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Abstract This systematic review examines the effec-
tiveness of videos in modifying health behaviors. We
searched PubMed (1975-2012), PsycINFO (1975-2012),
EMBASE (1975-2012), and CINAHL (1983-2012) for
controlled clinical trials that examined the effectiveness of
video interventions in changing health behaviors. Twenty-
eight studies comprised of 12,703 subjects were included in
the systematic review. Video interventions were variably
effective for modifying health behaviors depending on the
target behaviors to be influenced. Video interventions
appear to be effective in breast self-examination, prostate
cancer screening, sunscreen adherence, self-care in patients
with heart failure, HIV testing, treatment adherence, and
female condom use. However, videos have not shown to be
effective in influencing addiction behaviors when they are
not tailored. Compared to loss-framing, gain-framed mes-
sages may be more effective in promoting certain types of
health behavior change. Also, video modeling may facili-
tate learning of new behaviors and can be an important
consideration in future video interventions.

Keywords Video education - Video - Behavioral change -
Behavior modification - Systematic review

Introduction

Modification of health behaviors can lead to the prevention

of many diseases that are associated with significant mor-
bidity and mortality in the United States (Anand et al., 2008;
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Fine et al., 2004; Pronk et al., 2004). Patient educational
interventions that seek to promote healthy behaviors have the
potential to improve individuals’ overall wellbeing.

Health information can be delivered through a number of
educational media, such as written pamphlets, videos, face-
to-face counseling, and web-based applications (Dorfman
et al., 2010; Snyder-Ramos et al., 2005; Spiegel et al., 2011).
The use of video as an educational medium offers several
potential advantages. First, video interventions can be a less
resource intensive means of delivering educational content. A
study assessing the cost-effectiveness of a video-based human
immunodeficiency virus (HIV) patient education program
resulted in annual savings of US$5,544,408 for 10,000
patients in averted HIV infections (Sweat et al., 2001). Sec-
ond, video interventions remove inconsistencies across edu-
cators and balance the presentation of information to provide
more standardized education (Gagliano, 1988). Third, indi-
viduals with low health literacy are especially receptive to
video-based education (Sobel et al., 2009). Finally, video-
based education can be administered in many forms, such as
videotape, digital video/versatile disc (DVD), downloadable
media files, and streaming videos from certain Internet web-
sites. In particular, educational videos delivered through
video-sharing websites can quickly reach a broad audiences
via social media (Backingeretal.,2011; Carson, 2011; Keelan
et al., 2007; Knosel & Jung, 2011; Lim Fat et al., 2011;
Murugiah et al., 2011; Pandey et al., 2010; Richardson et al.,
2011; Sood et al., 2011; Steinberg et al., 2010).

However, other mediums have advantages over video-
based education. For instance, although the effectiveness of
written education materials may be attenuated by low lit-
eracy (Davis et al., 1998), written materials allow patients
to set their own pace in reviewing information. Also, it may
be easier for patients to revisit written materials compared
to video, especially for those without access or who do not
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know how to operate video-viewing technology. Alterna-
tively, face-to-face counseling offers tailored education,
which allows the educator to review and emphasize
information according to the unique needs of the patient.
However, despite the potential benefits of other media, the
increasing acceptability of video and burgeoning online
presence of media-sharing technology make video an
enticing medium to conveniently communicate information
to patients.

This systematic review examined video interventions
across various medical specialties and diseases that sought
to influence health behaviors. Even though video-based
interventions have been found to increase short-term
knowledge (Gagliano, 1988), a systematic evaluation of the
impact of video interventions on modifying health behav-
iors is lacking. The objective was to assess the effective-
ness of videos relative to other media in changing health
behaviors.

Methods
Data sources

Systematic literature searches were performed in four
databases: PubMed (1975—September 2012), ProQuest
PsycINFO (1975—September 2012), EMBASE (1975—
September 2012), and EBSCO CINAHL (1983—Septem-
ber 2012). Initial searches were conducted in May of 2011,
and final updated searches were conducted in September of
2012.

Search strategies using controlled vocabulary and key-
words were developed with the assistance of a professional
research librarian. The intent was to keep the search broad
so relevant articles would not be missed. For instance, the
search in PubMed consisted of the following Medical
Subject Headings (MeSH) terms and key terms: “Health
Knowledge, Attitudes, Practice”, “Health Behavior”,
“Health Promotion”, “Consumer Health Information”, and
“Video”, “Video Recording”, “Videotape Recording”,
“Video Disc Recording”, “Video-based”, “Digital Video
Recording”, “Digital Video”, “DVD”, or “VHS”. Similar
terms were tailored to each individual database. Exact
search strategies can be found in Appendix. Also, reference
lists from articles found through the database searches were
hand-searched for potentially relevant publications.

Study selection
The inclusion criteria were the (1) use of video as an

educational intervention to affect health behavior, (2)
presence of a non-video comparison group, and (3) primary

study published in the English literature between January
01, 1975 and September 01, 2012. Specifically, studies that
used video in the form of film, videotape, and digital videos
were included. In addition, studies that used video inter-
ventions in combination with an additional educational tool
were included if these additional educational tools were
also used in the non-video control group.

The aforementioned search strategy yielded 3,251 pub-
lications. After reviewing abstracts to remove studies that
were duplicated between databases, had no control group,
used video education in the control group, or did not use a
video-based intervention (e.g., arcade/video game inter-
ventions), 174 articles remained. Manual reading of indi-
vidual manuscripts resulted in the final selection of 28
studies that fulfilled inclusion criteria for this systematic
review (Fig. 1).

Data abstraction

Two independent reviewers (WT and ERL) critically
evaluated the methodology and findings of the selected 28
studies. Data were extracted independently, and discrep-
ancies in two papers were resolved by referral to the
published data, discussion, and consensus (Blas et al.,
2010; Cinciripini et al., 2000).

Results
Study characteristics

Twenty-eight studies were included for analysis in this
systematic review. Twenty-four studies were conducted in
the United States (Acierno et al., 2003; Albert et al., 2007;
Armstrong et al., 2011; Avis et al., 2004; Calderon et al.,
2007; Carey et al., 2008; Cinciripini et al., 2000; Collins
et al., 2009; Eckman et al., 2012; Friedman et al., 2001;
Frosch et al., 2003; Glasgow et al., 2009; Kulp et al., 2004;
Lichtenstein et al., 2008; Partin et al., 2004; Powell &
Edgren, 1995; Sanderson & Yopyk, 2007; Scheinmann
et al., 2010; Solomon & DeJong, 1988; Taylor et al., 2006;
Trent et al., 2010; Volk et al., 2003; Zapka et al., 2004;
Zimmers et al., 1999), whereas the remaining four studies
were performed in Austria (Janda et al., 2002), Peru (Blas
et al., 2010), and the United Kingdom (Dyson et al., 2010;
McAvoy & Raza, 1991). All studies were randomized
controlled trials except three, one which used a prospective
cohort design (McAvoy & Raza, 1991), another used a
quasi-experimental model (Scheinmann et al., 2010), and
the last used a hybrid preference/randomized controlled
trial design (Glasgow et al., 2009). A non-randomized
controlled trial was included in this review if significantly
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Fig. 1 Flowchart :
Potentially relevant reports
identified and screened for retrieval
PubMed 1743
CINAHL 785
PsycINFO 378
EMBASE 341
Manual Searching 4
TOTAL 3251

3077 records excluded on basis of abstracts

A 4

174 articles retrieved for more
detailed evaluation

Duplicate studies 198
No control arm 106
Video used as control 65

Trials testing other interventions 2708

146 records excluded for the following reasons:

A 4

v

Video + another intervention 71
Measured intervention affect on knowledge 35
Measured behavior was not health-related 12

28 included trials

Measure was health outcome (not behavior) 28

different baseline characteristics were controlled for in
final statistical models or analyses. Study populations
ranged from 42 to 4,246 individuals. A summary of study
characteristics is shown in Table 1.

