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A Picture is Worth a Thousand Words

 

Practical Use of Videotape in Teaching

 

Linda E. Pinsky, MD, Joyce E. Wipf, MD

 

Videotapes, through vividly displayed clinical images and
teaching interactions, are valuable tools for both learners and
teachers. Visual images in combination with verbal instruc-
tion have been shown to significantly increase recall and re-
tention. Many clinicians and medical teachers are aware of
videotape resources, but have not had a chance to develop
their use in medical education. In this paper, we discuss cre-
ative applications of videotapes in three major categories:
presenting information, triggering discussion, and as a tool
for direct self-observation and feedback. Videotapes may be
valuable for presenting information in settings of didactic in-
struction; for triggering discussion during teaching work-
shops; and for self-observation of patient-doctor interactions
and learner-teacher encounters. The article presents learner-
centered approaches to review a videotaped clinical encoun-
ter in order to enhance value and comfort for the learner and
teacher. Sources of tapes include on-site videotaping, pub-
lished educational tapes and commercial tapes shown in ac-
cordance with fair use guidelines, examples of which are ref-
erenced. Videotapes add another dimension to traditional
sources of physician education.
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V

 

ideotape material enhances learning through images
that convey the complexity of medical practice. It is

a powerful tool to focus a discussion, illustrate clinical
cases, and visually demonstrate techniques. In this article,
we will explore, through short vignettes, multiple uses of
videotapes for medical education and their application.
These include demonstration of clinical findings; enhance-
ment of doctor-patient communication; performance-based
evaluation; and improvement of teaching and professional
skills. We will also discuss how to produce videotapes with
particular emphasis on videotaping to examine doctor-
patient communication.

 

THEORETICAL BASIS FOR USE OF VIDEOTAPES

 

The impact of visual representation on recall and re-
tention of taught material has been demonstrated. One
study of teaching methods found that telling alone, show-
ing material visually alone, and combined telling and
showing each resulted in 70% or greater recall at 3 hours
(85% for combined). However, retention 3 days later was
10% for telling alone and 20% for showing alone, compared
with 65% retention for combined telling and showing.

 

1

 

Educational research shows that experiential learn-
ing is a cyclical process including concrete personal expe-
riences, reflection, and generalizations, leading to active
experimentation with what has been learned.

 

2,3

 

 Unfortu-
nately, despite its critical role in learning, reflection is not
a skill that is encouraged in medicine nor is time provided
for it, particularly during residency. Westberg and Jason
wrote, “Many of our traditions in health professions edu-
cation promote unreflective doing.”

 

4

 

 Knowles suggests
that that trainees learn more efficiently through self-
directed and experiential learning, are aware of their spe-
cific learning needs, and want to be able to apply their
learning to their immediate circumstances.

 

5

 

 Research shows
that learning is most effective when it occurs in the context
in which the activity will occur.

 

6

 

 Thus, viewing videotapes of
themselves in actual situations is an ideal opportunity for
learners and teachers to reflect on their own behaviors to en-
hance self-directed learning.

 

7

 

 Similarly, viewing videotapes of
patients or clinical skills demonstrations is an effective
teaching method grounded in these educational premises.

 

USE OF VIDEOTAPE IN PRESENTATIONS, 
WORKSHOPS, AND DEMONSTRATIONS

 

“Pertussis in Adults.” The grand rounds topic seemed in-
teresting so I settled back for the usual slides and lecture
format. To my surprise, in addition to engaging historical
and epidemiological data presented on slides, the pre-
senter played a videotape of an individual with parox-
ysms of coughing from 

 

B. pertussis

 

 infection. Now, sev-
eral months later, as I see my first patient with pertussis,
I realize that the presenter’s comment, “you will never
forget this cough,” has proven true. 

 

This example depicts how videotapes help to elevate a
presentation, workshop, or demonstration. Visual images
quickly orient learners to the same concept, add interest,
and increase the likelihood that the illuminated point will
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be remembered.

 

8

 

 The videotape of pertussis expanded
medical knowledge of clinical signs.

Videotapes can trigger or focus an ensuing group dis-
cussion to improve learning.

 

9

 

 The following videotaped vi-
gnette on the role of the ward resident is used to elicit dis-
cussion on leadership skills during a resident teaching
course

 

10,11

 

:

 

Resident: This has been the worst call night. It’s finally
slowing down. Mr. J, the patient with COPD, how has he
been doing?

