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Background: Compassionate behavior in clinicians is described as seek-
ing to understand patients’ psychosocial, physical and medical needs, timely 
attending to these needs, and involving patients as they desire. The goal of 
our study was to evaluate compassionate behavior in patient interactions, 
pain management, and the informed consent process of anesthesia residents 
in a simulated preoperative evaluation of a patient in pain scheduled for 
urgent surgery.

Methods: Forty-nine Clinical Anesthesia residents in year 1 and 16  Clinical 
Anesthesia residents in year 3 from three residency programs individually 
obtained informed consent for anesthesia for an urgent laparotomy from a 
standardized patient complaining of pain. Encounters were assessed for order-
ing pain medication, for patient-resident interactions by using the Empathic 
Communication Coding System to code responses to pain and nausea cues, 
and for the content of the informed consent discussion.

Results: Of the 65 residents, 56 (86%) ordered pain medication, at an aver-
age of 4.2 min (95% CI, 3.2 to 5.1) into the encounter; 9 (14%) did not order 
pain medication. Resident responses to the cues averaged between perfunc-
tory recognition and implicit recognition (mean, 1.7 [95% CI, 1.6 to 1.9]) in 
the 0 (less empathic) to 6 (more empathic) system. Responses were lower for 
residents who did not order pain medication (mean, 1.2 [95% CI, 0.8 to 1.6]) 
and similar for those who ordered medication before informed consent sign-
ing (mean, 1.9 [95% CI, 1.6 to 2.1]) and after signing (mean, 1.9 [95% CI, 
1.6  to 2.0]; F (2, 62) = 4.21; P = 0.019; partial η2 = 0.120). There were 
significant differences between residents who ordered pain medication before 
informed consent and those who did not order pain medication and between 
residents who ordered pain medication after informed consent signing and 
those who did not.

conclusions: In a simulated preoperative evaluation, anesthesia residents 
have variable and, at times, flawed recognition of patient cues, responsive-
ness to patient cues, pain management, and patient interactions.
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Compassionate behavior is at the core of medicine. The 
Accreditation Council for Graduate Medical Education 

declares that “[R]esidents are expected to demonstrate: 
compassion, integrity, and respect for others, responsive-
ness to patient needs that supersedes self-interest…”1 The 
Anesthesiology Milestone Project assesses for interactions 
that treat “patients and their families with compassion and 
respect.”2 In 2018, the American Board of Anesthesiology 

implemented an objective structured clinical exam specifi-
cally designed to assess counseling patients, professionalism, 
and interpersonal skills. Relevant skills evaluated include: 
“[E]licits questions and responds appropriately in lay terms” 
and “[D]emonstrates understanding of and concern for the 
situation of the patient.”3

These requirements dovetail with patient descrip-
tions of compassionate behavior. Patients want clinicians 
who actively listen; seek to understand patients and their 

EditoR’S PERSPEctiVE

What We Already Know about This Topic

• Compassionate behavior in clinicians includes understanding 
patients’ psychosocial, physical, and medical needs; promptly 
attending to needs; and engaging patients to the extent they wish

What This Article Tells us That Is New

• The investigators evaluated compassionate behavior of anesthesia 
residents in a simulated preoperative encounter with a patient in 
pain before urgent surgery

• Anesthesia residents had variable and, at times, flawed recognition 
of patient cues, responsiveness to patient cues, pain management, 
and patient interactions
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needs; explicitly acknowledge the person, their emotions, 
their needs, and the situation; involve the patients as they 
desire; convey appropriate information; answer questions 
directly; and attend in a timely manner to these needs with 
action and ongoing evaluation as to success of the action.4–8 
Compassionate behavior is associated with altruism, empa-
thy and embraces “going above and beyond.”8

Compassionate behavior helps patients feel respected, 
acknowledged, and believed, particularly regarding chronic 
pain, tolerance of pain,9 and the ability to manage pain. It 
improves patients’ satisfaction,10 retention of information, 
trust in clinicians, and feelings of control of their health.11 In 
preoperative clinic visits, compassionate behavior improved 
patients’ perception of the attitude of the anesthesiologist 
and the quality of information given, reduced preoperative 
anxiety, and boosted patient satisfaction.12 Compassionate 
behavior facilitates history taking and enhances clinician 
job satisfaction.5

For anesthesiologists, the interpersonal attentiveness 
of compassionate behavior may be most prominent in 
preoperative patient care and the process and content of 
the informed consent discussion. Ideally, anesthesiolo-
gists customize the content of the discussion to the needs 
and priorities of the patient, focus promptly on patient 
concerns, and demonstrate reassuring expertise, in part 
through the quality of answers.13,14 Anesthesia residents 
have reported generally inadequate preparation for the 
range of ethical, relational, and practical challenges of 
obtaining informed consent, which include determining 
decision-making capacity for patients in pain, knowing 
the extent and type of information communicated, and 
managing clinical time pressure.15 Residents reported 
problems improvable by compassionate behavior, such as 
patient mistrust toward clinicians, difficult to resolve mis-
understandings, and negative emotions by both patients 
and clinicians.15

In this study, we observed Clinical Anesthesia residents 
in year 1 and year 3 perform a preoperative evaluation 
of a standardized patient in pain who was scheduled for 
an urgent laparotomy. The goal of this study was to assess 
compassionate behavior through the extent and quality of 
recognition of patient cues, responsiveness to patient cues, 
treatment of signs of acute pain, informed consent content, 
and the balancing of communication and pain management 
during the informed consent process.

Materials and Methods

Study Design

This observational study used tools developed to system-
atically characterize physician-patient interactions and the 
content of the discussions between resident and a standard-
ized patient while obtaining informed consent in a scenario 
designed to highlight potentially challenging behavioral 
interactions.

