Informed Consent for Anesthesia Care
Policy and Practice Considerations
The following considerations are solely for informational purposes, are not intended to
provide legal advice, and should not be considered or relied upon as legal guidance.
Federal, state, local, and accreditation requirements vary and are subject to change.
Please seek all necessary legal and expert assistance regarding the requirements
specific to your practice.
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Purpose
This document summarizes the ethical and legal concepts of informed consent for anesthesia,
describes the elements of informed consent, and provides recommendations for engaging in the
informed consent process for anesthesia services. It serves as a resource document for
anesthesia professionals, healthcare professionals, and healthcare facilities for development of
anesthesia informed consent policy and practice considerations. Anesthesia professionals,
including Certified Registered Nurse Anesthetists (CRNAs), are responsible for following the
informed consent requirements specified in federal, state, and local law, accreditation
standards, and facility policies.
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The American Association of Nurse Anesthetist (AANA) Standards for Nurse Anesthesia
Practice1 require that CRNAs “[o]btain and document informed consent for the planned
anesthetic intervention from the patient or legal guardian, or verify that informed consent has
been obtained and documented by a qualified professional.” CRNAs also have an ethical duty
to obtain informed consent under the AANA Code of Ethics for the Certified Registered Nurse
Anesthetist:2 “The CRNA verifies that a valid anesthesia informed consent has been obtained
from the patient or legal guardian as required by federal or state laws or institutional policy prior
to rendering a service.”
CRNAs engage in the anesthesia care informed consent process and obtain informed consent
from the patient when the patient undergoes surgery or an invasive procedure that requires
anesthesia services or when the CRNA provides pain management services. CRNAs may also
obtain informed consent for other procedures, such as the administration of blood and blood
products and the insertion of central lines, in accordance with facility policy.

Introduction and History
Informed consent is grounded in an ethical and legal concept-that patients have the right to
understand what is being done to their bodies (personal autonomy) and agree to the potential
consequences of the healthcare intervention (self-determination and self-decision).3 The legal
requirement of informed consent arose from two separate theories of liability articulated in court
decisions. The first is common law battery, which is the performance of a procedure
(unauthorized touching) without valid consent, even though it may have been performed without
negligence. Justice Cardozo, in the 1914 landmark case of Scholendorff v. Society of New York
Hospitals, asserted the principle of the patient’s right of self-determination.4 The second is
negligent failure to warn and arises where the healthcare professional fails to warn the patient of
risks or to instruct him/her of alternative methods of treatment that are available.
Failure to obtain informed consent compromises patient autonomy, may increase patient safety
risk due to incomplete patient-clinician communication, may constitute negligence, battery,
breach of contract, or other legal claims, and may lead to professional discipline.5,6 A robust
patient-centered informed consent process is a model of shared decision-making that enhances
patient safety, improves patient satisfaction, meets ethical and legal duty to the patient,
increases staff morale, reduces legal risk to the healthcare provider and organization, and helps
ensure compliance with regulatory and accreditation requirements.7

Anesthesia Informed Consent Process: Background and Considerations
Informed consent is much more than a signed form; the anesthesia professional and the patient
develop the anesthesia plan through discussion of alternatives and risks and benefits of the
plan.8,9 The informed consent process provides the opportunity for the patient to be an active
participant in anesthesia care decision-making and to clarify any questions he or she may
have.10-13 Engaging in a patient-centered discussion allows the anesthesia professional and
patient to develop the anesthesia care plan by sharing information and evidence; exploring
patient needs, preferences, and fears; and identifying recommendations and choices.14-17 The
informed consent process may occur in one discussion or during several discussions.7 If
desired by the patient, the family or caregiver may participate in this process. If the patient is
incapacitated, the legal decision maker participates in this process. The legal decision maker is
the person named in an advance directive under durable power of medical attorney or allowed
under state law to make healthcare decisions for a person who is no longer able to make
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decisions on his or her own. Other terms for “legal decision maker” are healthcare agent,
healthcare proxy, legally authorized representative, or surrogate decision-maker. Informed
consent, regardless of whether it is provided by the patient or the patient’s legal decision maker,
is documented in the healthcare record.18
Consideration - Separation of Anesthesia Informed Consent Process from
Surgical/Procedural Informed Consent Process
The AANA recommends separating the anesthesia informed consent process and anesthesia
informed consent form/documentation from the surgical/procedural informed consent process
and form. Combining the informed consent for anesthesia with the procedural or surgical
consent deemphasizes anesthesia’s role and may increase exposure to lawsuits.19 The
anesthesia professional is most qualified to discuss with the patient the risks and benefits for
each type of anesthesia/pain management modality, perioperative management of preexisting
comorbid conditions, and patient preferences.19,20 It is possible that a patient who has the
capacity to provide informed consent for the surgery/procedure may not have the capacity to
provide informed consent for anesthesia.19
Separate and appropriate documentation of the anesthesia informed consent process is also
important evidence that an effective informed consent process occurred.21 When the
anesthesia informed consent process is implemented separately from the surgical/procedural
informed consent process, consider including on the anesthesia informed consent form a patient
acknowledgment that the surgical/procedural consent process occurred and that he/she
understands the reason for the anesthesia.
The AANA previously collaborated with a risk management consultant to develop model
anesthesia consent forms that are not copyrighted and may be adapted for use. These forms
are not presented in an “as is” state and should not be utilized as such. Modifying these forms
for your practice requires thoroughly investigating your state informed consent laws and/or
consultation with legal counsel. Development of informed consent forms must also follow
applicable facility processes and policies. The AANA does not warrant these forms as being
free of legal defects, and providers who elect to use them as the foundation of their policies
elect to do so at their own risk.
Elements of Anesthesia Informed Consent Process13,15,16,22-24
•

•
•

Competence and decision-making capacity: The patient has the legal authority to
consent (competence) and the ability to decide to receive specific anesthesia care
(capacity).
Disclosure of information: The patient is adequately informed of relevant information,
including at a minimum:
o Nature and purpose of the proposed anesthesia technique(s)
o Risks, benefits, side effects of anesthesia technique(s)
o Alternatives and their risks, benefits, and side effects
o Risks of not receiving the anesthesia care
Understanding of disclosed information: The patient demonstrates understanding of
the information disclosed and presented by the anesthesia professional.
Voluntary consent: The patient voluntarily consents to the planned anesthesia care in
the absence of coercion or duress.
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•

