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EXECUTIVE SUMMARY 
A day-long, structured stakeholder dialogue was convened on May 10, 2019 to address the issue of 
“Improving informed consent processes”, with a focus on the communication of information and 
decision-making between clinicians and patients. This project was funded by the Victorian Managed 
Insurance Authority (VMIA). The dialogue was attended by 11 people representing government, 
consumers, communications, research, insurance, nursing, midwifery, surgery, policy, and hospital 
management. A briefing document summarising findings of a rapid review of academic evidence, 
practice interviews and citizen panel on this topic was sent out to all dialogue participants in advance 
of the day. The dialogue had three aims: 
 
1. Gain a shared understanding of evidence, practice and key issues relating to informed 

consent processes 
 
The biggest challenges to informed consent processes include: 

 Variable timing of informed consent processes and ensuring that informed consent 
discussions are commenced with adequate lead time to a decision being made 

 Determining the appropriate seniority of a person obtaining informed consent. While utilising 
junior doctors and nurses to smooth out the informed consent process may be beneficial,  
concerns were raised that it is the responsibility of the individual who will perform the 
procedure to discuss and obtain consent 

 Lack of presentation of options, including alternative treatment/s, and options for how risk 
information is presented 

 Lack of personalisation of information based on patients’ expectations, values and goals 

 Patient groups are diverse and have a range of differing needs and considerations that need 
to be accounted for during the informed consent process 

 Measuring how well informed consent processes have been followed 
 

2. Identify interventions to improve informed consent processes that could be trialled and 
scaled across Victoria  

 
A range of potential interventions were identified. Clinical standards could be used as a basis for 
having informed consent discussions with patients. Peer review could be conducted on a subset of 
clinicians’ patients. Video feedback could be used to facilitate peer review. Conversations could be 
improved by obtaining information about patients in advance to personalise information provision; 
repeating back their expectations; using a question builder to clarify what is important to them and 
measure patient understanding. A communication coach could be utilised to assist clinicians to frame 
information and clarify patient understanding. Both patients and clinicians could be educated on the 
importance of informed consent processes and rights during this process. The cognitive biases of 
clinicians and patients could also be addressed using education. Re-consenting or checking in with 
patients closer to the procedure could pick up changes during the lag time between obtaining consent 
and undertaking the procedure. Patient advocates could assist vulnerable patients. 
 

3. Prioritise an intervention and determine measures of success 

From the list of potential interventions, the deliberation discussion identified three types of 
interventions for further investigation: 
 

 Peer review of informed consent processes 

 Video feedback 

 Improving conversation elements, including personalisation; the use of decision aids and 
question prompts; clinician repeat back of patient expectations; and measurement of patient 
understanding   

 
Using clinical standards as a framework to underpin these interventions was discussed, as was the 
potential for allowing junior doctors to sit in on the intervention as a way for senior clinicians to model 
good practice and enhance the sustainability of the intervention. 
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INTERVENTION DEVELOPMENT 
FOCUS AREA FOR AN INTERVENTION TO IMPROVE INFORMED CONSENT 
PROCESSES  

Communication 

Improving the quality of communication was identified as an appropriate focus for a trial to improve 

informed consent processes. Communication doesn’t end when a clinician provides a patient with 

information, as the information that is intended to be communicated isn’t necessarily received by the 

patient in the intended way. For example, while clinicians may think they are expressing the risks of a 

particular procedure, the patient may not fully understand the severity of the risk, which means the 

information hasn’t been appropriately communicated. Improving the quality of communication could 

be explored across different times, settings and with varying levels of seniority.  

Through deliberation, a range of intervention options were tabled for consideration. It was noted that 

many interventions could intersect with and build on each other, however, for the purposes of the pilot 

trial, one area will need to be chosen as a focus. Three intervention options were shortlisted for 

further exploration and consideration in the development of a trial (see Table 1). For clarity, one of 

these options, ‘Improving Conversations’, has been split into two to differentiate elements related to 

clinicians and patients.  

