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Disclosures

• Former recipient of AMA Foundation 
grants for developing standardized patient 
scenarios for Health Literacy

• UVA chosen by NQF as “adopter” hospital 
for Informed Consent 

• UVA nominated by NQF for AMA-HRET 
award for Patient Centered 
Communication—chosen as one of 8 
adopter hospitals



University of Virginia Health 
System

• Academic Medical Center 
• Serves largely a rural population in 

western Virginia and parts of West Virginia
• High number of poorly educated, LEP and 

deaf patients
• Large surgical referral population with high 

acuity 
• Many levels of caregivers including 

students



Our Model of Informed Consent

• Typical two stage model:
– Conversation aimed at patient 

understanding of the course of action
– Signing of the form

• Documentation of the conversation and 
understanding (?) 

• Exculpatory evidence



Health Literacy Principles

• Never assume understanding

• Speak slowly and use “living room” language
• Use visual aids where possible

• Deal with a minimum of concepts and prioritize 
them

• USE TEACH-BACK !!!!
• Repeat until understanding is achieved
• http://www.bigshouldersdubs.com/clients/AMA/C

onsent06.htm







Pre-Anesthesia Clinic

• 8% cancellation rate traced to poor patient 
comprehension of instructions

• Nurses in clinic using repeat back
• Document on chart what patient says
• Follow up phone callers evening pre-op 

supposed to use repeat back
• Cancellation rate dropped to .8% 



UVA Patients
• PETC study
• 536 patients over one month
• 64% had some literacy barrier
• 51% of those or 31% of total were 

functionally illiterate
• 20% had cultural issues
• Remainder had physical condition
• 32% were college educated



What we did right

• Experience with repeat back in Pre-anesthesia 
Clinic (PETC)

• Terrific interpreter services/translated consents

• Legal department that understands the LEP 
issues

• Support from administration/QI

• Paperwork that reminds us to do it
• Health literacy and cultural curricula 

• Successful grassroots initiatives
• New “department”/staff for services



Interpreter Services

• Large immigrant and refugee population
• Spanish, Farsi/Dari, Mandarin
• Two large deaf populations
• Document translations not optimal
• Heavy use of Cyra-Com services
• Family Medicine International Clinic
• Strong cultural competency curriculum 
• Regional AHECs in Virginia



Legal Resources

• Legal department that works closely with 
interpreter services

• Very complicated process for changing 
documents

• Lots of legalese
• Current Informed Consent reads at 14.8 

grade level by SMOG
• Place for interpreter to sign as validation



Administrative Support

• CEO
• Q/PI departments
• Associate Dean of Clinical Affairs
• Chairs of surgical and anesthesiology 

departments
• Manager of peri-op services
• Manager of PETC
• Past president of American College of 

Surgeons





Health Literacy Curriculum

• Lecture to first year students
• Case studies in second year
• Preceptor cases
• Standardized patient cases developed
• Good relationship with AMA Foundation
• Web site: 

www.healthsystem.virginia.edu/internet/so
m-hlc



Obtaining a  Consent for Surgery
The attending physician or 

his/her designee caring 
for the patient is 
responsible for 
obtaining informed 
consent prior to the 
provision of care

If unsure of the patient’s 
level of understanding 
regarding his/her 
surgery, have the 
patient explain his/her 
surgery to you in his/her 
own words



Obtaining a  Consent for Surgery

For further clarification, 
ask the patient what 
he/she has repeated to 
you means

Be sure to explain the 
surgical risks to the 
patient, have the patient 
repeat the risks to you 
in his/her own words 
and explain what that 
means



Obtaining a  Consent for Surgery

Document within 
the patient’s H&P 
what the patient 
has explained 
back to you 
regarding his/her 
procedure in 
his/her own 
words.



Lapses, Glitches and Hang-ups

• PETC phone callers not using repeat back 
uniformly

• Interpreters not trained to use repeat back
• Informed consent recently made more difficult
• Insufficient training on how to work with 

interpreters
• How know if interpreter adequately translates?
• Need interpreter training for bilingual providers
• Need better evaluation instruments
• Changing a form at UVA is like nailing jello to 

trees



Implementation Strategies

• Have convincing data
• Think safety and quality care
• Find champions that make things happen
• Allow grass roots programs to occur
• Get buy-in at the top
• Remember that it is the right thing to do
• Follow the money for the content, but make 

implementation cheap
• Education must never end, must be tailored for 

audience
• Use technology 
• Build in redundancies



Other points to remember

• Assuming that NO patient understands makes it 
easier to implement strategies
– Literature/experience not clear that simplifying the 

document makes it understandable

• Written policies help you legitimize the activity 
and give you some “hold” on process

• Staff from different areas should talk to each 
other to generate new ideas and synergy

• You must keep reminding people about their 
part in the process—i.e. it takes a champion

• GO PUBLIC



Follow the Money

• Operating rooms lose money when sitting idle

• Costs and charges are lost—a double whammy!
• In 1997, average cost/charges per minute 

equaled $57.   (main OR)
• In 2006, with a new OR suite, it averages $76. 

per minute. 

• Average delay was 33 minutes or $2508.
• OR volume of  ~18,000 cases per year or $ 3.7 

million



Evolving Plans

• Modular internet curriculum for surgical 
residents

• Put with other critical communication policies
• Lectures for all departments
• Institution wide bulletin 
• Legal investigating re-write of informed consent
• ?? “Shadow” consents
• Possible mandatory QI module for faculty
• Research to gather more data
• New patient satisfaction surveys
• A line on the consent form that documents 

repeat back and understanding



Written Policies Needed 

• PETC policy for repeat back
• Critical communications policy
• For when patient does not sign the 

informed consent
• That bilingual providers must prove 

competency
• That bilingual patients still need an 

interpreter
• Institution wide policy for repeat back



Most Important Next Steps

• Study group composed of all parties
• Pilot study
• Educational program for all levels

– Departmental lectures
– NetLearning
– Email bulletins

• Incentivization ?
• Measurement of outcomes
• Regulatory carrots and sticks—or at least 

clarification



AMA-HRET Lessons

• Patient centered
• Redundancies for teach back

– This was the piece that UVA contributed 

• Standardized informed consent 
discussions
– Use of interactive formats/computers

• Culture-specific risk discussions
– Autonomy is not automatic



Conclusions

• Good start
• NQF report particularly helpful and AMA-

HRET award put spotlight on issues
• Dedicated and active supporters
• Need to back actions with written policies
• Education, education, education
• Find a way to share our resources with 

others and share theirs in return


