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ABSTRACT 
Objective: Scripted consultations provide the opportunity to vary and study the 
effect of specific elements of medical communication. These scripted 
consultations are role-played, videotaped and then judged by analogue patients. 
Most studies applying this methodology have provided little insight into how 
they created internally and externally valid written and role-played scripts. In 
this paper we aim to address this gap by providing a detailed description of a 
scripted video-vignette study's methodology. 
Methods: Following the five phases of creating and implementing scripted 
video-vignettes the current study's methodology is described: (1) deciding if 
video-vignettes are appropriate, (2) developing a valid script, (3) designing valid 
manipulations, (4) converting the scripted consultations to video, (5) 
administering the videos in an experiment. 
Results: Following these phases and four validation steps internally and 
externally valid vignettes were developed. 
Conclusions: The detailed description of the current study's methodology 
produced general recommendations for scripted video-vignette studies, such as 
the importance of validating both the written as well as the role-played scripts 
and involving both experts and lay people in validating the scripts. For other 
choices no golden standard exists. 
Practice implications: The presented methodology and recommendations may 
serve as a source of inspiration for future scripted video-vignette studies. 
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1. INTRODUCTION 
While observational studies on communication provide valuable insight into the 
practitioner–patient relationship, causal relations between communication and 
outcomes cannot be determined [1]. Therefore, in the era of evidence-based 
medicine, communication is increasingly being studied experimentally. Scripted 
video-vignettes are an example hereof; researchers create multiple role-played scripts 
of a consultation in which elements of communication (e.g. empathic remarks [2]) 
are systematically varied. Analogue patients (APs; healthy persons or patients) view 
these videos and judge the communication from the patient perspective. This 
methodology allows researchers to assess the impact of isolated variations in 
communication. 
In order to draw causal relations, methodological validity of scripted video-vignettes 
has to be ensured. First, internal validity has to be warranted by creating scripts and 
manipulations that reflect the communication under study. Second, external validity 
is established when APs perceive the scripts as realistic and can identify with the 
video-patient. In a recent systematic review we concluded that previous scripted 
video-vignette studies often failed to ensure both types of validity [3]. For example, 
many studies do not provide detailed information on the creation and validation of 
their manipulations [2], [4], [5], [6], [7], [8], [9] and [10]. We suggested that 
researchers provide more insight into these elements, thereby increasing the quality 
of studies. 
In this paper we aim to address this gap by providing a detailed description of the 
methodology of a specific scripted video-vignette study. We focus mainly on the 
procedures of creating internally and externally valid scripts as well as the 
experiment conducted with these role-played scripts. 

2. METHODS 
When creating and implementing scripted video-vignettes researchers encounter five 
phases [11]; (1) deciding if video-vignettes are appropriate, (2) developing a valid 
script, (3) designing valid manipulations, (4) converting the scripted consultations to 
video, (5) administering the videos. The current study's methodology will be 
described following these phases (see Fig. 1 for a visual representation). The validity 
of the written and role-played scripts was tested in four steps by having them rated 
and commented upon by experts and lay-people: oncologists, communication experts 
and breast cancer survivors and healthy women (steps 1–3). In the final fourth step 
role-played videos were validated in an experiment with breast cancer 
patients/survivors and healthy women. 

[FIGURE 1] 
 

2.1. Phase 1: deciding if video-vignettes are appropriate 
The current study focused on the transition from curative to palliative breast cancer 
care. When communicating such information, oncologists encounter several 
dilemmas. First, patients often want as much information as possible [12], [13], [14], 
[15] and [16], while it is also common to hear patients express a wish not to receive 
too much – prognostic – information [17], [18], [19], [20], [21] and [22]. Second, 
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many patients stress the importance of receiving realistic information [23], [24], [25] 
and [26], while simultaneously asking for hope [23], [27], [28] and [29]. Oncologists 
have to balance between these seemingly contradictory needs. In a previous 
qualitative study we found that women who imagined themselves in the situation of 
hearing life-limiting information varied in their preference for explicit prognostic 
information, while they believed hope could be provided by reassuring patients that 
they will not be abandoned by the hospital [30]. Moreover, oncologists often seemed 
to struggle with providing prognostic information in patients’ preferred manner and 
did not always offer reassurance about non-abandonment (unpublished study). 
Therefore, in the current experimental study we aimed to provide more insight into 
the effect of: (i) more versus less explicit prognostic information, and (ii) more 
versus less reassurance about non-abandonment at the transition from curative to 
palliative breast cancer care. 
For this study, using scripted video-vignettes in an experimental design was 
appropriate for the following reasons. First, it allowed us to standardize 
communication across consultations, which is impossible in clinical care [31] as 
patients might for example ask for more prognostic information. By standardizing 
communication, causal conclusions about the manipulated communication could be 
drawn. Second, it allowed the randomizing of potentially negative communication 
(e.g. more prognostic information than preferred), which would be unethical to vary 
in clinical care [32]. This allowed studying the effect of potentially negative 
communication. Last, by showing one video to multiple APs, the influence of 
background characteristics (e.g. coping style) on the perception of communication 
could be assessed. Moreover, as multiple participants rated the same video-vignette, 
the reliability of outcomes was increased [33] and [34]. 