Intern: Well, he was looking worse, so I got a blood gas
and his pH is 3.02, pCO

 

2

 

 80, pO

 

2

 

 48.

Resident: Wait, pCO

 

2

 

 80. He needs to be intubated.

Intern: He is intubated.

Resident: And you didn’t call me? How did this happen?

Intern: The fellow was there and you seemed really
busy. He let me do the intubation.

Resident: You can’t do these things yourself! Let’s go see
him right away.

 

This episode, based on an actual incident, is followed
by short scenes that track the senior resident as she
calms down and then returns to discuss the incident with
the intern.

 

12

 

 In presenting the vignette, the group leader
solicits audience responses as to what went well, why con-
flict occurred, and possible solutions. By projecting them-
selves into realistic situations, the viewers can anticipate
potential problems and develop strategies to solve them.

Teaching with videotapes requires specialized prepa-
ration. Discussion participants often will notice an aspect
of the encounter that the leader has not noticed or
planned to discuss. When using video vignettes as trig-
gers, the leader must be prepared to lead the discussion
with both flexibility and direction. Using multiple copies
of the videotape preset to the appropriate vignette avoids
the delay and audience impatience that may occur as the
leader scans for the next scene. Ascertain that the equip-
ment works and have a substitute plan should a previously
functioning videocassette recorder suddenly stop work-
ing. In that circumstance, avoid the common temptation
to tell the audience what they missed. Shorter clips (2
minutes or less) are helpful, because that is generally the
limit of the audience’s attention span for video. As one ex-
perienced teacher commented, “As I use videotape more, I
have learned to show less, talk less, and give the audience
more time to react.” 

 

13

 

USE OF VIDEOTAPE TO IMPROVE TEACHING SKILLS

 

A junior faculty member was a little disappointed in the
workshop she attended on “How To Give Dynamic Pre-
sentations.” The lecture and group discussions were
good; participants were videotaped giving a 5-minute
talk, and the feedback on hers was complimentary. Still,
she left unsure that the experience had made her a bet-
ter teacher. At home, she watched the videotape made of
her talk. “I never realized I did that!” Although it was ini-

tially disconcerting to see herself on tape, she found it so
beneficial that she periodically taped and reviewed her
presentations. She blossomed as a speaker.

 

Most medical training programs provide attending
physicians little instruction, supervision, or feedback for
educational approaches.

 

14

 

 Videotaping is an effective way
to review teaching behavior and styles.

 

15-18

 

 Tapes permit
self-evaluation, demonstration of improvement in teach-
ing skills over time, and creation of a portfolio of taped
teaching events for program evaluation and promotion.
After overcoming the initial shock of viewing themselves,
teachers often recognize their particular strengths as edu-
cators. Self-confidence may increase, enhancing teacher
effectiveness. Physicians can use videotaping to view their
skills in actual learning situations, such as clinical pre-
cepting and small group interactions as well as formal
presentations. It is recommended that less than a quarter
of the videotape should feature the teacher alone; the ma-
jority should focus on the teachers and learner(s) inter-
acting with each other and in group settings and interac-
tions among learners as well. In reviewing videotapes of
teaching skills, in addition to factors similar to those in-
volved in doctor-patient interactions, consider teaching ele-
ments such as maintaining eye contact, using learners’
names, and involving various learners.

 

19

 

 The review can
be done alone or with a mentor who can frame the discus-
sion in terms of effective learner interactions and away
from concern about appearance, voice, etc.

Viewing published videotapes of attending residents
who are preceptors can provide helpful teaching examples,
reflecting interactions “before” and “after” educational in-
terventions.

 

20,21

 

 Attendings noted for their excellent attend-
ing skills can be videotaped “in action” in clinical settings
to model teaching behavior.

 

22

 

 Reaction to a videotape of an
“excellent clinician” may vary because as even the most ex-
pert teacher will be found by a skilled audience to have ar-
eas for improvement, thus providing a good starting point
for discussion of various practical teaching skills.

 

USE OF VIDEOTAPE TO DEMONSTRATE 
PROFESSIONAL SKILLS

 

Many of the skills needed to practice medicine are
best taught by example, such as viewing an experienced
clinician giving bad news, as in the vignette below.

 

“Mrs. K., we got the results back from pathology. Some of
the cells do show changes that are cancerous.” The resi-
dents sat spellbound as the program director showed
them the videotape of himself and a patient. He then dis-
cussed how to give bad news to patients with the resi-
dents, commenting on what he thought he did well and
what he realized he would do differently after seeing
himself on videotape.