Population characteristics

Twenty-one studies recruited participants from outpatient
settings (Acierno et al., 2003; Armstrong et al., 2011; Avis
et al., 2004; Calderon et al.,, 2007; Carey et al., 2008;
Collins et al., 2009; Dyson et al., 2010; Eckman et al., 2012;
Friedman et al., 2001; Frosch et al., 2003; Glasgow et al.,
2009; Janda et al., 2002; Kulp et al., 2004; Lichtenstein
et al.,, 2008; McAvoy & Raza, 1991; Partin et al., 2004;
Powell & Edgren, 1995; Solomon & DeJong, 1988; Trent
et al., 2010; Volk et al., 2003; Zapka et al., 2004), six
studies enrolled participants from community or university
settings (Blas et al., 2010; Cinciripini et al., 2000; Sander-
son & Yopyk, 2007; Scheinmann et al., 2010; Taylor et al.,
2006; Zimmers et al., 1999), and one study obtained sub-
jects in an inpatient setting (Albert et al., 2007). While the
majority of studies included participants who were 18 years
or older, six studies worked primarily with adolescents and
included individuals who were 14 years or older (Acierno
et al., 2003; McAvoy & Raza, 1991; Sanderson & Yopyk,
2007; Solomon & DelJong, 1988; Trent et al., 2010; Zim-
mers et al.,, 1999). Thirteen studies included men and
women (Albert et al., 2007; Armstrong et al., 2011; Cald-
eron et al., 2007; Carey et al., 2008; Collins et al., 2009;

@ Springer

Dyson et al., 2010; Eckman et al., 2012; Friedman et al.,
2001; Glasgow et al., 2009; Lichtenstein et al., 2008;
Powell & Edgren, 1995; Sanderson & Yopyk, 2007; Zapka
et al., 2004), six studies enrolled only men (Blas et al., 2010;
Frosch et al., 2003; Partin et al., 2004; Solomon & DeJong,
1988; Taylor et al., 2006; Volk et al., 2003), and nine
studies included only women (Acierno et al., 2003; Avis
et al., 2004; Cinciripini et al., 2000; Janda et al., 2002; Kulp
et al., 2004; McAvoy & Raza, 1991; Scheinmann et al.,
2010; Trent et al., 2010; Zimmers et al., 1999).

General intervention characteristics

Effectiveness of video education was compared to other
non-video media. Seven studies compared video education
to treatment-as-usual (Janda et al., 2002; Kulp et al., 2004;
Powell & Edgren, 1995; Sanderson & Yopyk, 2007;
Scheinmann et al., 2010; Solomon & DeJong, 1988; Zapka
et al., 2004), eleven studies compared video education to a
written materials (e.g., pamphlet or Internet-delivered
written information) (Armstrong et al., 2011; Avis et al,,
2004; Blas et al., 2010; Cinciripini et al., 2000; Eckman
et al., 2012; Friedman et al., 2001; Frosch et al., 2003;
McAvoy & Raza, 1991; Trent et al., 2010; Volk et al.,
2003; Zimmers et al., 1999), eight studies compared video
education to counseling (Acierno et al., 2003; Albert et al.,
2007; Calderon et al., 2007; Carey et al., 2008; Collins
et al., 2009; Dyson et al., 2010; Glasgow et al., 2009;
Lichtenstein et al., 2008), and two studies compared the
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Table 1 Study descriptions

Study N  Age (years) Gender Topic Video study arm Non-video Follow-up
identification Mean(SD)/ n (%) study arm time points
median
(range)
Solomon and DeJong 902 23 (13-61) 902 (100)  Treatment adherence in  Video duration: NR Usual care None
(1988) male Pa“en‘; with Theory: health belief model
onorrhea
RCT_'USA/ & Msg type: loss-frame
outpatient
McAvoy and Raza 323 NR (16-50) 737 (100)  Cervical cancer Video duration: 5 min Leaflet + fact sheet 4 months
(1991) female screening with
Prospective cohort— cervical smear test
UK/Outpatient
Powell and Edgren 4246 Intervention: 54 2811 Medication compliance ~ Video duration: 30 min Usual care 9 months
(1995) (20-94) (66.2) Msg type: gain-frame
RCT—USA/ Control: 55 female
outpatient (20-97)
Zimmers et al. 100 13 (17-62) 100 (100)  HIV prevention via Video duration: NR Written instructions 6 months
(1999) female female Teaching tool: video modeling on condom use
RCT—USA/ condom use
Community promotion
Cinciripini et al. 82 Intervention: 82 (100) Smoking cessation Video duration: 6 videos, Usual care + tip 2-3 days post-quit
(2000) 29.8 (5.5) female 25-30 min each guide 4-5 weeks post-quit 1
RCT—USA/ Control: 31.2 month postpartum
Community (5.6)
Friedman et al. 160 61 (7.24) 135 (84.4) Colorectal cancer Video duration: NR Brochure None
(2001) female scr;e}llngl ' Theory: health belief model
RCT—USA/ with fecal occult L
Msg type: gain-frame
Outpatient blood test g type: g
Janda et al. (2002) 219 334 (11.2) 219 (100)  Breast cancer screening  Video duration: 15 min Usual care 3 months
RCT—Austria/ female with breast self exam  Tpeory: theory of planned behavior
outpatient Msg type: gain-frame
Teaching tool: video modeling
Acierno et al. (2003) 226 25.4 (10.1) 226 (100)  Substance abuse Video duration: 17 min Face-to-face 6 weeks
RCT—USA/ female prevention counseling
Outpatient
Frosch et al. (2003) 226 Intervention: 226 (100)  Patient education Video duration: 23 min Internet website NA
RCT—USA/ 61.85 (8.26) male regarding prostate
Outpatient Control: 62.25 cancer screening
(9.31)
Volk et al. (2003) 160  Intervention: 160 (100)  Patient education Video duration: 20 min Pamphlet 2 weeks and 1 year
RCT—USA/ 58.9 (7.38) male regarding prostate
Outpatient Control: 59.7 cancer screening
(7.75)
Avis et al. (2004) 669 58.8 (NR) 669 (100)  Breast cancer screening ~ Video duration: 23 min Pamphlet 2 and 12 months
RCT—USA/ female with mammography Theory: theory of planned
outpatient behavior + Health belief model
Msg type: gain-frame
Kulp et al. (2004) 195 Intervention: 195 (100)  Osteoporosis prevention  Video duration: 10 min Usual care 3 months
RCT—USA/ 50.41 (NR) female
outpatient Control: 50.07
(NR)
Partin et al. (2004) 893 68.4 (NR) 1152 (100) Patient education Video duration: 23 min Pamphlet/usual care 1 week, 2 weeks and
RCT—USA/ male regarding prostate Theory: social cognitive theory 1 year
Outpatient cancer screening
Zapka et al. (2004) 938  50-64 years: 530 (56.5) Colorectal cancer Video duration: 15 min Usual care 6 months
RCT—USA/ ?(:522 % female ss:ree@gg with Theory: social Cognitive Theory
. . sigmoidosco,
outpatient ’ € Py Msg type: gain-frame
>65 years: 326
(34.8 %)
Taylor et al. (2006) 294  56.0 (8.0) 294 (100)  Patient education Video duration: 25 min Print and Wait list 1 month and 1 year
RCT—USA/ male regarding prostate control
Community cancer screening
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Table 1 continued

Study N  Age (years) Gender Topic Video study arm Non-video Follow-up
identification Mean(SD)/ n (%) study arm time points
median
(range)
Albert et al. (2007) 112 Intervention: 59 26 (23.2) Self-care in heart failure Video duration: 60 min Physician/Nurse 3 month
RCT—USA/Inpatient 13.7) female patients Teaching tool: Video modeling education
Control: 61 (14.2)
Calderon et al. 2007 404  Intervention: 28 252 (62.4) HIV testing Video duration: 10 min Face-to-face 30 days
RCT—USA/Outpatient ®.7 female Msg type: gain-frame counseling
Control: 29 (9.3)
Sanderson and Yopyk 220 19.6 (NR) 109 (49.5) HIV prevention via Video duration: 2 videos, 30 min each Usual care 4 months
(2007) female condontn use Msg type: gain-frame
RCT—USA/Community promotion
(College)
Carey et al. (2008) 60 31.3 (9.3) 10 (16.7) HIV testing Video duration: NR Face-to-face None
RCT—USA/Outpatient female Msg type: gain-frame counseling
Lichtenstein et al. (2008) 1364 NR NR Smoking cessation Video duration: 15 min Telephone 3 months and
RCT—USA/Community counseling 12 months
Collins et al. (2009) 51 67.4 (8.9) 18 (40.9) Physical activity Video duration: 7 min Face-to-face 12 weeks
RCT—USA/Outpatient female pr.omotioAn in patients Msg type: loss-frame counseling
with peripheral
arterial disease
Glasgow et al. (2009) 155 Intervention: 63.4 NR Self-management Video duration: 4 h Classroom 6 months
RCT/Preference—USA/ 9.2) behavior in patients instruction
Outpatient Control: 63.5 with diabetes
9.2
Blas et al. (2010) 459  Intervention: 259 (100) HIV testing Videos duration: 5 min Written None
RCT—Peru/Community Non-gay: 26.4 male Theory: health belief information
(NR) model + transtheoretical model
Gay: 26.9 (NR)
Control:
Non-gay: 26.2
(NR)
Gay: 25.0 (NR)
Dyson et al. (2010) 42 60.8 (9.6) 24 (57.1) Lifestyle changes in Videos duration: 3 videos, 10-15 min Physician 6 months
RCT—UK/outpatient female pfitients with 'type 2 each education
diabetes mellitus
Scheinmann et al. (2010) 439 29 (NR) 439 (100) Breastfeeding Video duration: 25 min Usual care 3 months and
Quasi-experimental—USA/ female 6 months
community
Trent et al. (2010) 126 173 (1.7) 126 (100) Pelvic inflammatory Video duration: 6 min Written 2 weeks
RCT—USA/Outpatient female disease Theory: health belief model information
Msg type: gain-frame
Armstrong et al. (2011) 94 Intervention: 34.7 47 (50.0) Skin cancer prevention  Video duration: NR Pamphlet 3 months
RCT—USA/Outpatient (12) female via sunscreen
Control: 39.6 (14) adherence
Eckman et al., (2012) 187  Intervention: 104 (61.2) Lifestyle changes in Video duration: 30 min Booklet 6 months
58.49 (NR) female patients with coronary