2.2. Phases 2 and 3: developing a valid script and designing valid manipulations 
A standard script was written of part of a consultation in which the transition from 
curative to palliative breast cancer care was being discussed. Various sources were 
used to create the standard script. First, quotes from the aforementioned qualitative 
study [30] were used. Next, two authors – a practicing medical oncologist (EvdW) 

and experienced communication researcher (JB) – provided the biomedical/social 
content and structure. Additionally, videotapes of clinical bad news conversations 
and prior scripted video-vignette studies [35], [36] and [37] were viewed for input. 
The standard script contained a ‘diagnosis’, ‘prognosis’ and ‘treatment’ sequence 
instead of a whole consultation as we were interested in specific communication 
instead of a general impression of the consultation. This standard script remained 
identical, while the manipulated communication varied between the different 
versions of the script. Last, an introduction sequence was written displaying the 
video-patient introducing herself and her feelings towards the upcoming 
consultation, aimed to increase APs’ empathic involvement [38] and [39]. 

Next, the manipulations were crafted. During the ‘prognosis’ sequence, the 
oncologist's level of prognostic information was varied (high versus low) and during 
the ‘treatment’ sequence, the reassurance about non-abandonment was varied (high 
versus low). By combining all variations within the standard script, four different 
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scripts were created (see Table 1). Manipulations were based on oncologists’ and lay 

peoples’ remarks in the qualitative study. The lowly explicit manipulation included 
qualitative information while the highly explicit manipulation involved statistical 
information. The lowly reassurance manipulation was the standard script while the 
highly reassurance manipulation consisted of three added fragments (one or two 
sentences each) of reassurance about non-abandonment. See Appendix A for the 
final scripts including manipulations. 

[TABLE 1] 
We varied only the verbal content between scripts, to ensure that all effects could be 
attributed to verbal elements. During the prognosis manipulation non-verbal 
communication was standardized and during the reassuring comments, non-verbal 
communication was held equal with the remaining script. A length-difference 
between the lowly and highly reassuring condition emerged due to the added 
reassuring fragments. We did not compensate for duration differences, as (i) clinical 
consultations with various levels of empathy also differ in length [40] and, (ii) 
entering ‘filler’ communication might unintentionally influence perceptions. 
Validation step 1: The written scripts were commented upon by both experts and lay 
people; two oncologists, three communication experts and two survivors. Participants 
rated each script's realism (external validity) using the response categories ‘not at all 

realistic’, ‘partially realistic’ and ‘very realistic’. To determine internal validity, the 

success of the manipulations – how explicit the prognostic information was 
perceived and how reassuring (concerning non-abandonment) the oncologist came 
across – was measured for each script using 1–10 scales (‘not at all’ to ‘very’). 
Participants were asked to provide additional comments. Results and comments were 
used to adjust the scripts. 