This study used one of the seven core scenarios of 
the validated Harvard Anesthesia Resident Performance 
Assessment, which was designed to assess broadly anesthe-
sia resident competency.16 Scenarios were performed at one 
dedicated simulation center and two hospital-based simula-
tion centers; sites were physically similar. No site effect was 
seen. Assessments were conducted by different teams asso-
ciated with each of the three simulation centers. Scenario 
administration across sites was standardized by using a 
detailed manual and systematic training of the simulation 
teams. The same confederate attending anesthesiologist and 
confederate nurse were in all scenarios

Subjects were from a convenience sample based on their 
availability from clinical rotations; Clinical Anesthesia resi-
dents in year 2 were unavailable. The seven scenarios were 
unknown to all residents. Residents were instructed to act 
as they would in their current practice. Residents knew 
they were being evaluated in general, but were unaware of 
the specific areas. Residents’ views of the verisimilitude of 
this specific scenario in the study was not assessed, but for 
the overall scenarios, 95% of the residents thought that “the 
simulated experiences sufficiently realistic to allow you to 
act in ways that you think you would in an actual patient 
care situation.”16

For the scenario used for this study, simulated encounter 
videos were coded to evaluate compassionate behavior, con-
tent, and interaction during the informed consent discus-
sion, and how residents addressed the standardized patient’s 
pain and other concerns while obtaining informed consent.

Participants

With institutional review board approval, a convenience 
sample of 65 residents provided signed informed consent 
and participated in this study scenario, including 49 first-
year residents (28 men, 21 women) and 16 third-year resi-
dents (9 men, 7 women), from three Accreditation Council 
for Graduate Medical Education–accredited anesthesia res-
idency programs. No statistical power calculation was con-
ducted before the study. The sample size was based on the 
available data.

Scenario Design and Study Procedure

The standardized patient was a 52-yr-old man awaiting 
urgent repair of a perforated gastric ulcer and had a past 
medical history relevant for poorly controlled gastroesoph-
ageal reflux, a longstanding allergy to nonsteroidal antiin-
flammatory drugs that had caused shortness of breath, and 
a recent history of poison ivy treated with oral prednisone. 
He was on pantoprazole for treatment of his reflux and 
prednisone that was being tapered for treatment of poison 
ivy. He was medically stable but had significant abdominal 
pain. He had a functioning intravenous catheter. The sur-
geon wanted to proceed urgently to the operating room, 
creating time pressure for the resident.
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A resident was escorted by an anesthesia faculty facil-
itator into the preoperative holding area where the stan-
dardized patient was on a stretcher. An embedded nurse 
was attending to the standardized patient. Residents were 
given oral scripted information that included the standard-
ized patient’s history and other relevant clinical history; 
no information was given about the standardized patient’s 
appearance or presence of pain. Residents were instructed 
to obtain informed consent from the standardized patient, 
after which they would discuss the case and plan with 
their supervising anesthesia attending who was preparing 
the operating room for the case. The resident had time to 
review the standardized patient’s chart that included the 
surgical history and physical exam, laboratory data, and sur-
gical consent as well as review the clinical environment. 
The resident also had the opportunity to ask any questions 
of the facilitator. When the resident was ready, the facilitator 
left the room, which denoted the beginning of the scenario.

The standardized patient, embedded nurse, and surgeon 
were trained to standardized cues, responses, and other 
clinical events. The standardized patient was instructed to 
demonstrate acute abdominal pain and to express worry 
about postoperative nausea and vomiting because of a 
previous bad anesthetic experience. The embedded nurse 
was instructed to express concern about the standardized 
patient’s pain. Standardized patients were instructed to 
increase intensity as the visit progressed. If pain medications 
were ordered, the standardized patient’s pain cues decreased 
in intensity. To increase the realistic sense of urgency of the 
case, standardized events included a call from the operating 
room to see if the standardized patient was ready for trans-
port to the operation room, and, later in the scenario, an 
embedded surgeon came into the room asking when the 
standardized patient could proceed to the operating room 
and whether he had received the ordered antibiotic.

Coding

Coding Procedure. Coder training and the subsequent cod-
ing was conducted in accordance with standard practice 
for coding behavior in medical interactions.17 To identify 
all pain and nausea cues and resident responses to those 
cue, one trained, reliable coder coded all of the videotaped 

interactions; two additional coders each coded 50% of 
the interactions, so that all interactions were coded inde-
pendently by two coders. In addition, two coders coded 
all information pertaining to discussion about risks and the 
procedure. Eight hours of coder training involved a detailed 
explanation of the codes of interest and the codebook 
developed by the study investigator responsible for the 
behavioral coding (M.A.R.), as well as observing practice 
videos and applying the coding system to those interactions 
independently. After independent coding on the practice 
videos, coders discussed their codes with the  investigator 
(M.A.R.) and came to consensus. Once coders reached 
consensus independently on five interactions, they then 
were able to code the interactions independently. When 
discrepancies emerged in the final codes, the  investigator 
(M.A.R.) made the final decision by reviewing the original 
videotape.
Response to Pain and Nausea Cues. We coded residents’ 
responses to cues about pain and nausea using the validated 
Empathic Communication Coding System (table 1).18

As the first step, all pain or nausea cues emitted by either the 
standardized patient or the nurse were identified by the trained 
coders. A cue was defined as the standardized patient or nurse 
initiating an explicit statement about pain or nausea or the 
standardized patient displaying a nonverbal sign of pain. Cues 
ended when the standardized patient or nurse finished talking 
about that particular pain or nausea during their conversational 
turn, or the standardized patient stopped demonstrating the 
nonverbal pain cue. Cues were coded as pain or nausea; verbal, 
nonverbal, or both; patient- or nurse-initiated; and for intensity 
of the cue on a 1 (low) to 5 (high) Likert scale.

Residents’ verbal responses were coded using the 
Empathic Communication Coding System response scale 
(table 1) for each pain or nausea cue identified in the inter-
action. If a resident’s response met the criteria for more than 
one category, it was coded as the numerically highest cate-
gory present in the response. Ordering pain medications was 
automatically scored as at least a 4 (Pursuit) on the Empathic 
Communication Coding System response scale. Responses 
were coded as “no opportunity for response” when, after 
a pain or nausea cue, the standardized patient changed the 
topic and/or asked a question, and the physician had no 
chance to respond. This only happened after two pain cues.

table 1. Empathic Communication Coding System response Scale18

number name case-related Example

0 Denial/disconfirms Ignores: No response
1 Perfunctory recognition Automatic/scripted response: “Hmmm. Please open your mouth.”
2 Implicit recognition Addresses peripheral aspect: “We will get you to the operating room ASAP.”
3 Acknowledgment Acknowledges pain: “I see that it hurts.”
4 Pursuit Asks question about pain: “Did the pain medications in the Er help?”
5 Confirmation Legitimizes pain: “This must be scary for you.”
6 Shared feeling or experience Similar experience: “I know the pain is awful. I had the same problem…”