 

The director, via his use of videotape, demonstrated
both techniques for giving bad news as well as the pro-
cess of reflection that allows him to improve his own com-
munication skills. By framing communication skills in
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terms of a process of reflection and continual improve-
ment rather than “the correct approach,” the teacher alle-
viates some of the learners’ fears of being videotaped or
performing poorly or being judged and rather focuses their
attention on identifying their strengths and correcting
weaknesses. After a few months of videotaping his inter-
actions with patients, the director created a wealth of
teaching examples and was able to both instruct the resi-
dents and improve his own approaches.

 

23

 

USING VIDEOTAPES TO ENHANCE CLINICAL 
EXAMINATION SKILLS

 

Attending: (Turning to patient) Mr. G, is it all right with
you if we spend a few minutes looking at your nails? We
may talk “medicine” but we will explain what we are
saying. (Patient shakes head yes)
(To resident) You mentioned that Mr. G had clubbing?
How did you examine for that?

Resident: (Laughing, sheepishly) Probably not very well.
His nails are curved and I remember something about
feeling for sponginess. (demonstrates)

Attending: (Encouragingly) Good. That’s one technique.
Do you know of any other? (Long pause, resident shakes
head no) Let me demonstrate.

 

Videotapes can help to teach basic and advanced
physical diagnosis and procedural skills techniques. Ap-
propriate use of history and physical examination is es-
sential to quality clinical practice,

 

24,25

 

 and there is a re-
newed interest in bedside teaching rounds that include
patients. There are many indications that current medical
residents are deficient in some aspects of physical diagno-
sis.

 

26–30

 

 In one study, residents made errors in the cardiac
examination in 56.7% of the patients evaluated; half of
these errors were considered clinically important.

 

31

 

 How-
ever, faculty and community practitioners, trained in an
era that de-emphasized bedside teaching, might lack
physical diagnosis skills and role models. A study of fac-
ulty assessment found that attending physicians were of-
ten unable to detect both subtle and obvious mistakes
made by residents in history and physical examina-
tions.

 

32

 

 Interview and physical exam demonstration on
videotape can provide efficient instruction in exam ma-
neuvers and improve resident physical diagnosis skills.

 

33

 

USE OF VIDEOTAPE FOR FEEDBACK
AND EVALUATION

 

Dr. S

 

 

 

[2nd year resident] and Dr. V [attending] sit intently
watching the screen:

[VIDEO]

Dr. S: Mrs. L, the chest x-ray is doesn’t show any pneu-
monia. I did notice several old rib fractures. Have you
ever been told that before?

Mrs. L: Oh yeah, I got them from falling. Had one too
many when I was younger. (laughter)

Dr. S: Are you still drinking?

Mrs. L: Not much.

Dr. S: That’s good. Do you have any rib pain?

Dr. V [attending]: Let’s stop the tape and talk about that.
Do you think Mrs. L is still drinking?

Dr. S [resident]: Yes, but I didn’t know how to get her to
say it . . .

 

Filming resident-patient interactions provides an op-
portunity for both resident self-assessment and faculty
assessment of resident-patient communication and feed-
back. The resident is observed in action, an element of edu-
cation often noted to be lacking.

 

34

 

 The resident’s videotape
examples can be compiled into a portfolio documenting
her/his skills and progress over time.

 

35

 

 Specific content
can be reinforced. For example, increased self-awareness
of deficiencies in preventive health care and improved
skills were documented after residents viewed their own
patient encounters.

 

36

 

General Tips for Viewing Videotapes with Learners

 

Learners are often hesitant initially about being vid-
eotaped, although they report finding the experience very
rewarding once it has been done. Initial reluctance may
be overcome by a collegial approach, using videotapes of
faculty first or those of fellow residents along with their
testimonials about the value of the process. Additionally,
it may be helpful to specifically address concerns about
physical appearance and refocus the observation on the
interaction between the doctor and patient. Consider-
ations when viewing portions of the videotape are as im-
portant as the actual tape. A learner-centered guide to
videotape review (Table 1) can be used by the trainee in-
dependently or by the teacher in a learner-centered man-
ner (unpublished videotape). This approach enhances self-
directed learning. The learner-centered guide also provides
a framework for both trainee and teacher during a poten-
tially complex and challenging session. Learners generally
find it helpful to choose a specific aspect to focus on in re-
viewing an encounter. Experienced users of videotape re-
view suggest that an effective method for review is to allow
the resident to view the film first and select which por-
tions will be reviewed with the attending.