Documentation: The healthcare record contains appropriate documentation evidencing
the patient’s informed consent for anesthesia.
Competence and Decision-making Capacity
Competence
“Competence” refers to the patient’s legal authority to make healthcare decisions. Most
states consider a patient to be competent, unless otherwise determined by a court, if
they are 18 years or older.25
Minors23
Generally, parents or legal guardians are legally competent to consent to the
healthcare of minors unless state law provides an exception for special
circumstances. Depending on state law, these exceptions may allow minors to
consent to care, or certain types of care, if minors are:25-29
•
•
•
•
•
•
•
•

Emancipated by court order
Married
Engaged in active military service
Living independently from their parents (e.g., self-sufficient, homeless)
Pregnant
Parents
High school graduates
Seeking specific types of healthcare treatment (e.g., pregnancy-related
services, mental health treatment, drug and alcohol abuse treatment)

In the event the minor patient has an emancipated status (e.g., court order,
department of motor vehicles identification card that is issued to an emancipated
minor, marriage certificate, military identification card, birth certificate and minor’s
written affirmation of meeting the state law’s criteria for living independently) the
anesthesia professional should inquire as to whether the appropriate review and
verification has taken place by the facility and document the result of the inquiry in
the healthcare record.25,30
Some states have adopted the “mature minor doctrine,” which enables a court (or the
healthcare provider depending on state law) to determine that a minor is sufficiently
“mature” to refuse consent or give legal consent in specific situations. Under this
exception to general consent rules, the extent of the risk in the decision and the age
and maturity of the minor are key determinants.31-34 If a court determines this status,
a copy of the court order should be placed in the healthcare record.
Even if the minor does not have the legal authority to consent, he or she should be
included in the informed consent discussion if developmentally appropriate, and his
or her cooperation and agreement (“assent”) should be sought.35
Refer to facility policy and consider consultation with facility legal counsel or ethics
committee in situations involving emancipated or mature minors, minors who refuse
to assent to the anesthesia care, or parental refusal of anesthesia care that is in the
minor’s best interests.
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Decision-making capacity
“Decision-making capacity” should not be confused with “competence,” or legal authority
to provide informed consent. “Decision-making capacity” refers to the patient’s ability to
make a meaningful decision at a specific time about whether or not to undergo
anesthesia, including appreciating the significance of the anesthesia plan of care and its
potential consequences. The anesthesia professional evaluates the patient and
determines capacity to make the specific healthcare decision.21
If the patient has received anxiolysis or analgesia, the anesthesia professional
determines whether the patient has decision-making capacity by considering the
medication’s effects and the patient’s demonstration of rational reasoning and
understanding. If a patient’s decision-making capacity raises concern, the anesthesia
professional may consider having a structured assessment implemented (e.g., the MiniMental State Examination (MMSE)) or seeking a psychiatric, ethics, or legal
consult.7,19,36-38 Once a determination has been made, it is important to document the
determination of the patient’s decision-making capacity, the objective facts supporting
the decision, and the consultation or opinion obtained in the healthcare record.39
Patients who are or become incapacitated do not lose their right of informed consent;
instead, decision-making authority is transferred to a legal decision maker to make
decisions on their behalf.13,40 State law governs who is considered a legal decision
maker and often indicates the priority order in which family members may be contacted if
the patient lacks decision-making capacity.21,36 A patient can delegate his or her right to
make informed decisions to another person in accordance with state law.13 This
designation continues throughout the patient’s anesthesia care, unless expressly
withdrawn, either orally or in writing, by the patient.41 For additional discussion, please
see American Association of Nurse Anesthetists Reconsideration of Advance Directives
- Practice Guidelines and Considerations for Policy Development.
Disclosure of Information
The anesthesia professional provides the patient with information that is relevant and
helpful to making a meaningful, informed decision about the anesthesia care.15 Informed
consent begins with an explanation of the patient’s decision-making role and continues
as an interactive process of communication about alternatives, risks and benefits during
which the patient is encouraged to ask questions related to anesthesia care that are
addressed by the anesthesia professional.7 Information, if applicable to the anesthesia
care, about goals for care, possible recovery concerns, and the post-anesthesia period
are also discussed.15,23,34
The degree of disclosure regarding risks and benefits of anesthesia varies by state and
local law. Many jurisdictions use a “reasonable person” standard, or what is material to a
reasonable person’s decision.10 Risks that should be disclosed are reasonably
foreseeable, but it does not have to include every possible risk. “Material” (i.e.,
significant) risks are those that a reasonable person would want to be made aware of
when making decisions about an anesthetic procedure. They include risks that
commonly occur as well as those risks that are rare, but may result in severe morbidity
and mortality.21,30 Some jurisdictions use the “professional practice” standard, or what a
reasonable practitioner would disclose to a patient under similar circumstances.30
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Special Consideration: Disclosure for Unplanned Conversion to General Anesthesia
The anesthesia professional discusses with the patient the need for possible conversion
to general anesthesia in the event of inadequate sedation or regional anesthesia. The
discussion of possible modifications in the plan for anesthesia allows the patient the
opportunity to discuss any concerns he or she may have related to general
anesthesia.42,43
Understanding Disclosed Information
The patient must demonstrate an understanding of the plan for anesthesia care in order
to make an informed decision and to decide whether to receive anesthesia care.5,12,44
Variables such as language, cultural and religious beliefs, health literacy, and health
impairments may impact a patient’s understanding of the procedure.9,45,46 Please see
Informed Consent Practice Considerations below.
Voluntary Consent
Upon completing the informed consent discussion, the patient exercises the right to
make informed decisions about anesthesia care. “Voluntariness” indicates that the
patient’s consent is free and voluntary without any external influences like coercion,
persuasion, or manipulation.47,48 Exaggerating the harm of not consenting to the
recommended care or the benefits of accepting the recommended care may also be
considered coercion.13,34,48 The patient has the right to withhold consent, revoke
consent, or provide consent after initially withholding consent.34,35
Documentation
Following the interactive development of the anesthesia plan and informed consent
discussion, the patient or legal decision maker consents to the anesthesia and signs the
anesthesia informed consent document indicating date and time and relationship, if
applicable, in accordance with federal, state, and local law, accreditation or other
requirements, and facility policy.49 The informed consent form should not be signed until
the patient’s questions have been answered to his or her satisfaction.50 The Centers for
Medicare & Medicaid Services (CMS) Hospital Conditions of Participation (CoPs) state
that the healthcare record must contain “[p]roperly executed informed consent forms for
procedures and treatments specified by the medical staff, or by federal or state law if
applicable, to require written patient consent.” The current companion CMS hospital
interpretive guideline (November 20, 2015) states, “The medical record must contain a
document recording the patient’s informed consent for those procedures and treatments
that have been specified as requiring informed consent....The informed consent form
contained in the medical record should provide evidence that it was properly
executed.”51,52 CMS also addresses requirements for informed consent for critical
access hospitals (CAHs) in the CAH CoPs and ambulatory surgical centers (ASCs) in
the ASC Conditions for Coverage.53,54
Federal, state and local law, as well as accreditation standards, may also specify
additional requirements, such as the necessity for practitioner, witness, and if applicable,
interpreter signatures. Regardless of whether these signatures are required, they may
be helpful if the informed consent process or documentation is challenged.55 Witness
signatures verify that the witness saw the patient/patient’s legal decision maker sign the
document. Identify an appropriate available witness. All signatures should have the
date and time noted.22,23,51
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In addition, the anesthesia professional may include in the patient’s healthcare record a
note stating that he or she met with the patient and/or legal decision maker, and
informed consent was obtained. This note may include the time, date, and name of
persons present.10,23,58 If significant changes to the agreed anesthesia plan occur after
the patient is sedated or anesthetized, the reasons for the change should be
documented in the anesthesia record.52,59
Formal documentation of informed consent provides evidence that the informed consent
process has been completed, substantiates billing, and may help protect anesthesia
professionals from legal liability or disciplinary action in case the patient subsequently
challenges the proposed care.16,59
Timing of Anesthesia Informed Consent Process
Some facility policies will allow for informed consent to be obtained within a specified time
period prior to the procedure. Regardless of policy or other requirements, the process and
forms should be based on the patient’s current health status. If the patient’s condition changes
after the process has been completed, then the risks, benefits, and alternatives may also have
changed. The anesthesia professional and patient should engage in the informed consent
process again, including signing the document that completes the process.60
Emergencies
Emergencies are exceptions to completing the informed consent process.
Emergencies and Implied Consent: Immediate treatment or intervention is warranted
because the patient is unconscious or incapable of consenting and the harm from failing to
perform the procedure is imminent and outweighs the potential harm from performing the
procedure.61 Generally, if a true emergency exists, consent is not required since it is implied.
Emergencies should be documented in the patient’s record.
When patient status permits, the healthcare professional should attempt to secure the consent
of the legal decision maker, or if there is no legal decision maker, close family members.13,37,61
Generally, legal decision makers provide a “substituted judgment,” or decision based on
knowledge of what the patient would have wanted. When the patient’s wishes are unknown, the
legal decision maker decides according to the “best interests” of the patient. An advance
directive executed by the patient may identify the legal decision maker or specify the patient’s
wishes.13,18,62
Withholding Information
Anesthesia professionals must offer all patients the opportunity to receive relevant healthcare
information. Some patients may limit the scope of the information they wish to receive and their
preferred methods for receiving this information, or waive their right to receive this information.
They may want certain information to be withheld, to involve family members or caregivers in
the decision-making process, or to appoint a family member or caregiver as a proxy.
Anesthesia professionals, within the limits of applicable legal requirements, should respect their
patients’ voluntary choices about receiving healthcare information after educating them about
the informed consent process and shared decision-making.34,38,62-65 A note should be placed in
the patient’s healthcare record describing the patient’s wishes, outlining the relevant facts and
circumstances, and summarizing the information provided to the patient and/or family
member/caregiver.
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Informed Consent Policy Considerations
A facility’s informed consent policy should reflect applicable federal (e.g., CMS CoPs51,53,54),
state, local and accreditation requirements, reinforce a culture that values truly informed
consent, and undergo legal review.
Topics for policy consideration include:8,15,55,66-70
•
•
•
•
•
•
•
•
•
•