ASAP; as soon as possible; Er, emergency room.
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Residents were categorized into three groups based on 
whether and when they prescribed pain medications: res-
idents who ordered pain medication before the standard-
ized patient signed the informed consent form; residents 
who ordered pain medication after the standardized patient 
signed the informed consent form; and residents who did 
not order pain medication at any time during the encounter.
Greeting Behaviors. Residents were assessed on how they 
greeted the standardized patient. Greeting elements were 
coded according to whether the residents stated their name; 
stated their role; used the standardized patient’s name; and 
inquired how the standardized patient preferred to be 
addressed.
Content of Informed Consent Discussion.  A checklist designed 
for this study was used to determine the procedural elements 
of anesthesia topics and risk topics discussed. Checklist topics 
were chosen through review of anesthesiology texts,19–21 
peer reviewed articles,13,14,22,23 and expert consensus. Unless 
otherwise specified, these items were coded as being either 
present or absent from the discussion.

Coded procedural topics comprised general anesthesia 
broadly and more specific topics of preoperative sedation; 
monitoring devices/plan; mask oxygen; induction of anes-
thesia via medications though intravenous catheter; place-
ment of an endotracheal tube; placement of an arterial line; 
placement of central venous line/catheter; plan for extu-
bation of the trachea; location of recovery; and anesthesia 
personnel present throughout surgery/present to address 
any problems/present to keep you safe.

Coded risk topics included: postoperative pain; postop-
erative nausea and vomiting; dental/oral cavity injury; sore 
throat; blood transfusion; postoperative intubation; aware-
ness under anesthesia; and death.

Overall Quality of Discussion

Coders rated how well each resident described the anesthesia 
procedure (Cronbach’s α = 0.86), risks of the anesthesia proce-
dure (Cronbach’s α = 0.80), and their global impression of the 
interaction (Cronbach’s α = 0.85) on a 1 (poor) to 6 (excel-
lent) Likert scale. Interrater reliability was acceptable, therefore 
the average of the two raters was used for further analyses.

Coders counted how many times during the interaction 
the resident queried the standardized patient about whether 
he wanted more information, further explanation, or other 
questions (Cronbach’s α = 0.57). Coders coded whether 
each of these questions were open (e.g., What questions do 
you have? [Cronbach’s α = 0.60]) or closed (e.g., Do you 
have any questions? [Cronbach’s α = 0.31]).

Statistical Analysis

Ordinal data or frequency data were compared between 
groups using a chi-square test and summarized using median 
[interquartile range]. Interval and continuous level data 
were compared using independent t tests and ANOVAs, and 

described using mean, SD, partial eta squared (a measure of 
effect size; small partial eta squared effect is 0.01, medium is 
0.06, and large is 0.14), and 95% CI where appropriate. All 
hypothesis tests were two-tailed. The null hypothesis was no 
difference between groups. IBM’s Statistical Package for the 
Social Sciences was used for all analyses.

Residents’ responses to pain cues using the 0 (less 
empathic) to 6 (more empathic) ordinal Empathic 
Communication Coding System were summarized using 
mean ± SD. A series of one-way ANOVAs analyzed differ-
ences between the residents who ordered pain medication 
before the standardized patient signed the informed con-
sent form, residents who ordered pain medication after the 
standardized patient signed the informed consent form, and 
residents who did not order pain medication at any time 
during the encounter residents. All assumptions of ANOVA 
were met such that data were independent, normal (using 
the Shapiro–Wilk test of normality), and error variances 
were homogenous (using Levene’s test for homogeneity of 
variances). For significant ANOVA F-tests, post hoc  analyses 
using Tukey honest significant difference test assessed 
 significant differences between groups.

Informed consent frequency data were analyzed by 
descriptive statistics and CI and summarized using median, 
mode and interquartile range. Differences among groups 
were analyzed by chi-square goodness-of-fit.

Results
All of the 65 residents who completed this scenario are 
included in this study. There were no missing data.

Greeting Behaviors

Residents used an average of 2.7 of the 4 greeting elements 
(95% CI, 2.5 to 2.8). Most residents introduced themselves 
(60 of 65; 92%), stated their role (58 of 65; 89%) and, to 
a lesser extent, used the standardized patient’s name (53 
of 65; 82%). One resident (1.5%) asked the standardized 
patient how he preferred to be addressed. One (1.5%) res-
ident used all four elements, 46 (69%) residents used three 
elements, 14 (21%) residents used two elements, two (3%) 
residents used one element, and two (3%) residents did not 
use any of the elements. There were no statistically signif-
icant differences in greeting behaviors by resident gender, 
between Clinical Anesthesia residents in year 1 and Clinical 
Anesthesia residents in year 3, or between residents who 
ordered pain medication before the standardized patient 
signed the informed consent form, residents who ordered 
pain medication after the standardized patient signed the 
informed consent form, and residents who did not order 
pain medication at any time during the encounter.

response to Pain and Nausea Cues

Of the 65 residents, 37 (57%) ordered pain medica-
tion before the standardized patient signed the informed 
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consent form, 19 (29%) ordered pain medication after 
the standardized patient signed the informed consent 
form, and 9 (14%) did not order pain medication at any 
time during the encounter (table 2). The 86% of residents 
who ordered pain medication did so at 4.2 min (95% CI, 
3.2  to  5.1) into the encounters. Residents who ordered 
pain medication before the standardized patient signed 
the informed consent form ordered pain medication at 
4.0 min (95% CI, 2.8 to 5.2), an average of 30 s earlier in 
the encounter than residents who ordered pain medication 
after the standardized patient signed the informed consent 
form, who ordered pain medications at 4.5 min (95% CI, 
2.7 to 6.3). The mean length of encounter did not differ 
significantly among residents who ordered pain medica-
tion before the standardized patient signed the informed 
consent form, residents who ordered pain medication after 
the standardized patient signed the informed consent form, 
and residents who did not order pain medication at any 
time during the encounter.