 

37

 

 An important
issue during viewing is who handles the remote control
and has the power of starting and stopping the tape!

 

38

 

 If
logistically possible, concomitant patient review of the
video can provide another helpful perspective.

 

Using Videotapes to Improve Uniformity
in Evaluations

 

Supervising physicians often have disparate evalua-
tions of resident performance, as shown in one study of
faculty who reviewed a videotape of a resident examining
a new patient. Thirty-one percent of the faculty graded
the resident unsatisfactory or marginal, while 69% of the
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faculty who viewed the same tape rated the resident satis-
factory to superior. By viewing and discussing videotapes
of residents as a group, faculty can develop standards for
attending evaluations of residents.

 

31

 

 Practicing physi-
cians may also benefit through self-evaluation by review-
ing tapes of their own doctor-patient interactions. Small
group discussions with colleagues in a supportive atmo-
sphere, in addition to individual review, enhance the effi-
cacy of videotapes.

 

39

 

RECORDING COMMERCIAL SOURCES FOR 
EDUCATIONAL USE

 

I led a session with the residents about doctor-patient in-
teractions. I had taped a television sitcom episode the
night before: one where a character, after discovering her
doctor had written in her medical record that she is a
“bad patient,” gets caught trying to steal her own chart.
The residents loved it. And the absurdity of the show
gave them the space from their own guilt to examine the
concepts about patients they were developing in the pro-
cess of becoming a doctor.

 

When using video clips from commercial sources,
such as television, one must consider that these works
are copyrighted, which controls the performance and dis-
play of the work. The exclusive rights of copyright are lim-
ited by the doctrine of “fair use” of the materials, by which
others may use the materials without restriction. The law
specifies four factors to decide whether a particular use of

a work is “fair use”: (1) the purpose of the use (whether
commercial or nonprofit); (2) the nature of the work (e.g.,
whether news reporting or creative art); (3) the amount
copied; and (4) the economic impact of the use on the
market value of the work.

The application of these factors to real-life situations
allows for considerable interpretation. Consensus guide-
lines (not law) have been established about the “fair use”
concept for recording and presenting television broadcast
programs for educational purposes. The guidelines allow
recording a program in its entirety for a limit of two teach-
ing episodes, both within the first 10 days after the re-
cording is made. After the 10 days, the teacher may retain
the recording an additional 35 days for “teacher evalua-
tion purposes,” and then erase the tape. The owners of
the copyright may grant written permission for use of
commercial material when it is consistent with fair use
(University of Washington Attorney General’s Office, per-
sonal communication, 1996).

 

PRODUCING YOUR OWN VIDEOTAPES

Filming Doctor-Patient Interactions

 

Videotaping a doctor-patient interaction for provider
education can be done with a camcorder in the exam room
or through the use of a room with videotaping capacity re-
motely wired. Trial tapes should be made in advance in
the rooms to be used, paying careful attention to sound

 

Table 1. Patient-Doctor Videotape Review Worksheet

 

VIDEOTAPE REVIEWS WORKSHEET AID
Brief description of patient session to taped
• Briefly describe the interaction.
What do I hope to learn by reviewing this particular patient/physician encounter?
• Determine your goals first, then review your progress towards them.
Communication
• What did you notice about your communication style with the patient?
• What about your interaction was positive? Negative? What determined this?
• Did you get all the information you needed? Did the patient?
• Did you express empathy (verbal or nonverbal) for the patient?
• Did you explain information or procedures and/or answer questions clearly and succinctly?
• Did you refrain from of overuse of filler words such as uh-huh and okay, and use appropriate speed and tone?
• Were your gestures helpful or distracting?
Exam/procedure
• How well do you think you performed necessary exam techniques/procedures?
• Were there any awkward moments that could be improved?
• Did you notice any feedback (verbal or nonverbal) from the patient?
Other areas of self-evaluation
Use this area to comment on other relevant areas of your performance that weren’t covered explicitly elsewhere.
• Positive
• Needs improvement
Describe the steps you will take to improve the areas you have noted on this worksheet.
• Seek out more training?
• Pay closer attention to modeling attending or other colleague/patient interactions?
• Choose a specific aspect of care to focus on before interacting with patient?
You may want to videotape a similar patient encounter after some time, in order to re-evaluate and monitor your progress in 

these areas.
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quality and lighting concerns. Prior to filming, the educa-
tional rationale for the videotape should be explained to
the patient and signed permission obtained. It is often
more acceptable to patients if the camera is primarily film-
ing the doctor and if the physical exam is omitted.