Anesthesia informed consent process and documentation
Persons authorized to conduct the consent process
Criteria for legal decision maker to provide informed consent
Emergencies and informed consent
Use of qualified healthcare interpreters
Expiration of informed consent
Informed consent form elements
Related educational materials
Processes for obtaining clarification in special circumstances (e.g., contacting risk
management or other applicable department/committees)
Quality reporting and improvement program

Informed Consent Practice Considerations
Patient Communication and Health Literacy
Health literacy is defined as the ability to obtain, process, and understand basic health
information and services needed to make appropriate health decisions.71 Limited health literacy
disproportionally affects vulnerable populations, including older adults, minorities, and persons
with limited education.72,73 Limited health literacy is associated with less comprehension of
informed consent and lower informed consent recall.7 Because identifying individuals with low
health literacy is not always possible, the anesthesia professional should provide information
during the informed consent process that is clear and meaningful by validating patient
understanding and tailoring the discussion to the patient.69,70 Refer to Appendix A for additional
resources on Patient Communication, Health Literacy, and Cultural Competency.
Considerations
General considerations to facilitate clear communication with the patient during the informed
consent process include:7,9,16,34,55,66,67,72,74-77
•

Patient Engagement
o Greet patients warmly/create a comfortable environment
o Discuss informed consent in a quiet, private setting
o Engage language assistance services, such as qualified healthcare interpretation
or translation services, if necessary
o Consider patient and family cultural values and health beliefs (e.g.,
socioeconomic status, family structure, health-seeking behaviors, immigration
status, country of origin, migration history, and decision-making styles (e.g.,
familial, individual, delegated, deferential)
o Discuss the patient’s role during the informed consent decision-making process
o Modify the tone and pace of the discussion to provide information in a manner
that meets the patient’s ability to process
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Be specific and concrete
Use clear, simple language
Communicate statistical information in a clear, concise, and accurate manner
that is understood by the patient
o Draw simple pictures, use illustrations, or demonstrate with 3-D models
o Consider providing information or fact sheets that can be taken home before the
anesthesia
o Take the time necessary to obtain informed consent
 Preadmission
• Preanesthesia clinic visit for high-risk patients and as
requested by the patient
• Communicate by phone the day before the procedure
• Use patient portal, if available
Comprehension – assess the patient’s understanding of the information provided
o Assess patient comprehension of information provided periodically during the
discussion of anesthesia care
o Repeat information in various formats at different times to encourage questions,
improve comprehension and recall
o Invite questions (e.g., “We discussed a lot of information. What questions do you
have? What can we review again?”)
o Answer questions
o Repeat explanation, if necessary
Consent Document and Process Completion
o Allow patients ample time to read consent and consider options
o Obtain verbal affirmation of consent
o Emphasize that the patient should not sign the document if he or she does not
understand any part of it
o Obtain required signatures (e.g., patient/legal decision maker, anesthesia
professional, witnesses, translator or interpreter)
o Provide a copy of the executed written informed consent to the patient
o If the informed consent process is completed prior to the immediate
preanesthesia assessment and evaluation, verify patient agreement with
previously provided informed consent and answer any concerns.
o
o
o