Across the 65 informed consent encounters, there was 
a total of 559 pain cues ([mean ± SD] 8.6 ± 4.3; range, 
2 to 23) and 167 ([mean ± SD] 2.6 ± 1.0; range, 1 to 6) 
nausea cues (table 2). The mean pain cue intensity was 1.8 
(95% CI, 1.7 to 1.9) with a range from 1 to 5. Most of the 
pain cues were at intensity level 2 (46%); 16% of pain cues 
were an intensity level greater than 2. The mean nausea cue 
intensity was 2.0 (95% CI, 1.8  to 2.1) with a range from 
1 to 4. Most of the nausea cues were at intensity level 2 
(65%); 18% of cues were at an intensity level greater than 
2. Responses to the cues by the Empathic Communication 
Coding System were lower for the residents who did not 
order pain medication at any time during the encounter 
(mean, 1.2 [95% CI, 0.8 to 1.6]), and similar for the residents 

who ordered pain medication before the standardized 
patient signed the informed consent form (mean, 1.9 [95% 
CI, 1.6 to 2.1]) and residents who ordered pain medication 
after the standardized patient signed the informed consent 
form (mean, 1.9 [95% CI, 1.6  to  2.0]; F (2, 62) = 4.21;  
P = 0.019; partial η2 = 0.120). Tukey’s honest significant 
differences post hoc test revealed significant differences 
between the residents who did not order pain medication at 
any time during the encounter and residents who ordered 
pain medication before the standardized patient signed the 
informed consent form and between the residents who did 
not order pain medication at any time during the encoun-
ter and residents who ordered pain medication after the 
standardized patient signed the informed consent, but not 
between residents who ordered pain medication before the 
standardized patient signed the informed consent form and 
residents who ordered pain medication after the standard-
ized patient signed the informed consent form.

Procedural and risk Content of Informed Consent 
Discussion

Residents discussed approximately 5 of the 11 assessed pro-
cedural topics (median, 5; mode, 6; interquartile range, 4) per 
encounter (fig. 1). Specifically, residents discussed anesthesia 
in general (65 of 65; 100%), endotracheal intubation (54 of 
65; 83%), induction of anesthesia via intravenous access (45 
of 65; 69%), and monitoring devices and plan (33 of 65; 
49%) in more than 49% of the encounters (fig. 2). The item 
“anesthesia personnel will be present throughout surgery” 
was mentioned in 27 of 65 (42%) encounters. There were 
no statistically significant differences in procedural topics 
by resident gender, between Clinical Anesthesia residents 

table 2. Encounter Information of Pain Management, Cues, and response Level by residents in PrE-IC, POST-IC, and PMNO Groups

Prescribing of  
Pain Medications  
(n [% of total 
Participant 
Population])

total  
Encounter 
duration
(mins)

time  
to Prescribe  

(mins)
Verbal  
cues

nonverbal  
cues

total  
Pain cues

Verbal 
nausea  

cues

total  
Mean cue 
intensity

total Mean  
Resident  

Response Level  
by EccS

Total (N = 65) 9.8 ± 2.1 4.2 ± 3.6 5.9 ± 1.9 4.5 ± 3.3 8.6 ± 4.3 2.6 ± 1.0 1.8 ± 0.3 1.7 ± 0.6
 PrE-IC
N = 37 (56.9%)

10.3 ± 2.2 4.0 ± 3.7 5.6 ± 1.6 4.4 ± 3.5 8.4 ± 4.5 2.5 ± 1.0 1.9 ± 0.3 1.9 ± 0.7

 POST-IC
N = 19 (29.2%)

9.4 ± 1.9 4.5 ± 3.6 6.5 ± 2.3 4.1 ± 2.9 8.6 ± 3.8 2.8 ± 1.2 1.8 ± 0.2 1.8 ± 0.4

 PMNO
N = 9 (13.9%)

8.8 ± 1.9 --- 5.9 ± 1.8 5.7 ± 3.3 9.6 ± 5.0 2.3 ± 0.5 1.8 ± 0.3 1.2 ± 0.5

Significance test  
between PMNO,  
PrE-IC and POST-IC

F (2, 62) = 2.36;  
P = 0.103;  

partial 
 η2 = 0.071

t (52) = 0.46;  
P = 0.647;  

partial 
 η2 = 0.004

χ(16) = 19.15;  
P = 0.261

χ(16) = 24.55;  
P = 0.431

χ(16) = 22.12;  
P = 0.904

χ(16) = 9.82;  
P = 0.456

F (2, 62) = 0.549;  
P = 0.580;  

partial  
η2 = 0.017

F (2, 62) = 4.21;  
P = 0.019;  

partial  
η2 = 0.120

Mean cue intensity on a 1 (low) to 5 (high) Likert scale. Data presented as mean ± SD.
ECCS, Empathic Communication Coding System; PMNO, pain medications not ordered; POST-IC, pain medications ordered after written consent obtained; PrE-IC, pain medications 
ordered before written consent obtained; s, seconds. 
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in year 1 and Clinical Anesthesia residents in year 3, or 
between residents who ordered pain medication before the 
standardized patient signed the informed consent form, res-
idents who ordered pain medication after the standardized 
patient signed the informed consent form, and residents 
who did not order pain medication at any time during the 
encounter.

Residents discussed approximately four of the eight 
assessed risk topics (median, 4; mode, 4; interquartile range, 
1.5) per encounter (fig. 1). Postoperative nausea and vom-
iting (55 of 65; 86%), transfusion therapy (47 of 65; 72%), 
sore throat (43 of 65; 66%), and oral injury (33 of 65; 51%) 
were discussed in more than half of the encounters (fig. 2). 
There were no statistically significant differences in risk 

Fig. 1. Distribution of residents who discussed specific numbers of the 11 assessed procedural and 8 assessed risk topics.

Fig. 2. Procedural and risks topics discussed by residents shown by frequency of encounter. PONV, postoperative nausea and vomiting.
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topics by resident gender, between Clinical Anesthesia resi-
dents in year 1 and Clinical Anesthesia residents in year 3, or 
between residents who ordered pain medication before the 
standardized patient signed the informed consent form, res-
idents who ordered pain medication after the standardized 
patient signed the informed consent form, and residents 
who did not order pain medication at any time during the 
encounter.