RCT—USA/outpatient

Control: 61.37
(NR)

artery disease

HIV human immunodeficiency virus, Msg message, NR not reported, RCT randomized controlled trial, SD standard deviation, UK United
Kingdom, USA United States of America

video group to both a treatment-as-usual group and written
materials group (Partin et al., 2004; Taylor et al., 2006).
The majority of the studies used a single video as the
sole educational tool. However, three studies created an
educational program utilizing multiple videos (Cinciripini
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et al,, 2000; Dyson et al., 2010; Sanderson & Yopyk,
2007). Further, not all studies specified video duration
(Table 1). However, video duration ranged from 5-min to
4-h and averaged 36.2 min among studies that reported this
information.
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Targeted health behaviors

The targeted health behaviors differed significantly among
the various interventions. Ten studies focused on cancer
screening behavior modification for colorectal cancer
(Friedman et al., 2001; Zapka et al., 2004), skin cancer
(Armstrong et al., 2011), breast cancer (Avis et al., 2004;
Janda et al., 2002), cervical cancer (McAvoy & Raza,
1991), or prostate cancer (Frosch et al., 2003; Partin et al.,
2004; Taylor et al., 2006; Volk et al., 2003). Furthermore,
three studies targeted modifying substance use behavior
(Acierno et al., 2003; Cinciripini et al., 2000; Lichtenstein
et al., 2008). Specifically, two studies advocated smoking
cessation (Cinciripini et al., 2000; Lichtenstein et al.,
2008), while the third study sought to prevent substance
abuse in recent victims of sexual violence (Acierno et al.,
2003). Moreover, five studies used video education to
encourage lifestyle modifications (e.g., increase physical
activity) for patients with chronic diseases like diabetes
(Dyson et al., 2010; Glasgow et al., 2009), osteoporosis
(Kulp et al., 2004), coronary arterial disease (Eckman
et al., 2012), peripheral arterial disease (Collins et al.,
2009), and heart failure (Albert et al., 2007). Other studies
focused on preventing sexually transmitted diseases
through condom use (Sanderson & Yopyk, 2007; Zimmers
et al., 1999), HIV testing (Blas et al., 2010; Calderon et al.,
2007; Carey et al., 2008), or timely treatment of sexually
transmitted infections (Trent et al., 2010). Two studies
targeted treatment compliance (Powell & Edgren, 1995;
Solomon & DelJong, 1988). Finally, one study aimed to
promote proper infant feeding (Scheinmann et al., 2010).

Framing, theory, and teaching tools

The video messages were conveyed through different
framing techniques. Specifically, health education can be
framed by focusing on loss, gain, or both (Bunge et al., 2010).
Gain-framed messages focus on the advantages of comply-
ing with a certain recommendation or viewpoint. In contrast,
loss-framed messages emphasize the disadvantages of non-
compliance (O’Keefe & Jensen, 2007). The majority of
studies included in this systematic review used gain-framed
messages to promote behavior change (Table 1).

The development of the video’s educational messages
was guided by different theories. However, only eight
articles reported which theory was used (Avis et al., 2004;
Blas et al., 2010; Friedman et al., 2001; Janda et al., 2002;
Partin et al., 2004; Solomon & DeJong, 1988; Trent et al.,
2010; Zapka et al., 2004). These studies reported using one
or a combination of theories, such as the Health Belief
Model, Transtheoretical Model, theory of planned behav-
ior, and/or social cognitive theory (Table 1). The Health
Belief Model predicts that individuals are more likely to

perform a health-related behavior if they believe that (1) a
negative health condition can be avoided, (2) a recom-
mended action is available to avoid a negative health
condition, and (3) they can successfully take a recom-
mended health action (Rosenstock, 1966). Alternatively,
the Transtheoretical Model explains how individuals move
along a continuum of motivational readiness when chang-
ing a problem behavior. Specific stages along this contin-
uum are the pre-contemplation stage (individuals are
unready or have no intention to change behavior), con-
templation stage (individuals are aware of the problem and
considering change), preparation stage (individuals intend
to take action), action stage (individuals are modifying
behavior), maintenance stage (individuals are working to
prevent relapse), and termination stage (individuals no
longer have fear of relapse) (Prochaska, 1979). Theory of
planned behavior explains how behavioral intent is driven
by (1) personal attitudes toward a behavior, (2) social
pressures and norms surrounding the performance of a
behavior, and (3) the perception of the ease with which a
behavior can be performed (Ajzen, 1980). The social
cognitive theory explains how an individual learns behav-
ior by modeling the behavior of others (Bandura, 1986).

In addition, three studies reported the use of video
modeling as a strategy to facilitate the learning of new
behaviors and skills (Albert et al., 2007; Janda et al., 2002;
Zimmers et al., 1999). Video modeling (also known as
“role modeling” or “behavioral modeling”) refers to the
demonstration of desired behaviors though active, visual
representations (Krouse, 2001).

Effect of video intervention on short-term health
behaviors

Nine studies reported that video interventions resulted in
significant changes in the targeted behaviors, such as breast
self-examination, prostate cancer screening, sunscreen
adherence, self-care in patients with heart failure, HIV
testing, treatment compliance, and female condom use
(Albert et al., 2007; Armstrong et al., 2011; Blas et al,,
2010; Calderon et al., 2007; Carey et al., 2008; Frosch
et al., 2003; Janda et al., 2002; Solomon & DeJong, 1988;
Zimmers et al., 1999).

One study found that women assigned to the video
group performed breast self-exams more frequently than
those in the non-video group (Janda et al., 2002). Arm-
strong et al. (2011) found that video-group participants
reported greater sunscreen adherence compared to the
pamphlet-group. Frosch et al. (2003) noted that men who
watched a patient education video on prostate cancer
screening were less likely to obtain a prostate-specific
antigen test compared to men who received the same
information via an Internet website. Albert et al. (2007)
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reported that heart failure patients in the video-group had
greater self-care adherence compared to the group receiv-
ing standard education. Calderon et al. (2007) and Carey
et al. (2008) found that HIV testing rate was higher in the
video group than in the standard-referral group. Similarly,
the study by Blas et al. (2010) found that non-gay men
assigned to the video condition were more likely to attend
clinic for HIV testing. Solomon and DeJong (1988) found
that among men with gonorrhea, video participants were
more likely to adhere to the recommended treatment reg-
imen compared to participants who did no watch the video.
Zimmers et al. (1999) described how women who watched
video instruction on the female condom were more likely
to use this barrier method to prevent HIV transmission.

While the aforementioned nine studies showed signifi-
cant effect of videos on health behaviors, the majority of
studies reported non-significant changes in health behav-
iors compared to the control group in at least one of the
outcome parameters (Acierno et al., 2003; Avis et al,
2004; Cinciripini et al., 2000; Collins et al., 2009; Dyson
et al., 2010; Eckman et al., 2012; Friedman et al., 2001;
Glasgow et al., 2009; Kulp et al., 2004; Lichtenstein et al.,
2008; McAvoy & Raza, 1991; Partin et al., 2004; Powell &
Edgren, 1995; Sanderson & Yopyk, 2007; Scheinmann
et al., 2010; Taylor et al., 2006; Trent et al., 2010; Volk
et al.,, 2003; Zapka et al., 2004). A summary of these
studies is shown in Table 2.