•

•

Informed Consent Form
General considerations for readability and clear communication within the anesthesia informed
consent form include:22,67,78,79
•
•
•
•
•
•
•
•

Use clear, consistent headings and large fonts (at least 12-point type size and common
font (e.g., Times New Roman)
Include white space
Use an active, conversational tone
Use simple sentences, short paragraphs, and plain, non-technical language where
possible
Avoid acronyms and abbreviations
Provide clear definitions of any technical terms, abbreviations
Consistently use the same words rather than synonyms
Shorten form length by removing unnecessary material
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•

Validate the revised form with patients prior to implementation (e.g., surveys,
questionnaires, individual interviews, group interviews)

Patients Requiring Special Assistance
Some patients may require special assistance. These patients may include those with limited
English proficiency (LEP), visual or hearing impairments, learning disabilities, or cognitive
impairments.45,80 Federal, state, and local statutes, regulations, case law, and guidelines
address communication with the patient to obtain informed consent. This includes Section 1557
of the Patient Protection and Affordable Care Act (ACA), known as the Nondiscrimination
Provision, which prohibits an individual from being excluded from participation in, denied the
benefits of, or otherwise subjected to discrimination on the basis of race, color, national origin,
sex, age or disability in health programs and activities, any part of which is receiving Federal
financial assistance. This law also extends to healthcare programs administered by an
Executive Agency (e.g., CMS, Indian Health Service).81 Under this law, healthcare facilities
must take appropriate steps to provide communication with individuals with disabilities that are
as effective as communications with others.82 CRNAs should be aware of applicable laws and
requirements that apply to patients with special needs and the informed consent process.81,83
Considerations for engaging in the informed consent process with special needs patients
include:
Patients with Limited English Proficiency
The regulation at 45 CFR Part 92 that implements Section 1557 (“ACA Nondiscrimination Final
Rule”) requires covered entities receiving federal funding to take reasonable steps to provide
meaningful access to services for individuals with limited English proficiency (LEP) eligible to be
served or likely to be encountered in its health programs and activities, including providing free,
accurate and timely language assistance services, such as qualified interpreters and translators.
Nothing in this regulation requires individuals with LEP to accept language assistance
services.82
LEP refers to individuals who do not speak English as their primary language and who have a
limited ability to read, speak, write or understand English.83 Approximately 57 million people or
20 percent of the U.S. population speak a language other than English at home.83 Compared to
the English-proficient population, the LEP population tends to be less educated, more likely to
live in poverty, and experience significant barriers to health information and health services.83
Failure to provide language services can lead to lack of informed consent, medical errors,
increased liability risks, and regulatory and accreditation violations.55,66,83-85
Considerations for limited English proficiency include:15,45,66,80,83,86
•

•

Inquire if a patient needs language assistance
o Ask all new patients about their language preference and if they would like an
interpreter
o For patients who speak little or no English, use “I Speak” cards to identify the
language they speak
o Inform patients of the availability of language assistance services clearly and in
their preferred language, verbally and in writing
Use accessible and competent language assistance services, including the following as
mandated for covered entities under the ACA Nondiscrimination Final Rule:
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Qualified bilingual or multilingual staff who is designated by the covered entity to
provide oral language assistance as part of the individual’s current job
responsibilities and who has demonstrated proficiency in speaking and
understanding both spoken English and at least one other spoken language,
including any necessary specialized vocabulary, terminology and phraseology,
and demonstrated that he or she can effectively, accurately, and impartially
communicate all healthcare information to the patient in his/her primary language
o Contracted qualified in-person, telephonic or video healthcare interpreter
services
o Refer to the ACA Nondiscrimination Final Rule and Summary of the Final Rule
for specific requirements
Restrict the following language services:
o Adult family members or friends unless emergency circumstances make this
necessary, or the individual specifically requests that the accompanying adult
interpret or facilitate communication, the accompanying adult agrees, and
reliance on that adult for assistance is appropriate under the circumstances; this
should be documented in the patient’s record
o Minors unless emergency circumstances make this necessary; this should be
documented in the patient’s record
o Refer to the ACA Nondiscrimination Final Rule and Summary of the Final Rule
for specific requirements
Plan for interpreter services in advance (e.g., consider scheduling appointments on
specific days or times when appropriate interpreter services are available)
Provide written translation, performed by a qualified translator, of written content in
paper or electronic form when necessary to provide meaningful access to individuals
with LEP; refer to the ACA Nondiscrimination Final Rule and Summary of the Final Rule
for specific requirements
Use visual images, animation, and multimedia to increase knowledge
Include the interpreter’s name and signature with date and time on the informed consent
form
o

•

•
•

•
•

Patients with Cognitive Impairment
Not all patients with cognitive impairment lack informed consent capacity.7 A structured
assessment (e.g., the Mini-Mental State Examination (MMSE) to assess cognitive impairment
among older adults) may be necessary to evaluate the patient’s capacity to consent.36 If the
patient lacks capacity to consent (e.g., a patient with advanced dementia), a legal decision
maker must be designated.40
Patients with Hearing Impairment
Considerations for older adult patients and hearing-impaired patients include:87
•
•

Patient - Wear personal hearing aids, use amplification device
Anesthesia Professional
o Speak slowly and clearly, with mouth uncovered and visible to the patient
o Encourage the patient to interrupt whenever he/she needs clarification
o Limit ambient and background noise – take the patient to a private room and
close the door
o Communicate the intended message with your body language
o Verify that the patient understands the information
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•

Use a qualified interpreter if the patient prefers to communicate with sign language (refer
to the ACA Nondiscrimination Rule Final Rule and Summary of the Final Rule for
specific requirements)