Table 1: Short-listed intervention options for Informed Consent 

Intervention Detail 

Peer Review  Clinicians could take a selection of their patients and peers could 

review their informed consent processes 

 This would give clinicians an idea of how practice could be improved 

with their own patients  

 The peer review could be extended to multidisciplinary teams 

Video Feedback  Informed consent conversations could be video recorded and 

provided to patients for feedback 

 Video recordings could also be used by clinicians as an education tool 

 They could be reflected on by a junior and senior doctor 

 An intervention using video recordings could also incorporate 

information about what best practice is 

 This could be used as a method to facilitate peer review, evaluation of 

clinical standard use or conversational elements 

 Work is currently being conducted in the UK to automatically record 

informed consent discussions and send to patients 

Improving 

Conversations – 

Clinicians  

Repeat back 

 Clinicians should repeat back their understanding of patients’ 

expectations and goals 

Personalisation 

 Clinicians could ask patients what they expect, how much they want to 

be involved in the process and how much information they would like 

and clinicians could match information provision to patient preferences 

o There is also potential to measure whether patient 

expectations were matched with information provision 
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o Asking a few more questions would give clinicians a lot more 

information and lead to more informed consent and greater 

understanding for both parties 

Improving 

Conversations – 

Patients 

Personalisation 

 Patients could be given personalised take-away information so they 

can review it when they may be less anxious  

Repeat back 

 Patients could reiterate their expected outcomes to check their 

understanding and could redirect the conversation 

 They could voice their expectations at the start and then repeat them 

back at the end 

Question builder 

 A list of questions could be built prior to an informed consent 

discussion so that patients can articulate what is most important for 

them to find out during the consultation 

Patient measurement 

 Patients could be asked if they were aware of the alternative 

treatments and the risks and this could be fed back to the doctors and 

used to provide a ranking of their practice 

 

There was also discussion about how clinical standards could be used to underpin all interventions as 

a way for clinicians to reflect on how they are meeting the standards. 

TARGET POPULATION 

Among clinicians, senior clinicians / consultants, or those that will be performing the procedure were 

deemed most appropriate to target. However, the learning opportunity for junior clinicians in terms of 

role modelling and learning how to have better informed consent discussions could be leveraged. This 

would target all levels of seniority and assist with sustainability of the intervention.  

TARGET PROCEDURES 

As issues with informed consent do not only exist for surgical procedures, some discussion centred 

on whether the intervention should focus should be on minor routine procedures (e.g. taking blood), or 

those that have the most dramatic consequences. Focusing on informing patients about minor 

procedures could begin to change the culture around the provision of information for major 

procedures. However, for the purposes of this intervention, focusing on scenarios where the 

communication of informed consent was more likely to be suboptimal was thought to be a better 

focus.  

Two potential focus areas were suggested: 

 Colonoscopies 

 Knee replacements 
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KEY THEMES OF THE DISCUSSION 
ALL INTERVENTION OPTIONS DISCUSSED 

Clinical standards 

 Surgical specialties within hospitals could agree on a particular clinical standard or clinical 

care pathway to use as the basis for having informed consent discussions with patients  

 Doctors could then articulate their thinking process and demonstrate that their informed 

consent discussions are in line with best practice 

Peer review 

 Clinicians could take a selection of their patients and peers could review their informed 

consent processes 

 This would give clinicians an idea of how practice could be improved with their own patients  

 The peer review could be extended to multidisciplinary teams 

 Red team/blue team concepts could also be used to help clinicians challenge their thinking 

Video feedback 

 Informed consent conversations could be video recorded and provided to patients for 

feedback 

 Video recordings could also be used by clinicians as an education tool 

 They could be reflected on by a junior and senior doctor 

 An intervention using video recordings could also incorporate information about what best 

practice is 

 This could be used as a method to facilitate peer review, evaluation of clinical standard use or 

conversational elements 

 Work is currently being conducted in the UK to automatically record informed consent 

discussions and send them to patients 

Conversation elements 

Personalisation 

 Clinicians could ask patients what they expect, how much they want to be involved in the 

process and how much information they would like and clinicians could match information 

provision to these preferences 

o There is potential to measure whether their expectations were matched with 

information provision 

o Asking a few more questions would give clinicians a lot more information and lead to 

more informed consent and greater understanding for both parties 

 An app could be used to capture more information about the way patients respond to and 

receive information before they see a clinician 

o Clinicians could then tailor the presentation of information (i.e. storytelling or facts 

and figures)   

 Patients could be given personalised take away information to review in their own time when 

there is less pressure 

Repeat back 

 Patients could reiterate their expected outcomes to check their understanding and could  

redirect the conversation 

 They could voice their expectations at the start and then repeat back at the end 

 Clinicians should also repeat back their understanding of patients’ expectations and goals 
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Question builder 

 ACSQHC built a general question builder (on the Health Direct website) to cover a number of 

situations which could be condensed for a trial 

 A list of questions could be built prior to an informed consent consultation so that patients can 

articulate what is most important for them to find out during the consultation 

 This tool could be recommended as a next step after a peer review intervention as a way to 

improve practice. The ACSQHC risk communication module could also be provided.  

