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Purpose: Informed consent is a cornerstone of ethical practice. Eliciting patient questions during informed consent increases patient 
engagement and understanding, thus enhancing integrity of the consent process. However, a patient in visible pain can add an 
additional challenge to the informed consent process. The purpose of this research was to examine if and how anesthesiology residents 
ask for questions from a patient displaying severe pain during an informed consent simulation.
Methods: Anesthesiology residents recruited from three anesthesia residency programs were video recorded performing an informed 
consent with a 52-year-old White male simulated patient awaiting urgent repair of a perforated gastric ulcer who was displaying verbal 
and nonverbal signs of pain. Two independent coders evaluated whether, when and how residents elicited patient questions during the 
informed consent process.
Results: Among a sample of 65 first- and third-year anesthesiology residents, more than 20% of residents did not elicit questions 
during the informed consent encounter. Those who elicited questions typically did so late in the process, with approximately 10% 
inviting questions only after the consent form had been signed. Most questions were closed-ended (yes/no questions). Although 
residents did not typically incorporate the patient’s name when eliciting questions, most residents demonstrated eye contact. There 
were no differences in the number or characteristics of questions elicited based on resident gender or level of training.
Conclusion: Our findings suggest there is a need for increased education regarding the purpose and approach to eliciting patient 
questions during the informed consent process, especially for patients who are experiencing pain.

Plain Language Summary: When a patient is about to have surgery, they talk with their doctor about what to expect. Then they 
must agree to have the surgery and agree to the anesthesia needed for the surgery. This is known as the informed consent process. 
Patients who are about to have surgery may have a lot of questions for their doctor. It is important for the doctor to ask the patient if 
they have any questions. This study looked at videos of a training session for anesthesiology residents, who are doctors in advanced 
training to give anesthesia. In this training session, the anesthesiology residents were asked to get informed consent from a patient. The 
patient was an actor pretending to be in a lot of pain. This study looked at whether the anesthesiology resident ever asked the patient if 
he had any questions. Our results show that sometimes the doctors did not ask if the patient had questions. Sometimes the doctors ask 
after the consent form has been signed. We need to train anesthesiology residents to always ask if the patient has questions before the 
patient agrees to the surgery and the anesthesia. 
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Introduction
Informed consent is a widely accepted legal, ethical and regulatory requirement for clinical and research encounters.1 

Informed consent is rooted in the bioethical principle of respect for autonomy whereby patients provide consent freely, 
intentionally, and with accurate understanding. Historically, informed consent meant a physician’s obligation to disclose 
information, however, the focus has shifted to embrace the patient’s understanding and experience.2

The importance and value of eliciting patients’ questions have long been established as an essential component of the 
clinician’s skill set. Eliciting questions in this context refers to the clinician asking or probing whether the patient has any 
questions if the patient has not asked any questions or solicits additional questions. For anesthesiologists, eliciting 
questions promotes patient comprehension, confirms understanding, and upholds integrity of informed consent.3 The 
American Board of Anesthesiology (ABA) considers eliciting questions during informed consent of sufficient importance 
to include in the Objective Structure Clinical Exam required to achieve Diplomate status (https://www.theaba.org/pdfs/ 
OSCE_Content_Outline.pdf). Obtaining informed consent is a central responsibility of anesthesiologists; yet anesthe
siology residents report inadequate preparation to address ethical, practical, and relational challenges.4 Learning to 
conduct informed consent is often happenstance, occurring through observation and imitation of senior practitioners.

Patients afforded opportunities to ask questions are more likely to receive beneficial information which can positively 
influence health outcomes.5 Patients report wanting more information,6 but not having adequate opportunities to ask 
questions.7 Given the inherent hierarchy, patients may not feel empowered to initiate questions, and may seek verbal and 
nonverbal signals that question-asking is appropriate and welcomed.8

Patients actively experiencing pain during the informed consent process provides an additional challenge. Pain makes 
it harder for patients to process information and make decisions.9 Both patients and clinicians may want to accelerate the 
informed consent process to focus instead on intervening for the pain. Anesthesiologists who are discussing informed 
consent with a patient in pain often wait until after the informed consent is completed to address the patient’s pain.3 

While studies have explored patient questions during the informed consent process about pain10 (eg will the procedure be 
painful?), less research has examined how the patient being in a state of pain can impact the informed consent process. 
Patients in pain may be particularly less likely to bring up questions during informed consent process and therefore be 
more reliant on their clinicians actively eliciting questions.

Given the importance of the informed consent discussion and to identify opportunities for education, the present study 
examined whether anesthesiology residents elicited questions during perioperative informed consent of a simulated 
patient in visible state of pain. In addition to understanding if the resident elicited questions, we explored the timing of 
when the resident asked the patient if they had any questions and how the elicitation of questions was worded by the 
resident.