Effect of video intervention on long-term health
behaviors

Two studies obtained repeated measures from participants
at multiple time points to explore the effects of video
intervention on sustained health behavioral change over
time (Lichtenstein et al., 2008; Scheinmann et al., 2010).
For example, while video education appears to be effective
in sustaining smoking cessation up to 12 months, this
impact was not significantly different from telephone
counseling in maintaining quit rates (Lichtenstein et al.,
2008). Scheinmann et al. (2010) found that, compared to
standard treatment, the addition of video education did not
significantly improve appropriate infant feeding behaviors
among immigrant Latina mothers.

Methodological quality of studies and risk of bias

Numerous criteria were used to appraise the quality and
risk of bias in the included studies (Table 3). Specifically,
we recorded five aspects of the trials: (1) the presence of
participant randomization, (2) randomization allocation
concealment, (3) whether study arms were similar at
baseline, (4) blinding, and (5) completeness of follow-up.
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The majority of studies did not blind research staff
(Table 3). Further, only five studies used concealed random
allocation (Albert et al., 2007; Calderon et al., 2007; Col-
lins et al., 2009; Dyson et al., 2010; Trent et al., 2010). All
studies requiring participant follow-up noted varying
degrees of participant dropout ranging from 2.1 to 47.9 %
(Table 3). Nonrandom attrition between the intervention
and control groups was noted in some studies.

Self-report bias relates to error in recalling experiences
or the tendency of participants in clinical trials to respond
in a socially desirable manner (Plous, 1993; Warwick &
Lininger, 1975). While self-report bias was noted in the
majority of studies, ten trials used objective means to
measure or verify behavioral outcomes to minimize this
bias (Cinciripini et al., 2000; Dyson et al., 2010; Eckman
et al., 2012; Friedman et al., 2001; Frosch et al., 2003;
McAvoy & Raza, 1991; Partin et al., 2004; Powell & Ed-
gren, 1995; Solomon & DeJong, 1988; Zapka et al., 2004).
For example, one smoking cessation trial verified absti-
nence reports through salivary cotinine values (<30 ng/ml)
(Cinciripini et al., 2000). Other studies reviewed medical
records to verify treatment or medication adherence
(Powell & Edgren, 1995; Solomon & DeJong, 1988) or
validate self-report of age-appropriate cancer screening
(Friedman et al., 2001; Frosch et al., 2003; McAvoy &
Raza, 1991; Partin et al., 2004; Zapka et al., 2004). Another
study used a pedometer to measure changes in participants’
physical activity level (Dyson et al., 2010). Additionally,
weight and blood pressure were measured by one study to
assess consistency with self-reported exercise levels and
dietary modifications (Eckman et al., 2012).

Discussion

Video-based educational interventions have been used to
promote specific preventive health behaviors that have the
potential to decrease morbidity and mortality associated
with certain diseases. To our knowledge, this is the first
systematic review that examines effectiveness of video as a
medium to promote health behavioral changes.

The studies examined in this review sought to compare
effectiveness of video-based education to other educational
modalities in promoting healthy behaviors. While some
data suggest that video-based education can affect certain
types of health behaviors, significant improvements in
behavioral outcomes were not reported uniformly across all
studies.

Several factors contribute to the observed differences
among the studies. First, the selection of the control group
differed among the studies. Studies that employed control
groups that had intrinsic educational value (e.g., telephone
counseling) are less likely to show a large difference in
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Table 2 Study results

Author,
year

Health behavior change
outcome

Intervention results

Control results

Measures of association

Solomon and DeJong (1988)

McAvoy and Raza (1991)

Powell and Edgren (1995)

Zimmers et al. (1999)

Cinciripini et al. (2000)

Friedman et al. (2001)

Janda et al. (2002)

Acierno et al. (2003)

Frosch et al. (2003)

Volk et al. (2003)

Avis et al. (2004)

Kulp et al. (2004)

Proportion who returned for
treatment-of-cure

Proportion who obtained cervical
smear test

No. who were compliant with
medication regimen

No. who used female condom

Smoking abstinence proportion
Quit date
End of treatment
1 month postpartum

Continuous abstinence 1 month
postpartum

Proportion compliant with fecal
occult blood
testing use

Mean times breast self-exam
performed per year

Baseline

Follow-up

Proportion who reported
Alcohol use

Alcohol abuse
Marijuana use
Marijuana abuse
Hard drug use

Hard drug abuse

Proportion who requested
prostate-specific
antigen test

Baseline
Posttest

Proportion who obtained
Digital rectal exam

Prostate-specific antigen test
test

Proportion who obtained
mammogram

Within past year

1-2 years ago

> 2 years ago

Never

Proportion who reported
Started taking calcium
Started taking vitamin D
Started hormone therapy
Started lifting weights

Increased consumption of
calcium rich foods to greater
or equal than 3 times

244 (53.5 %)

80 (30 %)

917/1993 (46 %)

23

3%
75 %
5%
5%

48 (43.6 %)

3.6/year
8.1/year
Intragroup: p < 0.001

27 (45.0 %)
10 (16.9 %)
10 (16.4 %)
3(5.1 %)
12 (19.7 %)
3 (4.5 %)

111/112 (99.1 %)
88/108 (81.5 %)

26/70 (37.1 %)
24/70 (34.3 %)

Baseline: 217 (76.4 %)
Posttest: 230 (82.0 %)
Baseline: 37 (13.0 %)
Posttest: 28 (9.9 %)
Baseline: 20 (7.0 %)
Posttest: 16 (5.6 %)
Baseline: 10 (3.5 %)
Posttest: 10 (3.5 %)

18 (26.5 %)
14 (20.6 %)
8 (8 %)

8 (13.3 %)
10 (14.7 %)

193 (43.3 %)

57 (26 %)

998/2253 (44 %)

13

10 %
12 %
7.5 %
7 %

18 (36.05)

Baseline: 4.9/year
Follow-up: 7.2/year
Intragroup: p < 0.001

28 (44.4 %)
13 (1.0 %)
17 7.4 %)
10 (16.1 %)
7113 %)
3 (4.1 %)

114/114 (100 %)
102/111 (91.9 %)

26/67 (38.8 %)
37/67 (55.2 %)

Baseline: 215 (73.1 %)
Posttest: 218 (74.2 %)
Baseline: 49 (16.7 %)
Posttest: 54 (18.4 %)
Baseline: 20 (6.8 %)
Posttest: 13 (4.4 %)
Baseline: 10 (3.4 %)
Posttest: 9 (3.1 %)

3 (4.9 %)
4(6.6 %)
1(1 %)

1 (1.7 %)
4(6.6 %)

Intergroup: x> = 9.0, p < .003
Intergroup: NS
Intergroup: NS

Intergroup: x* (82) = 4.12,
p <0.05

Intergroup: NS

Intergroup: p = 0.07

Adjusted follow-up BSE mean:
Video arm: 7.9 (95 % Cl1 6.5-9.4)
Control: 6.1 (95 % CI 4.6-7.5)
Intergroup: p = 0.02

Intergroup

p = 0.547, OR: 1.02 (CI: NR)
p = 0.371, OR: 0.77 (CI: NR)
p = 0.104, OR: 0.519 (CI: NR)
p = 0.046, OR: 0.28 (CI: NR)
p = 0.150, OR: 1.92 (CI: NR)
p = 0.661, OR: 1.11 (CI: NR)

Intergroup

¥ (1) = 1.02, NS

¥ (1) = 4.61, p < 0.05
Intergroup

p =0.84

p = 0.01

Odds ratio:

video versus pamphlet:

1.475 (95 % CI 0.953-2.283),
p = 0.0811

Mammogram within last year at
follow-up of 12 months, video
versus pamphlet:

82.0 versus 74.2 %, p < 0.05

Intergroup
p < 0.001
p = 0.02
p = 0.04
p =0.03
NS
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Table 2 continued

Author,
year

Health behavior change outcome

Intervention results

Control results

Measures of association

Partin et al. (2004)

Zapka et al. (2004)

Taylor et al. (2006)

Albert et al. (2007)