Overall Quality of Procedural and risk Discussions

The overall quality of the procedural discussion and risk 
discussion had mean ratings of 3 (95% CI, 2.6  to  3.3) 
and 3 (95% CI, 3.0  to 3.5), respectively, on a scale from 
poor (1) to excellent (6). Residents asked the standardized 
patient versions of whether he wanted more information, 
felt he needed an explanation, or had any questions an 
average of 1.4 (95% CI, 1.2 to 1.6) times in each encoun-
ter. Residents asked an average of 1.2 (95% CI, 1.0 to 1.4) 
open-ended questions and 0.2 (95% CI, 0.1  to  0.3) 
closed-ended questions in each encounter. There were no 
statistically significant differences between residents who 
ordered pain medication before the standardized patient 
signed the informed consent form, residents who ordered 
pain medication after the standardized patient signed the 
informed consent form, and residents who did not order 
pain medication at any time during the encounter for 
quality of risk discussion, procedure discussion, query-
ing about further questions, and frequency of open- and 
closed-ended questions.

discussion
Our study found that in a simulated urgent preoperative 
evaluation, anesthesia residents have variable and, at times, 
flawed recognition of patient cues, responsiveness to cues, 
and pain management while obtaining informed consent.

Verbal response to Patients in Pain

Compassionate behaviors require recognizing and respond-
ing to direct and indirect verbal and nonverbal cues that 
may indicate concerns, discomfort and anxiety. Residents 
responded clumsily to the patient’s primary concern of 
pain, responding on average with “implicit recognition,” 
which does not reach the level of acknowledging the pain 
(table 1). Residents may not have responded at all to the 
standardized patient’s pain for at least three broad reasons: 
(1) they did not see or hear the pain cue; (2) they saw or 
heard the cue but did not perceive it is as indicative of pain; 
and (3) they recognized the cue as indicative of pain but did 
not respond.

Physicians often do not recognize patient cues, missing 
opportunities to respond compassionately.24,25 Residents 
who recognized cues may have responded awkwardly or 
not at all because they may have been unsettled by the cue 
or the idea of responding to the cue. They may have been 

unsure whether they could respond adroitly, whether it was 
within their purview to respond, or whether it was even 
necessary to respond because the standardized patient’s 
pain was expected. Residents may have been proceeding 
mechanically through their tasks or may have intentionally 
bypassed responding in favor of completing necessary tasks, 
perhaps because of production pressure or because of desire 
not to deviate from a mental checklist.

Pharmacologic response to Patient in Pain

Of the 86% of residents who ordered pain medication, the 
residents who ordered pain medication before the stan-
dardized patient signed the informed consent form ordered 
pain medication at 4 min into the encounter, only 30 s ear-
lier the residents who ordered pain medication after the 
standardized patient signed the informed consent form. In 
our opinion, waiting even 4 min to prescribe pain medica-
tion was unnecessarily long. Residents may have delayed 
ordered pain medication because they prioritized the tasks 
necessary to prepare the standardized patient for surgery, 
which included obtaining informed consent. But clinical 
experience and observation of the study participants sug-
gest a likely factor in the timing was the perception that 
there are ethical or legal requirements to obtain informed 
consent before administering potentially cognitive-altering 
medication.

Dogmatically delaying pain medication for acute pre-
operative pain to maintain decision-making capacity is 
misguided. Pain interrupts the ability to pay attention and 
interact, degrading the patient’s ability to provide informed 
consent.26,27 Administration of pain medication such as opi-
oids to reduce severe pain in the appropriate patient (i.e., 
awake, alert, responsive, limited associated disease) often 
improves the ability of the patient to attend to the informed 
consent discussion.28,29 Our standardized patient met those 
criteria easily. If the patient has already received medication, 
clinicians should assess whether the patient has the capacity 
to participate in the decision-making process for the spe-
cific decision.

Variability and Compassion in Obtaining Informed 
Consent

Patients prize clinicians’ interpersonal availability, relat-
edness, sincerity, kindness, and the ability to listen and to 
communicate in an understandable manner.4–8 Clinicians 
show the ability to listen while obtaining informed con-
sent by responding to the patient’s needs through custom-
izing content. Recommendations for what risks should be 
discussed vary.13,14,22,30 Providing an exhaustive list over-
whelms patients and does not address the specific patient’s 
experience. Risks that are more likely to occur, affect the 
patient’s experience, and may be exacerbated or minimized 
by patient actions, such as postoperative nausea and vomit-
ing or sore throat, are nearly always appropriate to discuss. 
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But given the inaccurate information of quantitative or 
qualitative knowledge of other, more general, risks,31 the 
inability to express risk in a manner readily understood by 
the patient,32 and the anecdotal rarity that risk knowledge 
actually is used by patients to decide whether to proceed 
when there is a single anesthetic option (as compared to a 
choice, such as between regional and general anesthesia), 
the appropriate risk content of an informed consent discus-
sion, absent patient preferences, is hard to generalize from 
an ethical or practical view.

It is nearly always appropriate to directly respond to a 
patient’s question. In our simulated scenario methodology, 
the consistency of the standardized patient’s focus should 
have both prompted the residents to address the standard-
ized patient’s pain and concerns about postoperative nausea 
and vomiting. Residents discussed postoperative nausea and 
vomiting in 85% of the encounters, which is more frequent 

than found in other limited data,23 likely indicating an 
appropriate response to the standardized patient’s concerns. 
It is unsettling that the standardized patient’s specific con-
cerns about postoperative nausea and vomiting were not 
addressed in 15% of the encounters.

The content variability unrelated to the standardized 
patient’s concerns suggests that residents conform to their 
own scripted discussion to which they add as indicated. 
Addressing this clinically recognized and tacitly accepted 
variability in the informed consent “stump speech” may be 
an opportunity to improve care.