2.3. Phase 4: converting the scripted consultations to video 
Validation step 2. The adjusted scripts were role-played by a physician and breast 
cancer survivor (NP) for pilot-testing by seven lay people; both healthy women and 
survivors. The manipulation success and realism of the videos was determined using 
the aforementioned measures. Next, the extent to which participants could empathize 
with the video-patient (external validity) was measured for each video using the 
response categories ‘not at all’, ‘partially’, and ‘very’. Again, scripts were adjusted 
following the results. 
Meanwhile, professional actors were casted to role-play the oncologist, patient and 
husband. We chose not to use a clinical oncologist, as it was crucial that the videos 
would vary only on specific communication. Videotaped castings were shown to 
oncologists, communication researchers, cancer patients/survivors and healthy 
women who stated which actors came across most realistically (i.e. as if they were a 
real oncologist and patient). This was done during presentations (for 
patients/survivors and oncologists) and individual contacts (for all sorts of 
participants). For each part the large majority chose the same actor. So, a 50-year-old 
white male played the oncologist, as many oncologists are middle age men. A 45-
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year-old white female played the patient, enabling women of all ages to identify with 
her. The husband was role-played by a white male of 50 years. 
The chosen actors role-played the scripts under supervision of a movie-director. This 
was first done during a training day. Alternating camera-perspectives were used; 
during emotional moments close-ups of the patient/husband may increase viewers’ 
emotional arousal [41] and [42]. Contrary, during the manipulations APs’ own 
feelings towards the communication have to be elicited, so the camera was then 
focused on the oncologist [43]. 
Validation step 3. Edited pre-final videos were sent by secured email to experts and 
lay people; one oncologist, four communication experts, five breast cancer survivors 
and two healthy women participated. Participants judged again the videos’ realism 
and manipulation successes (external versus internal validity) and provided 
additional comments. Results were used to adjust the scripts a final time. 
During a recording day the final scripts were role-played and videotaped. The 
explicit prognosis manipulations were comparable in length (low 55; high 60 s). The 
reassuring fragments covered 31 s. To put these lengths into perspective, the 
introduction sequence took 1.53 min, the diagnosis sequence had a length of 2.13 
min, and the standard treatment sequence was 2.25 min long. Videos are available 
from the authors upon request. 

2.4. Phase 5: administering the videos 
Next, the videos were used in an experiment, which was approved by the Medical 
Ethics Committee of the University Medical Center of Utrecht. Both breast cancer 
patients/survivors and healthy women were recruited for this outcome study. 
Participants were 51 breast cancer patients/survivors and 53 healthy women (Table 
2). They viewed and judged all four videos (Table 1). We chose to show participants 
all videos, which allowed them to compare the different styles while showing only 
one video would have required a much larger sample size. In the aforementioned 
pilot study (Section 2.3, validation step 2) participants indicated that they were able 
to concentrate on four videos of 3½ to 4 min in succession, though communication 
was varied only slightly. 

[TABLE 2] 
 
Validation step 4. Manipulation success was determined in the experiment as well, 
by asking participants how explicit they perceived the prognostic information and 
how reassuring (concerning non-abandonment) the oncologist came across after each 
video (using 1–10 scales ‘not at all’ to ‘very’). We analyzed whether the 
manipulations were perceived as equally successful by the patients/survivors versus 
healthy women. 

3. RESULTS 
Validation step 1. The written scripts. A majority of the participants perceived all 
scripts as ‘very realistic’. The manipulation of explicitness was successful (low M = 

3.42, SD = 1.96; high M = 8.17, SD = .75, possible range 1–10) and the 3 added 
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reassuring fragments were perceived as such (M = 6.8, SD = 1.92; M = 7.0, SD = .82; 
M = 8.5, SD = .58, possible range 1–10). Various comments were provided regarding 

the script. These concerned, for example, reassurance: ‘When the doctor says ‘as you 

understand’ (after a reassuring fragment, red), I would take that as an instruction to 

keep silent about my fears and doubts, which would make me more anxious’ (quote) 

and the introduction: ‘To ‘undergo’ a scan is very passive, I think that more often the 

doctor would use words like ‘the scan was made’ (quote). Based on these quantitative 
and qualitative results the scripts were adjusted. 
Validation step 2. The preliminary role-played videos. In the pilot study almost all 
participants found the preliminary role-played videos very realistic. Moreover, all 
could empathize with the video-patient very well. The videos differed in prognostic 
explicitness (low M = 6.43, SD = 2.34; high M = 8.08, SD = 1.55) and reassurance 
about non-abandonment (low M = 4.86, SD = 2.44; high M = 8.08, SD = 1.19). As 
the distinction in explicitness was less sharp, these manipulations were intensified 
(e.g. in the lowly explicit condition the remark that the tumour is quite aggressive 
was deleted). 
Validation step 3. The pre-final videos (role-played by the actors). Videos were seen 
equally as realistic and partially realistic. Videos differed in level of prognostic 
explicitness (low M = 3.83, SD = 1.87; high M = 7.70, SD = 1.55) and reassurance 
about non-abandonment (low M = 3.92, SD = 2.02; high M = 7.48, SD = 1.17). 
Additional comments were used to shape the final scripts. These concerned, for 
example, the introduction: ‘I got the impression that the physician does not know the 