Patients with Visual Impairment
Considerations for informed consent materials for visually impaired patients include:78,86
•
•

Patient - Wear glasses, use magnifying device
Anesthesia Professional
o Present materials (e.g., informed consent form) orally
o Have translated into Braille
o Large font (at least 14-point), wide margins
o Avoid ALL CAPs or italics

Special Additional Considerations: Informed Consent for Obstetric Patients
Prenatal Education, Communication, and Timing of Informed Consent
Prenatal education
An optimal time to inform and educate women about labor analgesia and anesthesia is during
the prenatal period.12,88,89 Comprehensive prenatal education programs educate women
regarding possible analgesia and anesthesia care during labor.89 Involving anesthesia
professionals in prenatal education provides patients with reliable information regarding labor
analgesia, anesthesia care if necessary for vaginal and caesarean delivery, and management of
potential unexpected complications or emergency situations (e.g., vacuum extraction,
emergency cesarean section).90,91 Prenatal education programs set realistic expectations of the
birth process, which may lead to positive experiences of labor.92,93
Communication and Risk Disclosure to the Obstetric Patient
The anesthesia professional supports the patient to make an informed decision by assessing
the patient’s knowledge and preferences in order to present accurate, adequate, and relevant
labor pain management options (e.g., spinal, epidural, combined spinal-epidural, general
anesthesia).94
Providing written (e.g., pamphlets, handouts) or electronic educational materials (e.g., websites)
to patients is important.95 These materials, however, should not substitute for discussion
between the patient and the obstetrician and anesthesia professionals about the patient’s plan
of care.35 These discussions allow the patient’s healthcare professionals to address the
patient’s concerns, answer questions, and understand the patient’s expectations and
preferences.96 Optimally, the obstetric patient and the healthcare professionals discuss the
patient’s plan of care before labor.
Obstetric patients should be informed that laboring analgesia is traditionally administered when
indicated by the patient’s progress of labor and following consultation with the obstetrician.
However, the administration of laboring analgesia could be delayed secondary to an emergency
that will make it impossible for the anesthesia professional to provide this service. Discuss with
the patient that in such an emergency, alternative analgesia can be provided by the obstetrician
if another anesthesia professional is unavailable to administer an anesthesia analgesic
intervention.
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Obstetric patients who have consented to regional anesthesia should be made aware of the
potential for conversion to general anesthesia (e.g., a spinal wearing off, a high block) to
facilitate delivery and help manage complications associated with severe adverse effects of
neuraxial anesthesia and analgesia.35,97
Specific risks that should be disclosed include those with high incidence, high morbidity, or
adverse fetal effects.35 For example, potential complications of epidurals can range from postdural puncture headaches to rare but significant nerve damage, and risks to the fetus.
Timing of Informed Consent
Optimally, the anesthesia professional should discuss anesthesia options before the patient
goes into labor, or before the patient experiences severe pain and distress during labor.12,30
However, informed consent is often obtained from the patient during active labor.88 Evidence
suggests that the majority of women are competent to give informed consent during the active
phase of labor and can accurately recall the potential complications discussed despite pain and
premedication.12,77,88 If the informed consent discussion takes place during active labor, attempt
to hold this discussion between contractions. The patient’s support person should also be given
the option to be present (with the patient’s consent) during this discussion.92 Ask the patient and
the patient’s support person if they have any questions prior to completion of the informed
consent process.
Anesthesia Consultation with At-Risk Parturients
A prenatal anesthesia consultation may be indicated when pregnancy is complicated by
conditions such as morbid obesity, previous spinal surgery, adverse anesthesia experience,
cardiac disease, or anticipated maternal or fetal risk. This consultation is needed to obtain
maternal health and anesthesia history and to evaluate the patient to develop the plan for
anesthesia care. During informed consent, the anesthesia professional will discuss the
anesthesia risks. This consultation provides the patient with a plan for a safe labor and
delivery.90,98
Pregnancy in Minors
Over the last several years, states have expanded minors’ authority to consent to prenatal
care.30,99 The majority of states and the District of Columbia permit minors to receive
confidential prenatal care and routine labor and delivery services.28 State or local law may
include qualifications or conditions, such as a minimum age for the minor to give valid consent
or allowing healthcare providers to inform parents that their minor daughter is receiving services
if the provider deems it in the minor’s best interests.31,99 Facility policy should include statespecific law regarding the legal ability of a pregnant minor to consent to obstetric anesthesia.
Maternal-Fetal Conflict
Although rare, there are situations in which a patient may refuse consent for anesthesia (e.g.,
refusal for an emergency cesarean delivery) that may jeopardize the mother’s and her fetus’s
health or life.31,35 In these situations, an anesthesia professional may be caught in an ethical
conflict between the principles of beneficence (promoting patient well-being and doing no harm)
and respect for the mother’s autonomy.31,35 While some court decisions have ruled to protect
fetal rights, others have ruled in favor of the mother’s autonomy.35 When such conflicts arise,
the anesthesia professional should respectfully continue to dialogue with the patient in a noncoercive manner and be available should the patient modify her decision. The team references
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applicable hospital policy and guidelines during the development of a collaborative, dynamic
plan to address the rights and safety of the fetus and parturient in a maternal-fetal conflict.35 An
ethics consultation may provide helpful information to address maternal-fetal conflicts.100 The
anesthesia professional should carefully document the informed consent process and the
reasons for refusal of anesthesia services.39,101

Conclusion
A well-designed and properly executed informed consent process enhances and promotes
communication using shared-decision making between the patient and the anesthesia
professional. It improves patient safety through patient engagement in the plan of care.
Information shared during the process also enhances communication within the healthcare
team. The informed consent process includes a patient-centered discussion about the
anesthesia care plan, alternatives, and risks and benefits of the anesthesia care plan. The
informed consent process is tailored to meet each patient’s unique language, health literacy,
culture, values, needs, and preferences. Patients have the opportunity to consider anesthesia
care options, address concerns, and determine their plan of care. Appropriate documentation of
the anesthesia informed consent process is also important to evidence that an effective
informed consent process occurred.
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Appendix: Additional Resources - Patient Communication, Health Literacy, and
Cultural Competency
All content, including text, graphics, images and information, available through these websites is
for general informational purposes only. This list is intended to serve as a resource to assist in
research regarding patient communication, health literacy, and cultural competency. It is the
obligation of the healthcare professional and/or the facility to verify the relevance and accuracy
of the information contained in these resources. The AANA has organized these resources,
which may be of value to the CRNA in assessing options, but the ultimate obligation to
investigate and determine the appropriate course of action rests with the practitioner and facility.
•