Meeting patients’ needs during the preoperative discus-
sion and informed consent process is as important as the 
specific content.21 Asking patients about their questions or 
concerns facilitates customization. In our study, residents on 
average asked the standardized patient if he wanted further 
information or an explanation one to two times during these 

table 3. Potential Barriers to Compassionate Behavior in the Daily Practice of Anesthesia

 

Individual
 Skills •  Inexperience25

•   unaware of characteristics of compassionate behavior
•  Overconfidence in their ability to identify empathetic opportunities40

•  unaware of inability to identify and respond to empathic opportunities40

•  Baseline discomfort with interaction on a compassionate level

 role expectations •  Limited awareness of the obligation to prioritize compassionate behavior
•  Internal production pressure
•  “Load the trucks”—assembly line mentality

 Well-being •  Burnout39

•  External distractions (e.g., life events)39

•  Fatigue from long hours, daily pressure, tasks and engagement with multiple new patients37

Education  
 Structure of anesthesia  

 education
•  Trainees do not see colleagues work so are unable to calibrate themselves
•  Trainees seek to please supervising clinicians, who may not prioritize compassionate behavior
•  Absent role modeling
•  Negative role modeling10,37

•  Insufficient formal education
•  Overly prescriptive “one-size fits all” training5

•  Insufficient individual mentoring38

 Structure of anesthesia  
 trainee evaluation

•  Preoperative evaluation not observed42

•  Supervising clinicians not sufficiently trained to recognize and assess compassionate behavior10,42

•  Supervising clinicians not sufficiently trained to provide feedback
• reluctance of supervising clinicians to counsel residents exhibiting suboptimal but not egregious compassionate behavior because 

of concerns of appropriateness and value of counseling, perceived lack of professional reward, sympathy for the trainee and the 
desire to avoid unpleasant interactions38,41,42

Clinical  
 Patient characteristics •  Complex medical situations that exacerbate time pressures

•  Complex psychosocial situations39 (e.g., previous bad experiences, anxiety) that impair communication

 Tasks •  Prepare the patient for surgery (e.g., take history, perform physical exam, obtain informed consent, establish intravenous access)
•  Extensive work load (e.g., covering too many cases)

Systemic  
 Preoperative evaluation •  Lack of previous relationship with patient makes it more difficult to interact on a compassionate level

 Physical layout •  Inadequate physical and cultural workplace support for compassionate behaviors (e.g., no chair by bedside, loud environment)

 Culture •  Workplace culture not supportive of compassionate behavior (e.g., workload)
•  External production pressure including evaluation systems that overly prioritize efficiency
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encounters. This is too infrequent when presenting complex 
and lengthy information, particularly if a patient is anxious33 
or in pain.27 Clinicians should check-in for questions after 
each “chunk” of information to foster the patient–physician 
relationship, promote question asking, improve communica-
tion, and reduce preoperative anxiety.12,34,35

Study limitations temper drawing conclusions. The sce-
nario was designed to study many competencies and not 
specifically designed to assess only compassionate behav-
ior. The effects of using standardized patients rather than 
actual patients to assess compassionate behavior and obtain-
ing informed consent during urgent situations are not well 
understood. The inability to explore the residents’ rationale 
for their behaviors limits the ability to answer some of ques-
tions posed above and is an important area for future inves-
tigation. It is hard to know the effect of simulation on the 
behavior and content of the informed consent discussion. 
Nonetheless, these limitations do not obviate the central 
results that there are opportunities for increasing genuine 
and responsive compassionate behavior.
Setting an Agenda. Demonstrations of compassionate 
behavior vary because of individual characteristics, trainee 
education, clinical requirements and systems. A clinician’s 
commitment to provide exemplary compassionate behav-
ior may fatigue when faced with low-level, background 
barriers.36 Table 3 describes potential training and practice 
barriers to compassionate behavior. To effectively improve 
compassionate behavior, we need to explore periopera-
tive patients’ and clinicians’ expectations, perspectives and 
priorities and delineate opportunities and barriers within 
perioperative practice systems, department and hospital cul-
tures, and anesthesia training.37–42

Although training can sensitize and increase compas-
sionate behavior, identification of effective education prac-
tices more specific to anesthesia is necessary.43–47 Having the 
opportunity to practice and receive feedback in a psycho-
logically safe learning environment in recognizing when 
patients are in pain, even through a short training session, 
may increase compassionate behavioral responses to patient 
pain cues. Specific nonverbal compassionate behaviors can 
also be taught, including making and keeping eye contact, 
being on the same physical level as the patient, having an 
open posture, and presenting warm or interested facial 
expressions.6

In summary, anesthesia residents have variable and, at 
times, flawed recognition of patient cues, responsiveness 
to patient cues, pain management, and patient interactions. 
Compassionate behavior is important to our patients and their 
families. Training programs should emphasize it as a shared 
responsibility among clinicians and patients, a key measure of 
professionalism, and a source of satisfaction for clinicians.48

Acknowledgments

The authors are grateful for the numerous hours of 
coding that our research assistants put into this project: 

Mikaela S. Bartels, B.S., M.S., Boston University Wheelock 
College of Education and Human Development (Boston, 
Massachusetts); Zöe M. Harris, Bouve College of Health 
Sciences, Northeastern University (Boston, Massachusetts); 
John W. Scott, Jr., B.S., Department of Psychology, 
Northeastern University (Boston, Massachusetts); and 
Nandita Singh, B.A., M.B.E., McGovern Medical School, 
University of Texas Health Science Center (Houston, 
Texas).

research Support

Supported by The Cathedral Fund (Newton Centre, 
Massachusetts) and The Branta Foundation (New York, 
New York).

Competing Interests

The authors declare no competing interests within 36 
months of this work.

Correspondence

Address correspondence to Dr. Waisel: Department of 
Anesthesiology, Critical Care and Pain Medicine, Boston 
Children’s Hospital, 300 Longwood Avenue, Boston, 
Massachusetts 02115. David.Waisel@childrens.harvard.
edu.  This article may be accessed for personal use at no 
charge through the Journal Web site, www.anesthesiology.
org.

References

 1. ACGME Common Program Requirements. Available 
at: https://www.acgme.org/Portals/0/PFAssets/
ProgramRequirements/CPRs_2017-07-01.pdf . 
Accessed November 1, 2018.

 2. The anesthesiology milestone project. J Grad Med 
Educ 2014; 6:15–28

 3. American Board of Anesthesiology: American 
Board of Anesthesiology Applied Examination: 
Objective Structured Clinical Examination, Content 
Outline. Available at: http://www.theaba.org/PDFs/
APPLIED-Exam/APPLIED-OSCE-ContentOutline. 
Published 2017. Accessed June 1, 2018.