Calderon et al. (2007)

Sanderson and Yopyk (2007)

Carey et al. (2008)

Increased physical activity to greater or
equal to 3 times

Proportion who obtained a prostate-
specific antigen test

Within 2 weeks

Within 1 year

Proportion who obtained sigmoidoscopy
with or without any other test

Proportion who obtained other test
combination

Proportion who did not undergo
screening/testing

Percentage who obtained
Digital rectal exam
Prostate-specific antigen test
Mean self-care scores (scale of 04,
higher score reflects better adherence
of participants who completed follow-
up)
Proportion who
Agreed to HIV testing
Returned for test results of those tested
Returned for test results of all patients in
group
Proportion of protected intercourse

Proportion reporting condom use with last
regular sexual partner*

Proportion reporting condom use condom
use at last sexual encounter with new/
casual partner*

Proportion reporting consistent condom
use*

*n =132

Proportion who obtained HIV test

7 (10.3 %)

0.70

118 (26.2 %)

130 (28.9 %)

202 (44.9 %)

65.9 %
724 %
2.6

187 (92.6 %)
57 (30.5 %)
57 (28.2 %)

Male video

Male: 0.28 (0.07)
Female: 0.26 (0.07)
Female video

Male: 0.38 (0.07)
Female: 0.36 (0.07)
Male video

Male: 77.8 %
Female: 50.0 %
Female video

Male: 62.5 %
Female: 50.0 %
Male video

Male: 76.5 %
Female: 100.0 %
Female video

Male: 85.7 %
Female: 76.9 %

Male video

Male: 53.7 %
Female: 61.3 %
Female video
Male: 62.2 %
Female: 71.5 %
6 (19 %)

1 (1.6 %)

Pamphlet: 0.30
Usual care: 0.25
Pamphlet: 0.70
Usual care: 0.67
104 (21.3 %)

116 (34.0 %)

218 (44.7 %)

77.0 %
719 %
22

9 4.5 %)
8 (89.0 %)
8 (3.9 %)

Male: 0.28 (0.07)
Female: 0.33 (0.07)

Male: 40.0 %
Female: 45.9 %

Male: 76.5 %
Female: 68.4 %

Male: 42.2 %
Female: 50.3 %

13 (45 %)

NS
Intergroup (versus usual care)

Video: NS

Pamphlet: NS

Video: NS

Pamphlet: NS

Odds ratio:

1.22 (95 % CI 0.88-17.0)
0.84 (95 % CI 0.63-1.14)

1.0 (reference)

Intergroup
NS
NS
Intergroup:
p = 0.01

Mean difference

88.1 (95 % CI 83.5-92.7)
—58.5 (95 % CI —80.0-36.8)
24.3 (95 % CI 17.5-31.0)

Male video (versus control)
NS

Female video (versus control)
NS

Male video (versus control)

x* (1, N = 155) = 5.98,
B =1.27,p <0.01

Female video (versus control)

x* (1, N = 155) = 3.50,
B = 0.94, p = 0.06

Male video (versus control)
NS

Female video (versus control)
NS

Male video (versus control)

NR

Female video (versus control):

¥* (1, N = 155) = 3.19,
B = 0.93, p = 0.07

¥* (1, N = 60) = 4.49, p < .05
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Table 2 continued

Author,
year

Health behavior change
outcome

Intervention results

Control results

Measures of association

Lichtenstein et al. (2008)

Collins et al. (2009)

Glasgow et al. (2009)

Blas et al. (2010)

Dyson et al. (2010)

Proportion who reported smoking
cessation

3 months
12 months
3 and 12 months

Proportion who reported smoking
bans in household

3 months

12 months

3 and 12 months
Activity level (SE)

Distance

Speed

Stair climbing

Vigorous

Light/moderate

Stretching

Mean no. of healthy eating days
per week (SD)

Baseline
Adjusted 6 month changes

Mean no. of physical activity
days per week (SD)

Baseline
Adjusted 6 month changes

Mean medication adherence score
(SD)

Baseline
Adjusted 6 month changes

Mean times blood glucose tested
per week (SD)

Baseline
Adjusted 6 month changes
Proportion obtained HIV test

Mean steps per day (SD)

66 (1.3 %)
110 (12.2 %)
38 (4.2 %)

74 (15.3 %)
104 (21.4 %)
55 (11.3 %)

Intragroup: mean change
from baseline (SE)

8.3(5.9)

p=0.17

NR (95 % CI —3.9-20.5)
8.5 (4.1

p =0.05

NR (95 % CI 0.10-16.9)
1.0 (5.5)

p>0.20

NR (95 % CI —12.3-27.6)
8.0 (6.4)

p>0.20

NR (95 % CI —5.5-21.4)
—0.6 (3.0)

p>0.20

NR (95 % CI —7.1-5.9)
2.0 (1.6)

p>0.20

NR (95 % CI —1.3-5.2)

4.0 (0.3)
—0.4 (0.1)

4.3 (0.3)
0.2 (0.2)

1.2 (0.04)
0.0 (0.02)

5.0 (0.4)

0.1 (0.2)

Non-gay: 11 (11.3 %)
Gay: 8 (5.6 %)
Intragroup

Baseline: 6097 (3457)

Absolute changes from baseline
at 6 months: +1266

p = 0.043

82 (9.1 %)
118 (13.1 %)
46 (5.1 %)

83 (17.0 %)
103 (21.15 %)
55 (11.3 %)

Intragroup: mean change from
baseline (SE)

—~1.9 (7.6)

p>0.20

NR (95 % CI —18.0-14.2)
-39 (7.7)

p>0.20

NR (95 % CI —20.0-12.3)
7.6 (9.5)

p>0.20

NR (95 % CI —12.3-27.6)
5.6 (4.0)

p=0.19

NR (95 % CI —3.1-14.3)
15.7 (11.0)

p=0.18

NR (95 % CI —8.8-40.3)
15.9 (8.7)

p = 0.09

NR (95 % CI —3.0-34.7)

4.6 (0.3)
—0.4(0.2)

4.0 (0.5)
—0.1 (0.3)

1.1 (0.3)
0.2 (0.04)

5.1 (0.5)

0.1 (0.4)

Non-gay: 0 (0.0 %)
Gay: 10 (7.7 %)
Intragroup

Baseline: 5346 (3483)

Absolute changes from baseline
at 6 months: —721

NS

Intergroup

NS

Intergroup

NS

Intergroup

p>020
NR (95 % CI —9.0-29.4)

p=0.17
NR(95 % CI —3.8-28.5)

p>020
NR (95 % CI —27.4 —14.1)

p>0.20
NR (95 %CI —14.6-19.3)

p=0.18
NR (95 %CI —37.0-4.3)

p =014

NR (95 %CI —28.2-0.04)
Intergroup: NS

Intergroup: NS

Intergroup: p < 0.05

Intergroup: NS

p = 0.001
NS
Intergroup
p = 0.063
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Table 2 continued

Author, Health behavior change outcome Intervention results Control results Measures of
year association
Scheinmann et al. (2010) Proportion who reported
Any breastfeeding Baseline: 85.3 % Baseline: 89.1 % NS
3 month: 74.8 % 3 month: 76.7 % NS
6 month: 53.8 % 6 month: 58.9 % NS
Added cereal, sugar or honey to bottle Baseline: 4.3 % Baseline: 4.7 % NS
3 month: 16.8 % 3 month: 17.2 % NS
6 month: 28.7 % 6 month: 29.5 % NS
Put baby to bed with a bottle Baseline: 11.2 % Baseline: 7.0 % NS
3 month: 16.1 % 3 month: 17.1 % NS
6 month: 21.0 % 6 month: 23.3 % NS
Gave baby solid foods excluding cereal 3 month: 44.4 % 3 month: 37.3 % NS
before 6 months 6 month: 49.6 % 6 month: 54.2 % NS
Gave baby juice before 6 months 3 month: 30.1 % 3 month: 28.9 % NS
6 month: 35.3 % 6 month: 39.7 % NS
Mean age at first solids 5.2 months 4.9 months p <0.05
Mean age at first juice 5.8 months 5.5 months NS
Trent et al. (2010) Proportion who completed medications 23 (66 %) 27 (66 %) NS
Proportion who abstained from 25 (78 %) 31 (89 %) NS
intercourse
Proportion who notified partner 30 (88 %) 35 (92 %) NS
Proportion of partners treated 24 (71 %) 20 (53 %) NS
Armstrong et al. (2011) Mean no. of days sunscreen applied per Intragroup: Intragroup: Intergroup analysis:

week (SD)