•

•

•

•
•

•

•

•

•

National Action Plan for Health Literacy
The National Action Plan seeks to engage organizations, professionals, policymakers,
communities, individuals, and families in a linked, multi-sector effort to improve health
literacy.
CDC Health Literacy: Accurate, Assessable and Actionable Health Information for All
This resource provides information and tools to improve health literacy and public health.
These resources are for all organizations that interact and communicate with people
about health.
CDC Clear Communication Index
This is a research-based tool to help develop and assess public communication
materials.
CDC Culture and Health Literacy
This resource provides tools for cross-cultural communication and language access that
can help organizations address health literacy and improve communication
effectiveness.
CDC Resources for Older Caregivers
This resource provides several tips caregivers can use to help older adults make
decisions about their health.
The AHRQ Health Literacy Universal Precautions Toolkit
The Agency for Healthcare Research and Quality (AHRQ) developed the toolkit to
improve communication with patients.
SHARE Approach Curriculum Tools
The AHRQ developed shared decision-making resources, communication resources,
and additional resources to help healthcare providers and patients make the best
possible treatment decisions.
Guide to Patient and Family Engagement in Hospital Quality and Safety
The AHRQ developed a guide to help patients, families, and health professionals work
together as partners to promote improvements in care.
Health Literacy, Health Communication and e-Health
This resource provides an overview of health literacy, tools, reports/research and related
resources.
Simply Put, A Guide for Creating Easy-to-Understand Materials
This guide teaches how to create easy-to-read materials using effective communication
and design.
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•

•

•

•

•

•

•

MedlinePlus: How to Write Easy-to-Read
MedlinePlus offers guidelines and resources to help create easy-to-read health
materials.
PlainLanguage.gov, Improving Communication from the Federal Government to the
Public
This site includes the Federal Plain Language Guidelines.
Questions Are the Answers
This site includes a question builder and short videos of patients and providers sharing
the importance of asking questions.
Healthy People 2020
This site includes searches on Health Communication and Health Information
Technology Objectives.
Culture, Language and Health Literacy
Health Resources and Services Administration (HRSA) discusses the role of effective
healthcare communication and practices, including health literacy, in improving the
quality of services for culturally and linguistically diverse populations as well as people
with limited health literacy skills.
Promoting Health Literacy Through Easy-to-Read Materials
This class teaches participants to understand various definitions of health literacy and its
importance to patient care; to identify factors that may contribute to low levels of health
literacy; to be aware of the role of cultural competency in health literacy; to use the basic
principles of plain language; and to identify key players in health literacy awareness and
advocacy.
Cultural Competency and Health Literacy: A Guide for Teaching Health Professionals
and Students
This guide is intended to help health professional educators, students, and practicing
health professionals to learn how to reduce health disparities and improve health
outcomes through culturally-sensitive and effective communication with clients across
the health disciplines.

16 of 22
American Association of Nurse Anesthetists | 222 South Prospect Ave | Park Ridge, Illinois 60068-4001 | AANA.com
Professional Practice Division l 847-655-8870 l practice@aana.com

References
1.
2.
3.
4.
5.
6.

7.
8.
9.

10.
11.

12.

13.
14.
15.
16.
17.
18.
19.

20.
21.

Standards for Nurse Anesthesia Practice. Park Ridge, IL: American Association of
Nurse Anesthetists; 2013.
Code of Ethics for the Certified Registered Nurse Anesthetist. Park Ridge, IL:
American Association of Nurse Anesthetists; 2005.
Scheutzow S. Update on Patient Care and Patient Right Issues. Chicago, IL: American
Health Lawyers Association; 2001.
211 N.Y. at 126, 105 N.E. at 93 (1914).
Schenker Y, Meisel A. Informed consent in clinical care: practical considerations in the
effort to achieve ethical goals. JAMA. Mar 16 2011;305(11):1130-1131.
A Practical Guide to Informed Consent - Introduction: Why do We Need to Improve it?
http://www.templehealth.org/ICTOOLKIT/html/ictoolkitpage2.html. Accessed June 10,
2016.
Cordasco K. Obtaining informed consent from patients: brief update review. Rockville,
MD: Agency for Healthcare Research and Quality 2013.
The Joint Commission. Informed consent: more than getting a signature Quick Safety.
2016(21).
Wyatt RM. Take 5: Informed Consent - Beyond Signature [Internet]: Joint Commission;
2016 [cited June 8, 2016]. Podcast. Available from:
https://www.jointcommission.org/podcast.aspx
Domino KB. Informed consent for regional anesthesia: what is necessary? Reg Anesth
Pain Med. Jan-Feb 2007;32(1):1-2.
Douglas CD, McPhee JR. Informed consent: a review of the ethical and legal basis for
medical decision-making for the competent patient. ANZ J Surg. Jul 2007;77(7):521522.
Saunders TA, Stein DJ, Dilger JP. Informed consent for labor epidurals: a survey of
Society for Obstetric Anesthesia and Perinatology anesthesiologists from the United
States. Int J Obstet Anesth. Apr 2006;15(2):98-103.
Bernat JL, Peterson LM. Patient-centered informed consent in surgical practice. Arch
Surg. Jan 2006;141(1):86-92.
Godolphin W. Shared decision-making. Healthc Q. 2009;12 Spec No Patient:e186190.
Comprehensive Accreditation Manual for Hospitals 2015, Standard RI.01.03.01.
Chicago, IL: The Joint Commission.
Green DS, MacKenzie CR. Nuances of informed consent: the paradigm of regional
anesthesia. HSS J. Feb 2007;3(1):115-118.
Coulter A, Collins A. Promoting a More Patient-centered Health System.
http://www.informedmedicaldecisions.org/advocacy.aspx. Accessed June 1, 2016.
Reconsideration of Advance Directives. Park Ridge, IL: American Association of Nurse
Anesthetists; 2015.
Marcucci C, Seagull FJ, Loreck D, Bourke DL, Sandson NB. Capacity to give surgical
consent does not imply capacity to give anesthesia consent: implications for
anesthesiologists. Anesth Analg. Feb 1 2010;110(2):596-600.
Marco AP. Informed consent for surgical anesthesia care: has the time come for
separate consent? Anesth Analg. Feb 1 2010;110(2):280-282.
O'Leary CE, McGraw RS. Informed consent requires active communication 2008;
http://www.apsf.org/newsletters/html/2008/spring/03_informed_concent.htm. Accessed
February 22, 2016.
17 of 22
American Association of Nurse Anesthetists | 222 South Prospect Ave | Park Ridge, Illinois 60068-4001 | AANA.com
Professional Practice Division l 847-655-8870 l practice@aana.com