 4. Sinclair S, Torres MB, Raffin-Bouchal S, Hack 
TF, McClement S, Hagen NA, Chochinov HM: 
Compassion training in healthcare: What are patients’ 
perspectives on training healthcare providers? BMC 
Med Educ 2016; 16:1–10

 5. Sinclair S, Norris JM, McConnell SJ, Chochinov HM, 
Hack TF, Hagen NA, McClement S, Bouchal SR: 
Compassion: a scoping review of the healthcare litera-
ture. BMC Palliat Care 2016; 15:1–16

 6. Kraft-Todd GT, Reinero DA, Kelley JM, Heberlein 
AS, Baer L, Riess H: Empathic nonverbal behavior 

Copyright © 2019, the American Society of Anesthesiologists, Inc. Unauthorized reproduction of this article is prohibited.

D
ow

nloaded from
 http://asa2.silverchair.com

/anesthesiology/article-pdf/132/1/159/523940/20200100_0-00026.pdf by guest on 13 M
arch 2024

https://www.acgme.org/Portals/0/PFAssets/ProgramRequirements/CPRs_2017-07-01.pdf
https://www.acgme.org/Portals/0/PFAssets/ProgramRequirements/CPRs_2017-07-01.pdf
http://www.theaba.org/PDFs/APPLIED-Exam/APPLIED-OSCE-ContentOutline
http://www.theaba.org/PDFs/APPLIED-Exam/APPLIED-OSCE-ContentOutline


Education

168 Anesthesiology 2020; 132:159–69 Waisel et al.

increases ratings of both warmth and competence in a 
medical context. PLoS One 2017; 12:e0177758

 7. Strauss C, Lever Taylor B, Gu J, Kuyken W, Baer R, 
Jones F, Cavanagh K: What is compassion and how can 
we measure it? A review of definitions and measures. 
Clin Psychol Rev 2016; 47:15–27

 8. Sinclair S, Beamer K, Hack TF, McClement S, Raffin 
Bouchal S, Chochinov HM, Hagen NA: Sympathy, 
empathy, and compassion: A grounded theory study 
of palliative care patients’ understandings, experiences, 
and preferences. Palliat Med 2017; 31:437–47

 9. Ruben MA, Blanch-Hartigan D, Hall JA: Nonverbal 
communication as a pain reliever: The impact of physi-
cian supportive nonverbal behavior on experimentally 
induced pain. Health Commun 2017; 32:970–6

 10. Levinson W, Lesser CS, Epstein RM: Developing phy-
sician communication skills for patient-centered care. 
Health Aff (Millwood) 2010; 29:1310–8

 11. Lown BA, Rosen J, Marttila J: An agenda for improv-
ing compassionate care: A survey shows about half of 
patients say such care is missing. Health Aff (Millwood) 
2011; 30:1772–8

 12. Soltner C, Giquello JA, Monrigal-Martin C, Beydon 
L: Continuous care and empathic anaesthesiologist 
attitude in the preoperative period: Impact on patient 
anxiety and satisfaction. Br J Anaesth 2011; 106:680–6

 13. Waisel DB: Let the patient drive the informed consent 
process: Ignore legal requirements. Anesth Analg 2011; 
113:13–5

 14. Bagnall NM, Pucher PH, Johnston MJ, Arora S, 
Athanasiou T, Faiz O, Darzi LA: Informing the process 
of consent for surgery: Identification of key constructs 
and quality factors. J Surg Res 2017; 209:86–92

 15. Waisel DB, Lamiani G, Sandrock NJ, Pascucci R, 
Truog RD, Meyer EC: Anesthesiology trainees face 
ethical, practical, and relational challenges in obtaining 
informed consent. Anesthesiology 2009; 110:480–6

 16. Blum RH, Muret-Wagstaff SL, Boulet JR, Cooper 
JB, Petrusa ER, Baker KH, Davidyuk G, Dearden JL, 
Feinstein DM, Jones SB, Kimball WR, Mitchell JD, 
Nadelberg RL, Wiser SH, Albrecht MA, Anastasi AK, 
Bose RR, Chang LY, Culley DJ, Fisher LJ, Grover 
M, Klainer SB, Kveraga R, Martel JP, McKenna SS, 
Minehart RD, Mitchell JD, Mountjoy JR, Pawlowski 
JB, Pilon RN, Shook DC, Silver DA, Warfield CA, 
Zaleski KL; Harvard Assessment of Anesthesia Resident 
Performance Research Group: Simulation-based 
assessment to reliably identify key resident perfor-
mance attributes. Anesthesiology 2018; 128:821–31

 17. Blanch-Hartigan D, Ruben MA, Hall JA, Schmid Mast 
M: Measuring nonverbal behavior in clinical interac-
tions: A pragmatic guide. Patient Educ Couns 2018; 
101:2209–18

 18. Bylund CL, Makoul G: Examining empathy in medical 
encounters: An observational study using the empathic 

communication coding system. Health Commun 2005; 
18:123–40

 19. Norman GA Van, Rosenbaum SH: Ethical aspects of 
anesthesia care, Miller’s Anesthesia, 8th edition. Edited 
by Miller RD, Cohen NH, Eriksson LI, Fleisher 
LA, WienerKronish JP, Young WL. Philadelphia, PA, 
Elsevier, 2015, pp 232–50

 20. Waisel DB: Ethics and conflicts of interest in anes-
thesia practice, Anesthesiology, 2nd edition. Edited 
by Longnecker DE, Brown DL, Newman MF, Zapol 
WM. New York, NY, Mcgraw-Hill, 2012, pp 45–50 
doi:10.1001/jou

 21. Waisel DB: Legal aspects of anesthesia care in America, 
Miller’s Anesthesia, 8th edition. Edited by Miller RD, 
Cohen NH, Eriksson LI, Fleisher LA, WienerKronish 
JP, Young WL. Philadelphia, PA, Elsevier, 2015, pp 
251–67

 22. Kinnersley P, Phillips K, Savage K, Mj K, Farrell E, 
Morgan B, Whistance R, Lewis V, Mk M, Bl S, Blazeby 
J, Elwyn G, Agk E: Interventions to promote informed 
consent for patients undergoing surgical and other 
invasive healthcare procedures. Cochrane Database 
Syst Rev 2013;7. doi:10.1002/14651858.CD009445.
pub2.www.cochranelibrary.com