patient. However, he does not introduce himself’ (quote), the non-verbal 

communication: ‘I would have expected that a real couple (…) exchanges some 

glances to share their common loss’ (quote) and the diagnosis ‘I think the physician is 

unclear. Why doesn’t he say that you cannot be cured anymore when you have 

metastases?!’ (quote). 
Validation step 4. The success of the manipulations determined in the experiment. 
Again, in the highly explicit videos the prognosis was perceived as being more 
explicit than in the lowly explicit videos (low: M = 3.68, SD = 2.39; high: M = 5.96, 
SD = 2.06) while the videos also differed in level of perceived reassurance about 
non-abandonment (low: M = 4.24, SD = 2.27; high: M = 7.23, SD = 1.98). See Table 
3 for an overview of the manipulation success in all four validation steps. Moreover, 
in the experiment, the manipulated communication was equally successfully 
perceived by the breast cancer patients/survivors versus healthy women (for all 
manipulations p > .21, see Table 4). 

[TABLE 3 EN 4] 
 

http://www.nivel.eu/


Vliet, L.M. van, Hillen, M.A., Wall, E. van der, Plum, N., Bensing, J.M. How to create and 
administer scripted video-vignettes in an experimental study on disclosure of a palliative breast 
cancer diagnosis. Patient Education and Counseling: 2013, 91(1), 56-64 

This is a NIVEL certified Post Print, more info at http://www.nivel.eu 

4. DISCUSSION AND CONCLUSION 

4.1. Discussion 
In this article, a detailed description of the methodology of a scripted video-vignette 
study was provided. Based on our results and the choices we made some general 
recommendations for scripted video-vignettes studies can be generated. However, we 
also encountered dilemmas for which no golden standard emerged. 

4.1.1. General recommendations for scripted video-vignette studies 
 
4.1.1.1. Validate both written and role-played scripts 
 
Based on our results, we would recommend future studies to validate both written 
and role-played scripts. To ensure internal validity it is crucial that manipulations 
succeeded. As we found that the perception of communication depended on the 
medium through which it was offered (i.e. text versus video), it seems important to 
(internally) validate the written as well as the role-played scripts. Only some 
previous studies made explicitly clear they did so [6], [31], [32], [36] and [37]. 
Additionally, after validating the written scripts most often changes to the scripts are 
made. To determine whether these changes are successful, it is important to validate 
the role-played scripts again. Last, by pilot-testing role-played videos, elements 
potentially hampering external validity can be detected. For example, our actor-
patient had long hair which she wore down in the pre-final videos. Breast cancer 
survivors correctly remarked that this hair-length is impossible after chemotherapy 2 
years earlier. So, in the final videos her hair was put up. 
 
4.1.1.2. Involve both experts and lay people in validating the scripts 
 
In the current study, the written and role-played scripts and manipulations were 
commented on by experts and lay people. Both parties are involved in medical 
consultations while their perspective on communication can differ [44], [45] and 
[46], highlighting the importance of including both experts and lay people in the 
validation process [3]. So far, few studies have explicitly asked physicians to 
comment on the manipulations [5], [6], [32], [36], [47], [48] and [49]. Additionally, 
lay people and physicians both have an unique insight into whether the – role-played 

– scripts are realistic. For example, while selecting the actor-patient, EvdW remarked 
that the actress whose reaction towards the bad news was subtle was most realistic. 
 
4.1.1.3. Keep all but the manipulated communication constant while displaying the 
exact manipulations 
 
Another important element for ensuring internal validity is the use of a standard 
script, in which manipulations are varied [3]. Only by creating scripts in which all 
but the manipulated communication is held constant, causal conclusions about found 
effects can be drawn. By providing the content of the manipulations it becomes clear 
which wordings/behaviours influenced outcomes. This holds especially when 
manipulating specific communication instead of container-concepts consisting of 
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multiple behaviours (e.g. ‘patient-centeredness’) [50] and [51]. Other studies can than 
replicate or build further upon specific findings, increasing the evidence-base of 
specific communication. Until now, only some studies provided this information [2], 
[6], [37] and [49]. 
 
4.1.1.4. Take actions to increase APs’ identification with the video-patient 
 
To ensure external validity it is important that APs succeed to put themselves in the 
shoes of the video-patient [3]. Therefore, studies may match APs and the video-
patient on background characteristics (e.g. gender and age) and take actions to 
increase AP's identification with the video-patient. We tried to realize this in various 
ways, by: (i) including a woman of middle-age as patient, with whom all APs could 
identify, (ii) creating an introduction video to increase emotional involvement, (iii) 
assessing and ensuring participants’ identification in the preliminary videos, (iv) 
informing participants about the study aim in the experiment. These methods are 
more rigorous than previous studies’ approaches, who only sometimes assessed 
identification with the video-patient [32], [35] and [49]. Other methods might also be 
beneficial, such as matching actors and APs on race or used dialect. 