 

Producing Teaching Videotapes

 

The first step in the production of a teaching video-
tape is to define the purpose of the tape. While a single
videotape may serve multiple purposes, a clear view of the
intended purpose of the videotape will help guide subse-
quent issues that arise during filming or editing.

Consider whether the audience will be a group or an
individual. Will the audience watch the tape in its entirety
in a continuous manner or will a facilitator choose spe-
cific segments? Assess available resources for the video-
tape production. Costs may include clerical support to
schedule patients, filming and editing crew and/or video-
taping equipment, the availability of a studio or permis-
sion to film “on-location” in the hospital or clinic, as well
as space availability at those sites.

In creating videotape vignettes, some videotapes present
a “wrong” followed by a “right” version of each vignette, while
other have realistic presentation intermixing strengths and
weaknesses. The former approach is particularly helpful in
portraying scenes of feedback and evaluation as learners de-
sire examples of successful approaches. The latter inter-
mixed approach is most appropriate for experienced clini-
cians and teachers and to demonstrate situations where the
reality of the scene resonates with the learners, who then ap-
preciate the chance to discuss real life nuances of teaching.

Decide between scripted text versus spontaneous ac-
tion, or some combination of the two. In determining site,
consider the benefits and drawbacks of “realism.” Use of a
filming studio produces cinemagraphically more sophisti-
cated scenes through the use of multiple cameras provid-
ing multiple angles on or views of the scene. Studio pro-
duction generally has better sound production with less
background or extraneous noise as compared to on-site
production. It allows tighter control of the filming and
therefore often requires fewer retakes, etc. However, on-
site shooting offers realistic scenes that may be more
credible with your audience and more accurately reflect
their experience. Similar considerations are involved in
the decision whether to use actors versus actual physi-
cians, patients, and students in the videotape. In contrast
to actors, who tend to improve with filming, attending
physicians and residents tend to do their best acting on
the first or second try and then become more stilted with
repeat filming. Doctors, while adding mannerisms and nu-
ances that make the characters more realistic, lack the
awareness of features such as sound projection and cam-
era angle that actors possess. In addition, it may be diffi-
cult to free up doctors’ time for videotaping. For video-
tapes to use within your own program, taping people
known to the viewers can help break the ice or add enter-

tainment value; however, be aware of the risk of viewers
identifying too closely with those featured.

The quality of videotape is improved by having profes-
sional equipment and professionals filming the action,
but obviously these involve greater expenses than cam-
corder productions. The cost of a professional crew can be
offset in part by doing one’s own pre-editing. In order to
do this, make very detailed decisions about where to cut
in and cut out. By working with a professional editor who
is sympathetic to your cost restraints, you can become
aware of a few basic editing techniques such as fade in
and out, cutaways, overlays, etc., which will visually en-
hance the tape and allow you to edit out undesired portions.

 

SUMMARY

 

In this article, we have considered many uses of vid-
eotapes in medical education, in teaching and in provid-
ing feedback to trainees. In a supportive environment,
teachers and learners benefit from self-reflection about
their own behaviors noted on videotape. Evaluation of the
usefulness of visual aids has shown enhanced recall of
subject material, especially when combined with verbal
instruction. Videotape materials specifically have been
evaluated through self-perceived benefits after teaching
improvement courses and as an effective tool in determin-
ing attending physician criteria for resident evaluation
and level of consistency between evaluators.

Future study of videotapes in medical education
should include outcome measures. Videotape effective-
ness could be assessed by an outcome such as teaching
evaluations before and after a teaching skills intervention
that includes videotape reviews of lecturing skills and
teaching on rounds. To evaluate the impact of videotapes
on the clinical encounter, one could compare history-taking
and physical examination skills before and after videotape
feedback. Although videotapes of resident-patient encoun-
ters have been shown to enhance residents’ recognition of
their own preventive health practice behaviors, patient
health outcomes could also be assessed.

Because Web-based tools are increasingly being used
to teach and transmit material for self-directed learning,
videotapes on a Web site may enhance information by vi-
sual demonstrations. We are currently evaluating a phys-
ical diagnosis Web site containing videotape demonstra-
tions and its impact on medical student comprehension of
physical examination techniques.

 

40

 

 Further study should
include outcomes such as test performance and clinical
skills.
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