 23. Lagana Z, Foster A, Bibbo A, Dowling K, Cyna AM: 
Consent for pediatric anesthesia: An observational 
study. Paediatr Anaesth 2012; 22:787–92

 24. Morse DS, Edwardsen EA, Gordon HS: Missed oppor-
tunities for interval empathy in lung cancer communi-
cation. Arch Intern Med 2008; 168:1853–8

 25. Ruben MA, van Osch M, Blanch-Hartigan D: 
Healthcare providers’ accuracy in assessing patients’ 
pain: A systematic review. Patient Educ Couns 2015; 
98:1197–206

 26. Moore DJ, Keogh E, Eccleston C: The interruptive 
effect of pain on attention. Q J Exp Psychol (Hove) 
2012; 65:565–86

 27. Attridge N, Keogh E, Eccleston C: The effect of pain 
on task switching: Pain reduces accuracy and increases 
reaction times across multiple switching paradigms. 
Pain 2016; 157:2179–93

 28. Lucha PA Jr, Kropcho L, Schneider JJ, Francis M: Acute 
pain and narcotic use does not impair the ability to 
provide informed consent: Evaluation of a competency 
assessment tool in the acute pain patient. Am Surg 
2006; 72:154–7

 29. Cowan E, Klerman H, Ma J: Capacity to consent to 
research in patients with acute pain: A pilot study. IRB 
2015; 37:1–6

 30. Zarnegar R, Brown MR, Henley M, Tidman V, 
Pathmanathan A: Patient perceptions and recall of con-
sent for regional anaesthesia compared with consent 
for surgery. J R Soc Med 2015; 108:451–6

 31. Chrimes N, Marshall SD: The illusion of informed 
consent. Anaesthesia 2018; 73:9–14

Copyright © 2019, the American Society of Anesthesiologists, Inc. Unauthorized reproduction of this article is prohibited.

D
ow

nloaded from
 http://asa2.silverchair.com

/anesthesiology/article-pdf/132/1/159/523940/20200100_0-00026.pdf by guest on 13 M
arch 2024

www.cochranelibrary.com


 Anesthesiology 2020; 132:159–69 169

Compassionate and Clinical Behavior of Residents

Waisel et al.

 32. Tait AR, Teig MK, Voepel-Lewis T: Informed consent 
for anesthesia: A review of practice and strategies for 
optimizing the consent process. Can J Anaesth 2014; 
61:832–42

 33. Pacheco-Unguetti AP, Acosta A, Callejas A, Lupiáñez 
J: Attention and anxiety: Different attentional func-
tioning under state and trait anxiety. Psychol Sci 2010; 
21:298–304

 34. Griffey RT, Shin N, Jones S, Aginam N, Gross M, 
Kinsella Y, Williams JA, Carpenter CR, Goodman M, 
Kaphingst KA: The impact of teach-back on com-
prehension of discharge instructions and satisfaction 
among emergency patients with limited health literacy: 
A randomized, controlled study. J Commun Healthc 
2015; 14:210–47

 35. Ha Dinh TT, Bonner A, Clark R, Ramsbotham J, 
Hines S: The effectiveness of the teach-back method 
on adherence and self-management in health edu-
cation for people with chronic disease: A systematic 
review. JBI Database System Rev Implement Rep 
2016; 14:210–47

 36. Tierney S, Seers K, Tutton E, Reeve J: Enabling the 
flow of compassionate care: A grounded theory study. 
BMC Health Serv Res 2017; 17:1–12

 37. Wear D, Zarconi J: Can compassion be taught? Let’s ask 
our students. J Gen Intern Med 2008; 23:948–53

 38. Curtis K: 21st century challenges faced by nursing fac-
ulty in educating for compassionate practice: Embodied 
interpretation of phenomenological data. Nurse Educ 
Today 2013; 33:746–50

 39. Fernando AT 3rd, Consedine NS: Development and 
initial psychometric properties of the Barriers to 
Physician Compassion questionnaire. Postgrad Med J 
2014; 90:388–95

 40. Easter DW, Beach W: Competent patient care is depen-
dent upon attending to empathic opportunities pre-
sented during interview sessions. Curr Surg 2004; 
61:313–8

 41. Mak-van der Vossen M, Peerdeman S, van Mook 
W, Croiset G, Kusurkar R: Assessing professional 
behaviour: Overcoming teachers’ reluctance to fail stu-
dents. BMC Res Notes 2014; 7:1–4

 42. Burack JH, Irby DM, Carline JD, Root RK, Larson 
EB: Teaching compassion and respect. Attending physi-
cians’ responses to problematic behaviors. J Gen Intern 
Med 1999; 14:49–55

 43. Blanch-Hartigan D, Ruben MA: Training clinicians 
to accurately perceive their patients: Current state 
and future directions. Patient Educ Couns 2013; 
92:328–36

 44. Blanch-Hartigan D: An effective training to increase 
accurate recognition of patient emotion cues. Patient 
Educ Couns 2012; 89:274–80

 45. Riess H, Kelley JM, Bailey RW, Dunn EJ, Phillips M: 
Empathy training for resident physicians: A random-
ized controlled trial of a neuroscience-informed cur-
riculum. J Gen Intern Med 2012; 27:1280–6

 46. Kelm Z, Womer J, Walter JK, Feudtner C: Interventions 
to cultivate physician empathy: A systematic review. 
BMC Med Educ 2014; 14:219

 47. Bell SK, Pascucci R, Fancy K, Coleman K, Zurakowski 
D, Meyer EC: The educational value of improvisational 
actors to teach communication and relational skills: 
Perspectives of interprofessional learners, faculty, and 
actors. Patient Educ Couns 2014; 96:381–8

 48. Meyer EC: Courage, brains and heart: lessons from the 
Wizard of Oz for difficult healthcare conversations. 
Aust Crit Care 2014; 27:108–9

Copyright © 2019, the American Society of Anesthesiologists, Inc. Unauthorized reproduction of this article is prohibited.

D
ow

nloaded from
 http://asa2.silverchair.com

/anesthesiology/article-pdf/132/1/159/523940/20200100_0-00026.pdf by guest on 13 M
arch 2024