4.1.2. Encountered dilemmas 
Not all the choices we made translate themselves into general recommendations. 
Most choices reflect dilemmas for which insight into the rationales for, and effects 
of, the possible decisions is lacking. Examples of such dilemmas are: the sources 
used to create the script (own experience, previous studies and/or theoretical input); 
the length of a script (whole versus part of a consultation); the nature of the 
manipulation (verbal, non-verbal, or both); the participants role-playing the scripts 
(actors versus real doctors/patients); the use of different camera perspectives 
(focused on the patient, physician or both); the APs included (healthy persons versus 
patients/survivors); and the number of video-vignettes APs view (one versus 
multiple). In the current article we underpinned the choices we made in these and 
related dilemmas. However, other studies may follow other rationales and make 
other decisions. In an aligned paper, we will discuss the methodological 
considerations of various encountered dilemmas when creating and implementing 
scripted video-vignettes more in detail [11]. 
Moreover, the heterogeneity of studies will make it difficult to achieve ‘golden 

standards’ for all methodological considerations. Three examples of heterogeneity in 
studies influencing methodology are the following. First, some studies may create 
audio or written vignettes instead of videotaped ones. Although for such studies 
many of the provided advices still apply, differences also emerge. For example, it 
may be more difficult to immerse oneself in such vignettes [52] so more attention 
may be paid to external validity. Second, studies may choose to manipulate other 
elements than communication, such as characteristics of the environment. For such 
manipulations the used camera perspective and length of the vignettes may have 
different influences than when manipulating communication. Last, studies will differ 
on financial budget available. For example, casting and hiring professional actors 
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may be too expensive for some studies which will settle instead for members of their 
research team (who may or may not be doctors) to role-play the scripts. 

4.1.3. Limitations 
Scripted video-vignette studies, and our study in particular, have limitations. First, 
scripted studies remain proxies for clinical interactions and results must be 
generalized to clinical patients with caution. Experimental studies should preferably 
go hand in hand with clinical studies to define the effect of communication in both 
situations. Second, our study sample might not be representative; less involved 
women may be underrepresented as women voluntary participated in the validation 
studies and experiment. 

4.1.4. Future studies 
In the evolving field of scripted video-vignette studies this article may serve as a 
starting point for further discussion and scholarship in developing and applying 
evidence-based vignettes. We encourage researchers to describe their methodological 
procedure. More specifically, we suggest them to report – and reflect on – the 
following elements: (i) the rationales for conducting a scripted video-vignette study, 
(ii) the exact manipulations (and standard script), (iii) whether they used an 
introduction video or other introduction material, (iv) when and how the scripts were 
validated, (v) whether actors or real doctors/patients role-played the scripts, (vi) the 
different camera-perspectives used, (vii) attempts to increase AP's level of 
identification, (viii) the procedure of the experiment, e.g. how many videos were 
viewed. Providing this information will increase insight into specific strengths and 
hurdles of scripted video-vignette studies and provide more insight into a study's 
quality. Future studies can focus on various encountered dilemmas. For example, 
more research is needed on the effect of using different camera-perspectives. By 
following these suggestions, better experimental scripted video-vignette studies can 
be created which provide more evidence-base for how communication may influence 
patient outcomes. 

4.2. Conclusion 
Using scripted video-vignette studies to investigate the effect of specific elements of 
communication provides more insight into these elements’ effects, on the premise of 
using valid scripts and manipulations. Future studies might benefit from general 
recommendations generated from this study. However, for other choices no golden 
standard exists. 

4.3. Practice implications 
Creating and administering internally and externally valid scripted video-vignettes is 
a daunting task. The current article may provide researchers with handles how to do 
so, such as by involving both experts and lay people in validating the written and 
role-played scripts and keeping all but the manipulated communication constant. 
These recommendations and the detailed description of the current study's 
methodology may serve as a source of inspiration for future scripted video-vignette 
studies. 
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FIGURE, TABLES. AND APPENDIX 
Fig. 1. Visual representation of the procedure of creating and administrating valid 
scripted video-vignettes. 
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