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Dealing with encounters being recorded by patients

Case scenario

Mrs Smith attends the breast clinic alone.
During the 30-minute appointment, Mrs
Smith and her surgeon discuss the diagno-
sis of early breast cancer, the treatment
options of lumpectomy vs mastectomy,
probable short- and longer-term out-
comes, and the possibility of adjuvant
treatment.

At home later, Mrs Smith is upset and
anxious. She is also frustrated that she can-
not remember much about what had been
said. She recalls the diagnosis, and some-
thing about an operation. She cannot,
however, remember what surgery might
involve, how it might affect her appear-
ance, what her prognosis might be or what
treatment choices are available. The leaf-
lets provided by the surgeon are fairly use-
ful but do not tell Mrs Smith about her.
She looks on the internet. There is too
much information and, again, it is not
about her.

Mrs Smith is left confused, frightened
and unsure what she will tell her family
about what is going on.

Introduction

Should doctors advise patients like Mrs
Smith to record their clinical encounters?
She has received a large amount of com-
plex information at a time of anxiety and
upset. This information is needed to help
make decisions and prepare for what is to
come, but it has long been recognized that
patients can later recall little of what has
been discussed in encounters. The dogma
of patient-centred care is laudable but tai-
lored, personalized health-care informa-
tion is not yet a universal reality. Why then
should patients not create their own
records of these encounters?
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Encouraged or not, patients may be
doing it anyway (Elwyn, 2014). Personal
recording equipment has never been so
readily available and patients are legally
permitted to use it in encounters (Zack,
2014). The medical profession appears
sceptical and guarded, but this may reflect
a misunderstanding of patients’ intentions.
This article explores this controversial issue
by considering the potential pros and cons,
reviews the legal and professional guidance
available to doctors, and finally offers some
guidance for the junior doctor.

Using recordings to help with
recall and understanding

Studies repeatedly show that people
remember little of what is said during
encounters. This is compounded in high-
stress situations where bad news or compli-
cated treatment decisions are discussed
(Kessels, 2003). It is in these cases where
high-quality, personalized information is
needed to help patients understand com-
plicated treatment options and their impli-
cations, but uncertainties remain about
how best to deliver such information.

To supplement the information dis-
cussed, patients are often provided with
written material or directed to websites.
While the intentions of these sources may
be good, they are often of poor quality, lack
evidence-based information, and fail to
address subjective information needs
(Coulter, 1998; McCartney, 2013). These
information adjuncts do, however, have
the benefit of allowing patients and their
families to consider information in their
own time, at their own pace, away from the
pressured environment of the hospital clin-
ic (Coulter, 1998). This is important
because family members and carers play
important roles in the decision-making
and coping processes but may not always
be present at the encounters in which
important information is
(Hubbard et al, 2010).

It is when considering these issues that

exchanged

advising patients to record their encounters
becomes an attractive option. Smartphones
are almost ubiquitous, and most are
equipped with audio recording functions.
This means that their use to record should

not impede the normal flow of the encoun-
ter. Few doctors would object to patients
making written notes during encounters,
but this is likely to distract the patient,
preventing him/her from thinking of ques-
tions, and the result may not be an accu-
rate record of what was said. An untam-
pered, contemporaneous audio recording
would address these issues.

Had Mrs Smith recorded her encounter
with the surgeon, she would have been able
to replay the audio in privacy, with her
husband present, taking time to consider
the information about the disease, treat-
ment options and prognosis. She may have
been prompted to seek further information
on issues that remain unclear, for example
by making contact with the breast cancer
nurse specialist. The end result might have
been that she made a treatment choice that
best suited her, been prepared for what
surgery and recovery would be like, and
overall more satisfied with her care. But is
there evidence to show that this is what

happens?

Evidence to support recording
encounters
There is relatively little literature on this
topic. Most studies have involved record-
ings initiated by health-care practitioners
rather than patients, but with outcomes
evaluated from the patient perspective
(Tsulukidze et al, 2014). Overall, in a
review of 33 studies spanning some 30 years,
the majority of patients reported listening
to the recordings and sharing them with
family or friends. The recordings were often
listened to multiple times, and there were
beneficial effects on recall or understanding
of information. Importantly, when ques-
tioned, patients reported hearing ‘new’
information not heard or remembered.
Data showed that patients assigned to con-
trol groups later requested information that
had already been discussed in encounters.
The same patients described a sense of loss
and having missed out on an opportunity at
not being allowed to hear a recording of
their encounters.

Those patients who were older, had
some impairment (e.g. deafness), or had
been subjected to an emotionally-charged
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encounter were found to benefit most. The
benefits were not confined to patients.
System-level beneficial outcomes included
no overall increased encounter time. There
was a significant reduction in telephone
calls to doctors from patients in the months
following the encounters. Health-care
practitioners appear to improve the quality
of information given when they are aware
of being recorded, as measured by patient
report. It is not yet known whether this
effect is a short-lived response to a new
intervention or whether a sustained change
in practice results.

Using recordings to promote
patient-centred care

Patient-centred health care is policy in
many countries (United States Government
Publishing Office, 2010; Department of
Health, 2012). Shared decision-making,
the collaborative deliberation about treat-
ment options between doctor and patient,
is a key part of patient-centred care
(Edwards and Elwyn, 2009). It has the
potential to reduce overuse of health-care
resources, and ultimately deliver more
effective, safer care. But none of this can
happen without high-quality, evidence-
based information. Awareness of being
recorded may encourage doctors to adopt
a more patient-centred, evidence-based
approach to encounters (Elwyn and
Buckman, 2015). Patients will subse-
quently have access to this audio-recorded
information to help them work through
treatment decisions alongside a decision
aid, for example.