Baseline: 1.7 (2.5)
Posttest: 3.4 (2.6)

Baseline: 2.0 (3.0)
Posttest: 2.4 (3.0)

Baseline: p = 0.552
Intervention: 1.9 (2.3)

p <0.001 p = 0.058 Control: 0.2 (0.5)
p < 0.001
Eckman et al. (2012) Physical activity score (SD) Baseline: 73.21 £+ 49.96 Baseline: 69.35 £ 44.74 NR
Follow-up: Follow-up:
77.73 + 46.31 71.70 £ 4591
p =0.05 p=0.11
Diet score (SD) Baseline: 48.46 + 22.45 Baseline: 48.82 + 25.40 NR
Posttest: 41.40 + 19.49 Posttest: 40.63 + 21.75
p < 0.0001 p < 0.0001

BSE breast self-exam, HIV human immunodeficiency virus, No. number, NS not significant, NR not reported, SD standard deviation, SE standard

error

behavior outcomes when compared to video intervention.
Second, specific strategies used in the development of the
educational videos may have differed significantly among
the different studies, therefore accounting for effect size of
the intervention. For instance, the video intervention by
Janda et al. (2002) sought to increase breast self-exami-
nation by showing a video footage of a woman performing
breast self-examination while explaining her movements.
Albert et al. (2007) used a similar technique to teach heart
failure patients self-care behaviors whereas Zimmers et al.
(1999) used this technique to teach women how to use the
female condom. As mentioned before, this is a strategy
called “video modeling” and refers to active and visual
demonstrations of desired behaviors (Krouse, 2001). Fur-
thermore, the effects of modeling can be enhanced when
the video is racially, ethnically, linguistically, and/or cul-
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turally concordant with the target population (Steinke,
2001). Video modeling has been found to increase self-care
behaviors in numerous studies and may be an important
consideration in future video interventions (McDaniel &
Rhodes, 1998; Mynaugh, 1991; Wood, 1996).
Interventions that targeted cigarette smoking or sub-
stance abuse were not able to consistently promote sig-
nificant changes in behavior (Acierno et al., 2003;
Cinciripini et al., 2000; Lichtenstein et al., 2008). The two
smoking cessation trials by Cinciripini et al. (2000) and
Lichtenstein et al. (2008) used standard video education
methods and did not report significantly greater quit rates
in the video group. Although the study by Acierno et al.
(2003) found that patients in the video intervention were
less likely to abuse marijuana, differences in alcohol use/
abuse and hard drug use/abuse were non-significant. Health
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Table 3 Risk of bias

Author, Year

Selection bias

Performance bias

Measurement Attrition bias

bias
Randomization Allocation Groups Blinding Blinding Completeness Blinding of  Intention
concealed similar at of patients of treating of follow-up outcomes to treat
baseline providers assessors
Solomon and Y N Y NA N NA N NR
DeJong
(1988)
McAvoy and N N Y NA N Intervention: N NR
Raza (1991) 170/264
(64.4 %)
Control: 153/219
(69.8 %)
Powell and Y N Y N N Intervention: N NR
Edgren 2253/2253
(1995) (100 %)
Control:
1993/1993
(100 %)
Zimmers et al. Y N Y NA N Intervention: 28/50 N NR
(1999) (56 %)
Control: 20/50
(40 %)
Cinciripini et al. 'Y N Y NA N 50/82 (61 %) N NR
(2000)
Friedman et al. Y N Y NA N NA N NR
(2001)
Janda et al. Y N Y NA N 170/219 (77.6 %) N NR
(2002)
Acierno et al. Y N Y NA Y Intervention: N NR
(2003) 61/117 (52.1 %)
Control: 63/109
(57.8 %)
Frosch et al. Y N Y NA N Intervention: N Y
(2003) 106/112
(94.0 %)
Control: 94/114
(82.5 %)
Volk et al. Y N Y NA Y Intervention: 70/80 N NA
(2003) (87.5 %)
Control: 67/80
(83.8 %)
Avis et al. Y N Y NA N Intervention: N Y
(2004) 285/331
(86.1 %)
Control: 296/338
(87.6 %)
Kulp et al. Y N Y NA Y Intervention: 68/98 N NR
(2004) (69.4 %)
Control: 61/97
(62.9 %)
Partin et al. Y N Y NA Y Video: 308/384 N NR
(2004) (80.2 %)
Pamphlet: 295/384
(76.8 %)
Usual Care:
290/384 (75.5 %)
Zapka et al. Y N Y NA Y 918/938 (97.8 %) N Y
(2004)
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Table 3 continued

Author, Year  Selection bias

Performance bias

Measurement Attrition bias

bias
Randomization Allocation Groups Blinding Blinding Completeness ~ Blinding of  Intention
concealed similar at of patients of treating of follow-up outcomes to treat
baseline providers assessors
Taylor et al. Y N N NA N Intervention: N NR
(2006) 77/139
(55.4 %)
Control: 87/138
(63.0 %)
Albert et al. Y Y N NA Y Intervention: N Y
(2007) 37/59 (62.7 %)
Control: 39/53
(73.6 %)
Calderon et al. Y Y Y NA N NA N NR
(2007)
Sanderson and Y N Y NA N 188/220 (85.5 %) N NR
Yopyk (2007)
Carey et al. Y N Y NA N NA N NR
(2008)
Lichtenstein Y N Y NA N Intervention: N Y
et al. (2008) 506/676
(74.8 %)
Control: 491/677
(72.5 %)
Collins et al. Y Y Y NA N Intervention: N Y
(2009) 26/29 (89.7 %)
Control: 18/22
(81.8 %)
Glasgow et al. Y N Y NA N NR N Y
(2009)
Blas et al. (2010) 'Y N N NA N NA N NR
Dyson et al. Y Y Y NA N Intervention: N NR
(2010) 21/21 (100 %)
Control: 18/21
(85.7 %)
Scheinmann N N N NA N 272/439 (61.9 %) N NA
et al. (2010)
Trent et al. Y Y Y NA N Intervention: N NR
(2010) 36/61 (59.0 %)
Control: 41/65
(63.1 %)
Armstrong et al. 'Y N Y NA N Intervention: N Y
(2011) 43/47 (91.5 %)
Control: 40/47
(85.1 %)
Eckman et al. Y N N NA N 170/187 (90.9 %) N NR
(2012)

N no, NA not applicable, NR not reported, Y yes

behaviors that include a component of addiction, such as
cigarette smoking or drug use, may necessitate different
types of interventions that incorporate tailored counseling
or creative video messaging techniques.

Message framing theory may also play a role in deter-
mining the effectiveness of videos. We found that among
the nine studies that resulted in changes in behavior, four
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studies explained the type of messaging used. Three videos
used gain-framing (Janda et al., 2002; Calderon et al.,
2007; Carey et al., 2008;) whereas one video focused on
loss (Solomon & DelJong, 1988). Of note, a previous meta-
analysis on messaging noted that gain-framed messages
were more persuasive than loss-framed messages in disease
prevention interventions (O’Keefe & Jensen, 2007). Our
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systematic review suggests that gain-framed messages may
be more effective than loss-framing in promoting certain
types of health behavior change.

Furthermore, three studies among the nine that signifi-
cantly changed behavior specified which theoretical frame-
works were used (Blas et al., 2010; Janda et al., 2002;
Solomon & DeJong, 1988). The video created by Solomon
and DeJong (1988) and Janda et al. (2002) used the theory of
planned behavior whereas the Health Belief Model and
Transtheoretical Model informed the video intervention
used by Blas et al. (2010). However, other studies also used
these theories and did not consistently demonstrate behavior
change. In particular, Trent et al. (2010) used the Health
Belief Model and Avis et al. (2004) used both the theory of
planned behavior and the Health Belief Model. Our findings
suggest that theoretical frameworks may be a smaller
determinant of a video’s effectiveness compared to other
factors discussed in this systematic review, such as the target
behavior, use of gain-framing, or the use of video modeling.

The results of this systematic review must be interpreted
in the context of the primary literature. For each study, we
examined potential biases that could help explain differ-
ences among studies. To varying degrees, the lack of
concealment of randomization allocation, lack of blinding,
self-reporting bias, and high rate of participant dropout in
some studies could compromise the integrity of the study
data.