22. Healthcare Facilities Accreditation Program. Accreditation Requirements for Acute
Care Hospitals. Patient Rights & Restraints 2015, Standard 30.00.11.
23. Informed Consent in Anesthesia. Park Ridge, IL: American Association of Nurse
Anesthetists; 2004.
24. Informed Consent in the Operating Room.
https://depts.washington.edu/bioethx/topics/infc.html. Accessed June 29, 2016.
25. Vukadinovich DM. Minors' rights to consent to treatment: navigating the complexity of
State laws. J Health Law. Fall 2004;37(4):667-691.
26. Heland KV. Ethics versus law: a lawyer's road map to the Ethics Committee opinion on
informed consent. Womens Health Issues. Spring 1993;3(1):22-24.
27. The Guttmacher Institute. Minors' Rights as Parents. 2016;
https://www.guttmacher.org/sites/default/files/pdfs/spibs//spib_MRP.pdf. Accessed
June 21, 2016.
28. Boonstra H, Nash E. The Guttmacher Institute. Minors and the Right to Consent to
Health Care. 2000;
https://www.guttmacher.org/sites/default/files/pdfs/pubs/tgr/03/4/gr030404.pdf.
Accessed June 21, 2016.
29. The Legal Information Institute, Cornell University. Emancipation of Minors.
https://www.law.cornell.edu/wex/emancipation_of_minors. Accessed June 21, 2016.
30. Williams MS, Davies JM, Ross BK. Medicolegal issues in obstetric anesthesia In:
Chestnut DH, Polley LS, Tsen LC, Wong CA, eds. Obstetric Anesthesia: Principles
and Practice Philadelphia: Elsevier, Mosby 2009:727-749.
31. Hoehner PJ. Ethical aspects of informed consent in obstetric anesthesia--new
challenges and solutions. J Clin Anesth. Dec 2003;15(8):587-600.
32. Vogeley E, Innocent J. Medicolegal and ethical aspects. In: Motoyama EK, Davis PJ,
eds. Smith's Anesthesia for Infants and Children. St. Louis, MS: Mosby; 2006:11911197.
33. Topinka JB, Williams TA, Beachler JK, et al. Understanding informed consent: A guide
for active duty military and military medical beneficiaries AHLA Connections
2014;18(1):3-8.
34. Waisel DB. Legal aspects of anesthesia care. In: Miller RD, Eriksson LI, Fleisher LA,
Wiener-Kronish JP, Young WL, eds. Miller's Anesthesia. 7th ed. Philadephila, PA:
Churchill Livingstone; 2010:221-233.
35. Broaddus BM, Chandrasekhar S. Informed consent in obstetric anesthesia. Anesth
Analg. Apr 2011;112(4):912-915.
36. Appelbaum PS. Clinical practice. Assessment of patients' competence to consent to
treatment. N Engl J Med. Nov 1 2007;357(18):1834-1840.
37. 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. Mar 2009;110(3):480-486.
38. De Bord J. Informed consent.
https://depts.washington.edu/bioethx/topics/consent.html. Accessed June 13, 2016.
39. Williams MS, Davies JM, Ross BK. Medicolegal issues in obstetric anesthesia. In:
Chestnut DH, Polley LS, Tsen LC, Wong CA, eds. Obstetric Anesthesia: Principles
and Practice. Philadelphia: Elsevier, Mosby; 2009:727-749.
40. Chiarchiaro J, Buddadhumaruk P, Arnold RM, White DB. Quality of communication in
the ICU and surrogate's understanding of prognosis. Crit Care Med. Mar
2015;43(3):542-548.
18 of 22
American Association of Nurse Anesthetists | 222 South Prospect Ave | Park Ridge, Illinois 60068-4001 | AANA.com
Professional Practice Division l 847-655-8870 l practice@aana.com

41. Healthcare Facilities Accreditation Program. Accreditation Requirements for Acute
Care Hospitals. Patient Rights & Restraints updated August 2014, Standard 15.01.11.
42. Williams SP, Howe CL. Advance directives in the perioperative setting: Managing
ethical and legal issues when patient rights and perceived obligations of the healthcare
provider conflict. J Healthc Risk Manag. 2013;32(4):35-42.
43. Landau R, Yentis S. Maternal-fetal conflicts: cesarean delivery on maternal request. In:
Van Norman GA, Jackson S, Rosenbaum SH, Palmer SK, eds. Clinical Ethics in
Anesthesiology: A Case-Based Textbook. New York, NY: Cambridge University Press;
2011.
44. 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. Sep
2014;61(9):832-842.
45. National Quality Forum. Safe practices for better healthcare - 2010 update: a
consensus report 2010; https://psnet.ahrq.gov/resources/resource/18010. Accessed
March 7, 2016.
46. Etchells E, Sharpe G, Burgess MM, Singer PA. Bioethics for clinicians: 2. Disclosure.
CMAJ. Aug 15 1996;155(4):387-391.
47. Kinnersley P, Phillips K, Savage K, et al. Interventions to promote informed consent for
patients undergoing surgical and other invasive healthcare procedures. Cochrane
Database Syst Rev. 2013;7:CD009445.
48. Amer AB. Informed consent in adult psychiatry. Oman Med J. Jul 2013;28(4):228-231.
49. Dunn D. Exploring the gray areas of informed consent. Nurs Manage. Jul
2000;31(7):20-25; quiz 25-26.
50. A Practical Guide to Informed Consent - How to Improve Your Informed Consent:
Improve the Consent Process.
http://www.templehealth.org/ICTOOLKIT/html/ictoolkitpage20.html. Accessed June 21,
2016.
51. Centers for Medicare & Medicaid Services. State Operations Manual. Appendix A Survey Protocol, Regulations and Interpretive Guidelines for Hospitals, Rev. 151, 1120-15, §482.24(c)(4)(v). http://www.cms.gov/Regulations-andGuidance/Guidance/Manuals/downloads/som107ap_a_hospitals.pdf. Accessed March
22, 2016.
52. Accreditation Resources Services Blog. http://cihq-blog.org/archive.asp. Accessed
June 14, 2016.
53. Centers for Medicare & Medicaid. State Operations Manual. Appendix W - Survey
Protocol, Regulations and Interpretive Guidelines for Critical Access Hospitals (CAHs)
and Swing-Beds in CAHs, Rev. 149, 10-09-15, §485.638(a)(4)(i).
https://www.cms.gov/Regulations-andGuidance/Guidance/Manuals/downloads/som107ap_w_cah.pdf. Accessed March 22,
2016.
54. Centers for Medicare & Medicaid. State Operations Manual. Appendix L - Guidance for
Surveyors: Ambulatory Surgical Centers, Rev. 137, 04-01-15, §416.50(e)(1)(iii).
https://www.cms.gov/Regulations-andGuidance/Guidance/Manuals/downloads/som107ap_l_ambulatory.pdf. Accessed
March 22, 2016.
55. IOM (Institute of Medicine). Informed Consent and Health Literacy: Workshop
Summary. 2015.