Materials and Methods
This observational study was part of a research program assessing anesthesiology resident competence across three 
Harvard Medical School-affiliated anesthesiology residency programs.3 A convenience sample was video-recorded 
during participation in the validated Harvard Anesthesia Resident Performance Assessment (HARP).11,12 The Office 
of Clinical Investigations at Boston Children’s Hospital approved the protocol (X07-09-0395) and residents completed an 
informed consent.

The HARP scenario depicted a 52-year-old White man simulated patient (SP) awaiting urgent repair of a perforated 
gastric ulcer.3 The SP was medically stable but instructed to demonstrate acute abdominal pain through multiple 
standardized verbal and nonverbal pain cues and to express concern about post-operative nausea and vomiting because 
of previous negative anesthetic experience. Residents were instructed to obtain informed consent. Residents were told the 
surgeon wished to proceed urgently to the operating room, creating realistic time pressure. Residents were not made 
aware of the goal of this research or specifically instructed on asking or answering questions before the simulated 
encounter.

The coding of whether, when, and how residents elicited questions from the SPs included: whether any questions 
were elicited (yes/no); the number of times a question was elicited; length of time to first question to be elicited; when the 
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first question was elicited relative to handing consent form to SP (before, during, after); when the first question was 
elicited relative to signing consent form (before, during, after); whether question elicitation was open-ended (eg, What 
questions do you have?) or closed-ended (eg, Do you have any questions?); whether question elicitation was personal 
(eg, incorporates patient’s name and/or includes the physician’s reference to self) or impersonal; and whether the resident 
made eye contact during question elicitation (yes/no).

Two coders independently coded the videos and reached consensus on discrepancies through reviewing the video and 
discussion.13 Overall Kappa statistic prior to consensus discussions was .86 for all codes, indicating acceptable inter-rater 
reliability.

Descriptive statistical analyses included frequency counts and percentages. One-way ANOVA compared the number 
of questions, when, and how the questions were elicited by resident gender and anesthesiology residency year (first-year 
vs third-year).

Results
A total of 65 anesthesiology residents participated, including 28 (43.1%) men and 37 (56.9%) women, with 49 (75.4%) 
first-year and 16 (24.6%) third-year residents. Residents represented three accredited anesthesiology residency programs 
including Beth Israel Deaconess Medical Center (n = 20, 30.8%), Brigham and Women’s Hospital (n = 25, 38.5%) and 
Massachusetts General Hospital (n = 20, 30.8%). On average, simulated informed consent encounters lasted 9.8 (SD = 
2.1) minutes and ranged from 5.3–15.9 minutes in length.

Of the 65 residents, 51 (78.5%) elicited questions from the SP and 14 (21.5%) did not (Table 1). Of those 51 residents 
who elicited questions, 29 (56.9%) inquired once if the SP had any questions and 22 (43.1%) inquired two or more times. 
The first elicitation of questions typically occurred toward the end of obtaining informed consent, an average of 
8.3 minutes (SD = 2.3) into the interaction, such that questions were elicited after 83.4% of the encounter had elapsed. 

Table 1 Whether, When and How Patient Questions Were 
Elicited During Anesthesia Informed Consent Encounters

Whether Questions were Elicited n (%)

Questions elicited

Yes 51 (78.5%)

No 14 (21.5%)

Number of times questions elicited

0 14 (21.5%)

1 29 (44.6%)

2+ 22 (33.9%)

When Questions were Elicited

Length of informed consent 9.8 (2.1) min

Time of first question 8.3 min (±2.1 min)

Completion of time into interview 83.4% (±1.6%)

First question elicited relative to handing consent

Before 39 (76.5%)

During 3 (5.9%)

After 9 (17.6%)

(Continued)
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Of those who elicited questions, most residents (n = 39, 76.5%) elicited SP questions for the first time before handing the 
consent form to the SP to sign, a few (n = 3, 5.9%) elicited questions while handing the form, and the remaining (n = 9, 
17.6%) elicited questions only after handing the form to the SP. Similarly, most residents (n = 46, 90.2%) elicited 
questions before the SP had signed the consent form, but 5 (9.8%) elicited questions for the first time only after the SP 
had already signed the consent form.

Among residents who elicited questions, most (n = 38, 74.5%) asked closed-ended questions. Just under half (n = 23, 
45.1%) asked personalized questions, incorporating the patient’s name and/or the physician’s reference to self (eg, 
“Mr. Smith, what questions do you have for me?”). Most residents (n = 38, 74.5%), made eye contact while eliciting 
questions.