Conclusion

This systemic review showed that, compared to other
educational media, video interventions were variably
effective for modifying health behaviors depending on the
target behaviors to be influenced. Video interventions
appear to be effective in breast self-examination, prostate
cancer screening, sunscreen adherence, self-care in patients
with heart failure, HIV testing, treatment adherence, and
female condom use. However, videos have not shown to be
effective in influencing addiction behaviors when they are
not tailored. Compared to loss-framing, gain-framed mes-
sages may be more effective in promoting certain types of
health behavior change. Moreover, video modeling may
facilitate learning of new behaviors and can be an impor-
tant consideration in the development of future video
interventions.

Appendix

See Table 4.

Table 4 Database search strategies

Database Search strings used

PubMed (“Health Education”[MeSH Terms] OR
“Health Behavior”[MAJR] OR “Health
Knowledge, Attitudes, Practice”[MAJR]
OR “health promotion”[MeSH Terms]
OR “Consumer Health
Information”[MAJR]) AND (“Video
recording/methods”[MAJR] OR
video[Title/Abstract] OR DVDITitle/
Abstract] OR VHS[Title/Abstract] OR
video disc recording[Title/Abstract] OR
video-based|[Title/Abstract] OR digital
video recording|[Title/Abstract] OR digital
video[Title/Abstract] OR Videotape[Title/
Abstract] OR Videotape recording|Title/
Abstract])

EBSCO CINAHL 1. MW health behavior
2. MW health promotion
3. MW patient education
4. MW health education
S.1lor2or3or4
6. MW videorecording
7. MW digital versatile disc
9. TX video*
10. TX digital video
11. TX DVD
12. TX VHS
13. TX video-based
14. TX video disc recording
15. TX digital video recording
16. TX videotape
17. TX videotape recording

18.6or7or8or9or10or11orl12or 13 or
14 or 15 or 16 or 17

19. 5 and 18

(SU.EXACT.EXPLODE(“Health
Promotion”) OR
SU.EXACT.EXPLODE(““Health
Behavior”) OR
SU.EXACT.EXPLODE(“Lifestyle
Changes”)) AND MJSUB(“Digital
Video”) OR MJSUB(“Videotapes”) OR
MISUB(*Videotape Instruction”) OR
all(video*) AND pd(19750101-20120901)

ProQuest PsycINFO

EMBASE . ‘health behavior’/exp/mj
. ‘health education’/exp/mj
. ‘consumer health information’/exp/mj

.lor2or3

. ‘videorecording’/exp/mj
. ‘videotape’/exp/mj
.5or6or7

1

2

3

4

5. ‘video disk’/exp/mj
6

7

8

9.4 and 8

* use truncation, MeSH medical subject headings (previously
assigned subject heading), MW word in subject heading, TX all text,
exp explode, mj major index term

@ Springer



232

J Behav Med (2014) 37:218-233

References

Acierno, R., Resnick, H. S., Flood, A., & Holmes, M. (2003). An
acute post-rape intervention to prevent substance use and abuse.
Addictive Behaviors, 28, 1701-1715.

Ajzen, 1. (1980). Understanding attitudes and predicting social
behavior. Englewood Cliffs, NJ: Prentice-Hall.

Albert, N. M., Buchsbaum, R., & Li, J. (2007). Randomized study of
the effect of video education on heart failure healthcare
utilization, symptoms, and self-care behaviors. Patient Educa-
tion and Counseling, 69, 129-139.

Anand, P., Kunnumakkara, A. B., Sundaram, C., Harikumar, K. B.,
Tharakan, S. T., Lai, O. S., et al. (2008). Cancer is a preventable
disease that requires major lifestyle changes. Pharmaceutical
Research, 25, 2097-2116.

Armstrong, A. W., Idriss, N. Z., & Kim, R. H. (2011). Effects of
video-based, online education on behavioral and knowledge
outcomes in sunscreen use: a randomized controlled trial. Patient
Education and Counseling, 83, 273-271.

Avis, N. E., Smith, K. W., Link, C. L., & Goldman, M. B. (2004).
Increasing mammography screening among women over age 50
with a videotape intervention. Preventive Medicine, 39, 498-506.

Backinger, C. L., Pilsner, A. M., Augustson, E. M., Frydl, A., Phillips,
T., & Rowden, J. (2011). YouTube as a source of quitting
smoking information. Tobacco Control, 20, 119-122.

Bandura, A. (1986). Social foundations of thought and action : a
social cognitive theory. Englewood Cliffs, NJ: Prentice-Hall.

Blas, M. M, Alva, I. E., Carcamo, C. P., Cabello, R., Goodreau, S. M.,
Kimball, A. M., et al. (2010). Effect of an online video-based
intervention to increase HIV testing in men who have sex with men
in Peru. PLoS ONE, 5, €10448.

Bunge, M., Muhlhauser, I., & Steckelberg, A. (2010). What constitutes
evidence-based patient information? Overview of discussed
criteria. Patient Education and Counseling, 78, 316-328.

Calderon, Y., Haughey, M., Leider, J., Bijur, P. E., Gennis, P., &
Bauman, L. J. (2007). Increasing willingness to be tested for
human immunodeficiency virus in the emergency department
during off-hour tours: A randomized trial. Sexually Transmitted
Diseases, 34, 1025-1029.

Carey, M. P., Coury-Doniger, P., Senn, T. E., Vanable, P. A., &
Urban, M. A. (2008). Improving HIV rapid testing rates among
STD clinic patients: A randomized controlled trial. Health
Psychology, 27, 833-838.

Carson, C. C. (2011). Editorial comment. YouTube as a source of
information on kidney stone disease. Urology, 77, 562-563.
Cinciripini, P. M., McClure, J. B., Wetter, D. W., Perry, J., Blalock, J.
A., & Cinciripini, L. G., et al. (2000). An evaluation of
videotaped vignettes for smoking cessation and relapse preven-
tion during pregnancy: The very important pregnant smokers

(VIPS) program. Tobacco Control, 9(Suppl 3), 61-11163.

Collins, T. C., Krueger, P. N., Kroll, T. L., & Sharf, B. F. (2009).
Face-to-face interaction compared with video watching on use of
physical activity in peripheral arterial disease: A pilot trial.
Angiology, 60, 21-30.

Davis, T. C., Michielutte, R., Askov, E. N., Williams, M. V., &
Weiss, B. D. (1998). Practical assessment of adult literacy in
health care. Health Education & Behavior, 25, 613-624.

Dorfman, C. S., Williams, R. M., Kassan, E. C., Red, S. N., Dawson,
D. L., Tuong, W., et al. (2010). The development of a web- and a
print-based decision aid for prostate cancer screening. BMC
Medical Informatics and Decision Making, 10, 12. doi:
10.1186/1472-6947-10-12

Dyson, P. A., Beatty, S., & Matthews, D. R. (2010). An assessment
of lifestyle video education for people newly diagnosed with

@ Springer

type 2 diabetes. Journal of Human Nutrition & Dietetics, 23,
353-359.

Eckman, M. H., Wise, R., Leonard, A. C., Dixon, E., Burrows, C., Khan,
F., et al. (2012). Impact of health literacy on outcomes and
effectiveness of an educational intervention in patients with
chronic diseases. Patient Education and Counseling, 87,143-151.

Fine, L. J., Philogene, G. S., Gramling, R., Coups, E. J., & Sinha, S.
(2004). Prevalence of multiple chronic disease risk factors. 2001
National Health Interview Survey. American Journal of
Preventive Medicine, 27, 18-24.

Friedman, L. C., Everett, T. E., Peterson, L., Ogbonnaya, K. 1., &
Mendizabal, V. (2001). Compliance with fecal occult blood test
screening among low-income medical outpatients: a randomized
controlled trial using a videotaped intervention. Journal of
Cancer Education, 16, 85-88.

Frosch, D. L., Kaplan, R. M., & Felitti, V. J. (2003). A randomized
controlled trial comparing internet and video to facilitate patient
education for men considering the prostate specific antigen test.
Journal of General Internal Medicine, 18, 781-787.

Gagliano, M. E. (1988). A literature review on the efficacy of video in
patient education. Journal of Medical Education, 63, 785-792.

Glasgow, R. E., Edwards, L. L., Whitesides, H., Carroll, N., Sanders, T. J.,
& McCray, B. L. (2009). Reach and effectiveness of DVD and in-
person diabetes self-management education. Chronic Illness, 5,
243-249.