Patient measurement 

 Patients could be asked if they were aware of the alternatives and the risks and this could be 

fed back to doctors in the form of a ranking 

 Measurement of understanding should be a high priority as clinicians make too many 

assumptions about what patients understand 

Communication coach 

 A communication coach could sit with surgeons during informed consent conversations to 

assist with framing risks and ensuring that patients have understood 

 This could particularly help those from vulnerable populations 

 This could be focused on surgical pre-operative areas in outpatient clinics and could be 

targeted at clinicians who are in need of improved communication 

Education 

 Doctors could be re-educated about the benefits of quality informed consent processes  

 Patients could be educated about their rights in relation to informed consent and be 

empowered to ask questions  

 Health literacy and confidence could be taught in school 

 An evaluation could be undertaken of the ACSQHC ‘Communicating risk’ e-module 

Cognitive bias 

 An intervention could focus on addressing the cognitive biases of clinicians and patients 

Timing 

 Patients could be re-consented or re-engaged with closer to the procedure to check whether 

their values or circumstances have changed 

Financial 

 Good informed consent practice could be incentivised with reduced insurance premiums  

o The cost-benefit analysis of particular interventions would need to be demonstrated  

 Patients could also be provided with information about financial implications of procedures 

and treatments during the informed consent process  

Dictation 

 Clinicians could dictate the patient letter to their GP while the patient is in the room so 

patients could speak up if something is wrong or incorrect 

Audit 

 An audit could be conducted within a hospital on letters that go to the GP when planning for 

surgery (RFAs or REAs) 

 These letters tell the GP what the surgeon is planning to do and could give the hospital an 

idea of what conversations have gone on with the patients 

 These letters may be available in the medical record 

 They could be used for educational purposes or to check the elements of the decision for that 

patient 
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Implementation science 

 Implementation science could be a useful approach to improve sustainability, allowing trial 

sites to select from a number of different intervention options in terms of what aligns with their 

own needs and priorities.  

 However, for the pilot trial this would be difficult to evaluate and would be too resource-

intensive  

Informed consent liaison/patient advocate 

 A dedicated person could deal with informed consent  

 This may be difficult to implement in practice as the person would need a huge volume of 

knowledge 

 All high-level surgeons should be skilled in this 

 Patient advocates could address these practical limitations and assist those from vulnerable 

populations 

o There is potential to review the New Zealand experience with patient advocates after 

the national cervical cancer scandal 

PROCESSES 

Timing of informed consent 

 The timing of the informed consent process varies across conditions and between clinicians 

 It may start too soon when the patient is still in shock after a diagnosis. However, taking 

consent too far in advance may also result in lag time between the informed consent 

discussion and the procedure and patients’ circumstances may change during this time  

 Information provision needs to occur in a timely and appropriate way as patients are 

overwhelmed with information 

 Time pressure is also the enemy of quality informed consent discussions 

 Patients don’t want to take too much of the doctor’s time so they don’t always ask questions 

 Clinicians generally perceive shared decision-making to take longer but it could save them 

time in the long run 

Setting in which informed consent discussions take place 

 Informed consent discussions may take place in the surgeon’s rooms or an outpatient clinic 

 There are problems associated with taking consent in the surgeon’s rooms as no one else is 

there, but there are also problems associated with taking consent in an outpatient clinic as it 

may be obtained by a registrar or HMO 

 Due to resourcing, infrastructure and culture, there may also be a difference in informed 

consent processes between regional and rural settings  

Who has a role in informed consent? 

 There are a number of people who may have a role in informed consent processes 

 Ideally, the person performing the surgery or procedure should obtain informed consent, 

however there is currently a lack of consistency with who is obtaining consent 

 If surgeons obtain consent for their own procedures, they can provide patients with more 

information about potential outcomes, based on their previous experience performing that 

procedure 

 Junior medical officers are often put on the spot to perform informed consent tasks and it is 

important that they are adequately supervised 

 Informed consent processes can also start with the GP as they can explore patients’ 

expectations and options and start to manage the process. Sometimes, by the time a patient 

gets to the surgeon’s rooms, informed consent is almost a bygone conclusion. GPs also 

influence the pathways patients may take, especially in relation to the potential outcomes of 

referral (i.e. referral to a surgeon shouldn’t automatically mean surgery) 
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PRESENTATION OF OPTIONS 

 Generally, patients want to know as much information as possible about all of the options 

