the present study.
Researchers have hypothesised that sustained effects on
adherence can be mediated through the network of family
members with whom information has been shared.21

Implications for future research and clinical 
practice
Given that patients rated their level of understanding/satis-
faction with the consultation highly on leaving the surgery,
results are moderately encouraging in terms of patient
uptake and subsequent responses to having received a
tape. The recording process, when used routinely, takes
only seconds to set up, as does offering a patient the tape
at the end of a consultation. As such, it is a time-efficient
means of improving communication, and one which could
usefully supplement the range of techniques GPs are 
currently employing to achieve better doctor–patient
understanding. 

Although there are risks associated with sharing tapes,
further research could explore whether these may be out-
weighed by potential benefits to sustained adherence —
particularly in conditions where patients are counselled at
the outset about risks associated with sharing the tape. 

In addition, studies could explore whether audiotapes in
general practice might benefit certain types of patients more
than others. For example, in paediatric consultations chil-
dren are commonly accompanied by a parent or caregiver.
Since children are also commonly cared for by other care-
givers, the opportunity to share a tape might be especially
useful. Additionally, the distractions of managing a child in
the GP’s surgery may mean that a caregiver misses some
elements of advice; these can be picked up when a tape is
listened to later.

Many elderly patients, too, are cared for by others, partic-
ularly when they are ill. Some elderly patients might also
experience difficulty hearing information, concentrating on
the consultation for several minutes, or remembering the
advice given. Benefits could also extend into other areas of
health centre service: for example, where complex or
detailed guidelines are being given to patients (perhaps by
dieticians or diabetic clinic nurses) tape recordings could
prove a valuable asset, both in terms of letting other family
members have access to the guidelines, and in terms of
assisting patients with recall. 
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