Janda, M., Stanek, C., Newman, B., Obermair, A., & Trimmel, M.
(2002). Impact of videotaped information on frequency and
confidence of breast self-examination. Breast Cancer Research
and Treatment, 73, 37-43.

Keelan, J., Pavri-Garcia, V., Tomlinson, G., & Wilson, K. (2007).
YouTube as a source of information on immunization: a content
analysis. Journal of the American Medical Association, 298,
2482-2484.

Knosel, M., & Jung, K. (2011). Informational value and bias of videos
related to orthodontics screened on a video-sharing Web site.
Angle Orthodontist, 81, 532-539.

Krouse, H. J. (2001). Video modelling to educate patients. Journal of
Advanced Nursing, 33, 748-757.

Kulp, J. L., Rane, S., & Bachmann, G. (2004). Impact of preventive
osteoporosis education on patient behavior: Immediate and
3-month follow-up. Menopause, 11, 116-119.

Lichtenstein, E., Boles, S. M., Lee, M. E., Hampson, S. E., Glasgow,
R. E., & Fellows, J. (2008). Using radon risk to motivate
smoking reduction II: Randomized evaluation of brief telephone
counseling and a targeted video. Health Education Research, 23,
191-201.

Lim Fat, M. J., Doja, A., Barrowman, N., & Sell, E. (2011). YouTube
videos as a teaching tool and patient resource for infantile
spasms. Journal of Child Neurology, 26, 804-809.

McAvoy, B. R., & Raza, R. (1991). Can health education increase
uptake of cervical smear testing among Asian women? British
Medical Journal, 302, 833-836.

McDaniel, R. W., & Rhodes, V. A. (1998). Development of a
preparatory sensory information videotape for women receiv-
ing chemotherapy for breast cancer. Cancer Nursing, 21,
143-148.

Murugiah, K., Vallakati, A., Rajput, K., Sood, A., & Challa, N. R.
(2011). YouTube as a source of information on cardiopulmonary
resuscitation. Resuscitation, 82, 332-334.

Mynaugh, P. A. (1991). A randomized study of two methods of
teaching perineal massage: Effects on practice rates, episiotomy
rates, and lacerations. Birth, 18, 153—159.

O’Keefe, D. J., & Jensen, J. D. (2007). The relative persuasiveness of
gain-framed and loss-framed messages for encouraging disease


http://dx.doi.org/10.1186/1472-6947-10-12

J Behav Med (2014) 37:218-233

233

prevention behaviors: A meta-analytic review. Journal of Health
Communication, 12, 623-644.

Pandey, A., Patni, N., Singh, M., Sood, A., & Singh, G. (2010).
YouTube as a source of information on the HINI influenza
pandemic. American Journal of Preventive Medicine, 38, el—e3.

Partin, M. R., Nelson, D., Radosevich, D., Nugent, S., Flood, A. B.,
Dillon, N., et al. (2004). Randomized trial examining the effect
of two prostate cancer screening educational interventions on
patient knowledge, preferences, and behaviors. Journal of
General Internal Medicine, 19, 835-842.

Plous, S. (1993). The psychology of judgment and decision making.
New York, NY: McGraw-Hill.

Powell, K. M., & Edgren, B. (1995). Failure of educational videotapes
to improve medication compliance in a health maintenance
organization. American Journal of Health-System Pharmacy, 52,
2196-2199.

Prochaska, J. O. (1979). Systems of psychotherapy: A transtheoretical
analysis. Homewood, IL: Dorsey Press.

Pronk, N. P., Anderson, L. H., Crain, A. L., Martinson, B. C.,
O’Connor, P. J., Sherwood, N. E., et al. (2004). Meeting
recommendations for multiple healthy lifestyle factors. Preva-
lence, clustering, and predictors among adolescent, adult, and
senior health plan members. American Journal of Preventive
Medicine, 27, 25-33.

Richardson, C. G., Vettese, L., Sussman, S., Small, S. P., & Selby, P.
(2011). An investigation of smoking cessation video content on
YouTube. Substance Use and Misuse, 46, 893—-897.

Rosenstock, I. M. (1966). Why people use health services. The
Milbank Memorial Fund Quarterly, 44, 94-127.

Sanderson, C. A., & Yopyk, D. J. (2007). Improving condom use
intentions and behavior by changing perceived partner norms:
An evaluation of condom promotion videos for college students.
Health Psychology, 26, 481-487.

Scheinmann, R., Chiasson, M. A., Hartel, D., & Rosenberg, T. J.
(2010). Evaluating a bilingual video to improve infant feeding
knowledge and behavior among immigrant Latina mothers.
Journal of Community Health, 35, 464-470.

Snyder-Ramos, S. A., Seintsch, H., Bottiger, B. W., Motsch, J.,
Martin, E., & Bauer, M. (2005). Patient satisfaction and
information gain after the preanesthetic visit: A comparison of
face-to-face interview, brochure, and video. Anesthesia and
Analgesia, 100, 1753-1758.

Sobel, R. M., Paasche-Orlow, M. K., Waite, K. R., Rittner, S. S.,
Wilson, E. A., & Wolf, M. S. (2009). Asthma 1-2-3: A low
literacy multimedia tool to educate African American adults
about asthma. Journal of Community Health, 34, 321-327.

Solomon, M. Z., & DeJong, W. (1988). The impact of a clinic-based
educational videotape on knowledge and treatment behavior of
men with gonorrhea. Sexually Transmitted Diseases, 15,
127-132.

Sood, A., Sarangi, S., Pandey, A., & Murugiah, K. (2011). YouTube
as a source of information on kidney stone disease. Urology, 77,
558-562.

Spiegel, B. M., Talley, J., Shekelle, P., Agarwal, N., Snyder, B.,
Bolus, R., et al. (2011). Development and validation of a novel
patient educational booklet to enhance colonoscopy preparation.
American Journal of Gastroenterology, 106, 875-883.

Steinberg, P. L., Wason, S., Stern, J. M., Deters, L., Kowal, B., &
Seigne, J. (2010). YouTube as source of prostate cancer
information. Urology, 75, 619-622.

Steinke, E. E. (2001). Use of videotaped interventions in research.
Western Journal of Nursing Research, 23, 627-643.

Sweat, M., O’Donnell, C., & O’Donnell, L. (2001). Cost-effective-
ness of a brief video-based HIV intervention for African
American and Latino sexually transmitted disease clinic clients.
AIDS, 15, 781-787.

Taylor, K. L., Davis, J. L., 3rd, Turner, R. O., Johnson, L., Schwartz,
M. D., Kerner, J. F., et al. (2006). Educating African American
men about the prostate cancer screening dilemma: A randomized
intervention. Cancer Epidemiology, Biomarkers and Prevention,
15, 2179-2188.

Trent, M., Chung, S. E., Burke, M., Walker, A., & Ellen, J. M. (2010).
Results of a randomized controlled trial of a brief behavioral
intervention for pelvic inflammatory disease in adolescents.
Journal of Pediatric and Adolescent Gynecology, 23, 96-101.

Volk, R. J., Spann, S. J., Cass, A. R., & Hawley, S. T. (2003). Patient
education for informed decision making about prostate cancer
screening: A randomized controlled trial with 1-year follow-up.
Annals of Family Medicine, 1, 22-28.

Warwick, D. P., & Lininger, C. A. (1975). The sample survey: Theory
and practice. New York, NY: McGraw-Hill.

Wood, R. Y. (1996). Breast self-examination proficiency in older
women: Measuring the efficacy of video self-instruction Kkits.
Cancer Nursing, 19, 429-436.

Zapka, J. G., Lemon, S. C., Puleo, E., Estabrook, B., Luckmann, R., &
Erban, S. (2004). Patient education for colon cancer screening: A
randomized trial of a video mailed before a physical examina-
tion. Annals of Internal Medicine, 141, 683—692.

Zimmers, E., Privette, G., Lowe, R. H., & Chappa, F. (1999).
Increasing use of the female condom through video instruction.
Perceptual and Motor Skills, 88, 1071-1077.

@ Springer



	Videos to influence: a systematic review of effectiveness of video- based education in modifying health behaviors
	Abstract
	Introduction
	Methods
	Data sources
	Study selection
	Data abstraction

	Results
	Study characteristics
	Population characteristics
	General intervention characteristics
	Targeted health behaviors
	Framing, theory, and teaching tools
	Effect of video intervention on short-term health behaviors
	Effect of video intervention on long-term health behaviors
	Methodological quality of studies and risk of bias

	Discussion
	Conclusion
	Appendix
	References