Whether or not residents solicited questions, when in the encounter the question was solicited, or whether open or 
closed questions were asked did not significantly differ based on resident gender (p = 0.15, p = 0.57, p = 0.52, 
respectively) or residency year (p = 0.96, p = 0.83, p = 0.48, respectively).

Discussion
Patients’ fears about anesthesia are well-documented14–16 and their retention of information during informed consent can 
be limited.17 Patients’ difficultly processing information during informed consent may be exacerbated by being in a state 
of pain.9 Eliciting questions during informed consent promotes patient engagement, trust, mutual understanding, and 
reassurance.5,18

This observational study of anesthesiology residents indicates opportunities for improving question elicitation during 
informed consent since more than 20% of the residents did not elicit questions. Nearly a quarter of residents who elicited 
questions did so during or after the consent form had been handed to be signed. Emphasis on the form itself could disrupt 
a natural question-and-answer exchange or convey that signing the form was more important than patient questions. 
Moreover, most residents failed to ask open-ended questions, which are known to encourage patients to share more 
information.19,20

Anesthesia informed consent poses unique challenges since most anesthesiologists meet patients on the day of surgery 
and have limited time to obtain informed consent.21 Patients may be experiencing perioperative pain. In busy practice 

Table 1 (Continued). 

First question elicited relative to signing consent

Before 46 (90.2%)

During 0 (0.0%)

After 5 (9.8%)

How Questions were Elicited

Any open-ended questions

Yes 13 (25.5%)

No 38 (74.5%)

Personal mannered questions

Yes 23 (45.1%)

No 28 (54.9%)

Eye contact

Yes 38 (74.5%)

No 13 (25.5%)
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environments, waiting until all the information has been provided before inviting patients’ questions may be deemed 
most efficient since questions could presumably be addressed over the course of the discussion. However, open-ended 
elicitation of patient concerns early in a visit can actually reduce time spent on concerns later in the visit and even 
improve health outcomes.22,23 Further, setting a tone early of eliciting questions can assuage patient anxiety, facilitate 
patient-centeredness, and generate greater patient satisfaction.

Based on these results, we encourage anesthesiology training programs to incorporate more explicit guidance, 
practice and feedback on how and when patient questions can be elicited during informed consent. Practical educational 
examples could include embedding learning opportunities to encourage and provide time for students to ask patients what 
questions they have during informed consent encounters. If incorporating simulation, standardized patients could be 
engaged to portray various patient styles ranging from asking no questions (and how to address this through modeling 
and offering answers to commonly asked questions), to asking very detailed questions. Training should also include how 
to recognize and respond to patient pain24 and then how best to elicit questions when a patient is in a state of pain. Since 
patient characteristics such as age, race/ethnicity, language barriers, literacy level, educational attainment, and previous 
anesthetic and healthcare experiences can influence patient question-asking, training residents to elicit questions early 
and proactively during informed consent may be particularly important for ensuring ethical and equitable care in 
vulnerable patient populations.25

Several limitations exist in this observational study. Data was collected during simulated informed consent evaluation. 
This may have motivated residents to elicit more questions or not represented typical practice. The SP was a White adult 
man awaiting urgent surgery and expressing pain. It is reasonable that eliciting questions varies depending on multiple 
factors including patient characteristics, urgency of surgery, and/or presentation of pain. Anesthesiology residents were 
studying in the same northeastern city, limiting generalizability.

Future research on eliciting questions during informed consent could examine patient priorities regarding question- 
asking, how elicitation of questions impacts retention of information and decision-making, and the concurrent effects of 
busy clinical environments. Examining naturally occurring clinical approaches to eliciting questions would be worth
while, such as optimal timing and phrasing in different clinical situations, including for patients in pain. Alternate 
approaches could be compared regarding time requirements, patient experience and outcomes, and satisfaction with care. 
Finally, research should assess whether eliciting questions leads to improved physician engagement and well-being.

Conclusion
Our findings demonstrate variability and practice lapses among residents regarding elicitation of patient questions during 
anesthesia informed consent with a standardized patient in pain. We advocate that the purpose and specifics of eliciting 
questions be incorporated into learning paradigms for anesthesia informed consent. Effectiveness of anesthesiology 
training approaches to improve question-elicitation and other aspects of the informed consent process should also be 
rigorously evaluated in future research. Multifaceted informed consent educational programs including didactics, role- 
play, simulation, and practice-based experiences may have advantages over more traditional educational approaches.26–29 

Systems-level strategies and organizational support, such as more time and greater privacy, to encourage anesthesiolo
gists to elicit questions within the informed consent process should also be considered.

Conceptualizing question elicitation as an expression of patient-centered anesthesiology and as opportunities for 
patients to exercise autonomy and shape conversations in personally meaningful ways highlights the value of high- 
quality informed consent discussions beyond mere conveyance of information and consent form signing.
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