The idea that patients’ records are the
preserve of the medical establishment is no
longer relevant. Recent developments
include allowing patients to contribute to
their records, adding questions of impor-
tance to them, and even having the final
‘sign off’. Audio recordings of encounters
could be a valuable addition to systems like
this which are designed to promote patient-
centred care (Open Notes, 2015).

Policy, the law

and professional guidance

Doctors are well aware of the requirement
to gain patients’ consent before making
recordings of encounters for training or
research. It appears that many assume that
the same rules apply to patients seeking to
record their own encounters (Zack, 2014).

This is not the case. Patients have no obli-
gation to gain the doctor’s consent to
record the encounter, whether covertly or
openly. The key distinction is that infor-
mation discussed and disclosed during the
encounter ‘belongs’ to the patient. The
data are the patient’s to store, process and
share. If particularly sensitive or private
topics are discussed and captured on tape,
it may be prudent to advise the patient to
carefully consider who he/she allows to
hear it. It is known that patients discuss
information with their doctors that they
later withhold from family members.

Doctors may question why a patient
chooses to make a covert recording. It may
reflect an underlying problem with the
relationship, indicating a lack of trust per-
haps. Realizing that a patient is covertly
recording is not justification for terminat-
ing the encounter but should instead open
a discussion. Advice from medical defence
organizations is that an open, honest
approach should be adopted. If a doctor
suspects a patient is making a covert record-
ing, the advice is to invite the patient to do
so openly, and not to assume that the
patient’s intentions are malicious or liti-
gious (Zack, 2014).

Guidance from professional bodies is also
helpful here. The General Medical Council
(2013) states that patients should be pro-
vided with ‘information they want or need
in a way they can understand’. The National
Institute for Health and Clinical Excellence
(2012) is more explicit and advises that
doctors should ‘ask patients whether they
want to take notes or make an audio
recording of the encounter’. It is not unu-
sual to see posters in GP and hospital wait-
ing rooms advising patients that they can
request copies of their clinic letters. Maybe
these posters should also prompt patients to
record their encounters?

The overall message from professional
organizations appears to be that, if a doctor
practices medicine ethically, professionally
and with courtesy, he or she has little to
fear from patients recording encounters. It
is worth pointing out that the General
Medical Council has allowed covert record-
ings of encounters as admissible evidence
in conduct hearings. It is likely that this
will become more common, but it should
be remembered that such data could act in
defence of the doctor by proving good
practice.

Are there potential pitfalls?

It appears that patients like to have record-
ings of encounters and there are likely to be
benefits when they do. However, there are
potential negative aspects to consider.
Awareness of being recorded may result in
defensive practice whereby doctors order
more investigations, write more prescrip-
tions or refer for more specialist opinions
(Elwyn and Buckman, 2015). Further
study data are needed to show if this hap-
pens and, if so, whether it is sustained.
Encounters may take longer (Elwyn and
Buckman, 2015) but this may be offset by
fewer follow-up encounters if the patient is
more satisfied with the information he/she
received in the first place.

Easy access to digital recording equip-
ment has been accompanied by ready
means of sharing data. This has potential
advantages. The doctor, for example, could
request a copy of the recording to accom-
pany the medical record. The potential for
misuse here must also be acknowledged.
Broadcasting the recording on social media
or online fora, particularly when there is a
dispute between the doctor and patient,
may cause distress, upset or embarrassment
to one or both parties (Elwyn, 2014).
Where others who attend the visit, such as
family members, undertake the recording
without the patient’s knowledge, and with-
out permission, complex questions arise. If
these situations occur, the authors suggest
that the doctor seeks advice from his/her
defence organization (Care Quality
Commission, 2015).

It should be emphasized again that it is
unlikely that most patients record their
encounters seeking to exploit the data in
this way. It is more probable that they sim-
ply want an enduring, personalized record
of what has been said. To illustrate, let us
revisit the scenario described above, this
time imagining that Mrs Smith had record-
ed the encounter.

Case scenario revisited

Mrs Smith attends the breast clinic alone.
During the encounter, her surgeon dis-
cusses the diagnosis of early breast cancer
before going on to outline some treatment
options. Noticing that Mrs Smith is upset
and probably not hearing much of what is
being said, the surgeon suggests she uses
her phone to record the remainder of the
encounter so that she can listen back to it
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later. Mrs Smith agrees and, over the next
20 minutes, the treatment options are
described and information discussed about
outcomes and prognosis.

At home later, Mrs Smith is upset. Her
husband has lots of questions about what
happened at the hospital. Mrs Smith cant
recall much but does remember making a
recording of what was said. The couple are
able to listen to the encounter several
times. They identify some issues that they
want to ask more questions about. Mrs
Smith is able to call the clinical nurse spe-
cialist and ask those questions before she is
admitted for surgery.

Conclusions

Patients have a right to expect high-quality,
accessible, personalized health-care infor-
mation. Encounters are increasingly com-
plex but should guide the patient through
the intricacies of the decision-making
process. Actively encouraging patients to
make audio recordings of encounters could
be seen as a way of enhancing the doctor—
patient relationship, improving patients’
ability to understand this complex infor-

mation and potentially improving out-
comes. The law is clear in stating that
patients are free to do this. Doctors are
perhaps understandably nervous about
what recordings may be used for, but how
can you be sure that your patients are not
recording anyway? An approach of open-
ness and transparency from both parties is
advised. Analogous to the ‘universal pre-
cautions’ principles of infection control, an
awareness that patients may be making
recordings should promote universally
high-quality, patient-centred communica-
tion at all times. BJHM
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