 However, the idea of going to a specialist to get a broad range of options is a flawed concept  

o Presentation of alternative options depends on the skill and experience of the 

surgeon 

o They may simply not have the information/data to provide patients with alternative 

options or may not understand the benefits of alternative options 

 Similarly, remuneration is provided for surgical procedures, which also works against taking a 

broader approach to informed choice between all options 

 Patients may also expect surgery when they are referred to a surgeon 

 It is common that a broad discussion about options will occur, however patients often push for 

surgery as they want to be ‘fixed’ in a shorter timeframe and, consequently, don’t want to hear 

about alternative options 

 Patients may be unlikely to challenge what the surgeon recommends due to the power 

imbalance between patients and clinicians 

 They may also abdicate responsibility to the clinician to choose between a number of options 

 Watchful waiting/declining treatment is also a valid option but may not be explored fully with 

patients in many circumstances 

PERSONALISATION 

 Many clinicians treat informed consent as a tick box exercise and don’t take patient values or 

expectations into account 

 Informed consent discussions need to be relevant to the patient context in order for patients 

to make truly informed decisions i.e. clinicians can provide the general benefits of the 

procedure but should also provide specific benefits and/or to a particular patient based on 

what matters to them 

 Similarly, risks are dependent on an individual patient’s context, such as their comorbidities 

 Clinicians need to know a lot about a patient to know what they consider as material risks 

 Shared decision-making is thought of as a nice add on by clinicians but generally drops off 

when they are busy 

o Shared decision-making could be framed as risk communication to make it appealing 

to clinicians, similar to the language used in the Australian Commission on Safety 

and Quality in Health Care (ACSQHC) module 

o Good for major surgery decisions, especially when surgery may not be in the 

patient’s best interest 

o It often involves a carer and is a much more involved discussion about potential 

outcomes 

 Personalisation is incredibly important given the diversity of patients that clinicians need to 

engage with 

MEASURING INFORMED CONSENT 

 Clinicians often make assumptions about how well patients have understood informed 

consent information too quickly 

 While only a few cases end up as medical indemnity claims, a number of patients may regret 

their decision or feel like they were not adequately informed about risks or issues that would 

have been important to their decision 

VULNERABLE POPULATIONS 

 Doctors have to deal with a diverse range of patients including those from vulnerable 

populations, i.e. older patients, patients from CALD backgrounds, patients with mental health 

or cognitive impairment issues, and patients with varying levels of health literacy 

https://www.safetyandquality.gov.au/
https://www.safetyandquality.gov.au/
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 All patients facing surgery or other treatments/procedures may be anxious and therefore have 

reduced decision-making capacity. Clinicians need to be aware of this and take it into 

consideration during their discussions 

 Patients may be more vulnerable during certain times than others, for example, instances 

where patients are signing consent forms when they are already in hospital gowns. There are 

power dynamics that come into play and patients may not be engaged in the necessary 

conversations to address any concerns they have 
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NEXT STEPS 
 Explore VMIA data to identify particular conditions for which informed consent is a major 

issue 

 Assemble steering group 

 Develop clear research question and protocol to gather qualitative and quantitative data 

 Identify trial options 

 Fine tune the intervention  
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APPENDIX 1: BACKGROUND AND 
METHODS OF THE STAKEHOLDER 
DIALOGUE 
The stakeholder dialogue was convened to enable a comprehensive discussion of relevant 

considerations (including research evidence) about a high priority clinical or system issue in order to 

inform action. The key features of the dialogue were: 

1. It identified an issue that was considered a high priority; 

2. It focused on different features of the problem, including (where possible) how this differed 

across settings and contexts; 

3. It was informed by a pre-circulated briefing document that summarised contextual information 

on the current situation; 

4. It brought together parties who would be involved in or affected by future decisions related to 

the issue; 

5. It engaged a facilitator to assist with the deliberations; 

6. It allowed for frank, off-the-record deliberations, by following the Chatham House rule: 

‘Participants are free to use the information received during the meeting, but neither the 

identity not the affiliation of the speaker(s), nor that of any other participant, may be revealed’; 

and 

7. It did not aim for consensus. 

Participants’ views and experiences and the tacit knowledge they brought to the issues at hand were 

key inputs to the dialogue. The dialogue aimed to connect the information from the briefing document 

with the people who can make change happen, and energise and inspire the participants by bringing 

them together to address a common challenge. This use of collective problem solving can create 

outcomes that are not otherwise possible, because it transforms each individual’s knowledge into 

collective ‘team knowledge’ that can spark insights and generate action to address to issue. The 

dialogue summary was prepared based on notes of discussion taken independently by a 

BehaviourWorks Australia staff member (audio of stakeholder dialogues is not recorded). These notes 

were analysed to identify key themes and other information relevant to identifying priority areas.  

 

 

 

 

 

 

  