19 of 22
American Association of Nurse Anesthetists | 222 South Prospect Ave | Park Ridge, Illinois 60068-4001 | AANA.com
Professional Practice Division l 847-655-8870 l practice@aana.com

56. A Practical Guide to Informed Consent - How to Improve Your Informed Consent:
Checklist for Assessing the Informed Consent Form.
http://www.templehealth.org/ICTOOLKIT/html/ictoolkitpage18.html. Accessed June 13,
2016.
57. Crane M. 6 Ways Docs Go Wrong with Informed Consent 2014;
http://www.medscape.com/features/content/6006323#vp_2. Accessed June 10, 2016.
58. A Practical Guide to Informed Consent - Background: Requirements for Informed
Consent. http://www.templehealth.org/ICTOOLKIT/html/ictoolkitpage5.html. Accessed
June 13, 2016.
59. Posner KL, Domino KB. Anesthetic risk, quality improvement and liability. In: Barash
PG, Cullen BF, Stoelting RK, Cahalan MK, Stock MC, eds. Clinical Anesthesia.
Philadelphia, PA: Lippincott Williams & Wilkins 2010:82-92.
60. Progressive Surgical Solutions, LLC, Progressive Huddle. Informed Consent in the
ASC
61. Canterbury v Spence, 464 F2d 772 (DC Cir 1972).
62. ACOG Committee Opinion No. 439: Informed consent. Obstet Gynecol. Aug
2009;114(2 Pt 1):401-408.
63. Cobbs v Grant, 8 Cal 3d 229 (1972) NY Pub Health Law §2805-d (1992).
64. American Medical Association. Opinion 8.082 - Withholding Information from Patients
http://www.ama-assn.org/ama/pub/physician-resources/medical-ethics/code-medicalethics/opinion8082.page. Accessed June 1, 2016.
65. Van Norman GA. Informed Consent: Respecting Patient Autonomy In: Van Norman
GA, Jackson S, Rosenbaum SH, Palmer SK, eds. Clinical Ethics in Anesthesiology: A
Case-Based Textbook. New York, NY: Cambridge University Press; 2011.
66. AHRQ health literacy universal precuations toolkit 2015;
http://www.ahrq.gov/professionals/quality-patient-safety/qualityresources/tools/literacy-toolkit/index.html. Accessed February 29, 2016.
67. A Practical Guide to Informed Consent.
http://www.templehealth.org/ICTOOLKIT/html/ictoolkitpage1.html. Accessed February
29, 2016.
68. Center for Improvement in Healthcare Quality. Accreditation Standards for Acute Care
Hospitals, Effective April 2016. http://www.cihq.org/dl.asp?id=568784546. Accessed
June 13, 2016.
69. Rozovsky F. Informed Consent Key. 2009;
http://www.healthcareitnews.com/news/informed-consent-key. Accessed June 13,
2016.
70. Landro L. Consent Forms that Patients can Understand 2008;
http://www.wsj.com/articles/SB120224055435844931. Accessed June 10, 2016.
71. Department of Health and Human Services, National Institutes of Health, National
Library of Medicine, National Network of Libraries of Medicine. Health literacy. 2011;
http://nnlm.gov/outreach/consumer/hlthlit.html. Accessed February 29, 2016.
72. Agency for Healthcare Research and Quality. The Share Approach. Health Literacy
and Shared Decision Making: A Reference Guide for Health Care Providers.
Workshop Curriculum: Tool 4;
http://www.ahrq.gov/sites/default/files/wysiwyg/professionals/education/curriculumtools/shareddecisionmaking/tools/tool-4/share-tool4.pdf. Accessed April 5, 2016.

20 of 22
American Association of Nurse Anesthetists | 222 South Prospect Ave | Park Ridge, Illinois 60068-4001 | AANA.com
Professional Practice Division l 847-655-8870 l practice@aana.com

73. A Practical Guide to Informed Consent - Background: Understanding the Impact of
Health Literacy on Informed Consent
http://www.templehealth.org/ICTOOLKIT/html/ictoolkitpage7.html. Accessed June 10,
2016.
74. Steinberg A. Disclosure of information and informed consent: ethical and practical
considerations. J Child Neurol. Dec 2009;24(12):1568-1571.
75. Agency for Healthcare Research and Quality. Web-Based System for Sceduling and
Informed Consent Eliminates Surgical Delays and Problems Related to Consent
Forms, Handwriting, and Equipment. https://innovations.ahrq.gov/profiles/web-basedsystem-scheduling-and-informed-consent-eliminates-surgical-delays-and-problems.
Accessed June 13, 2016.
76. Agency for Healthcare Research and Quality. Informed Consent: Innovations.
https://innovations.ahrq.gov/taxonomy-terms/informed-consent. Accessed June 13,
2016.
77. Gerancher JC, Grice SC, Dewan DM, Eisenach J. An evaluation of informed consent
prior to epidural analgesia for labor and delivery. Int J Obstet Anesth. Jul
2000;9(3):168-173.
78. Chapter 2. How to improve informed consent and authorization. 2009;
http://www.ahrq.gov/funding/policies/informedconsent/ictoolkit2.html. Accessed
February 29, 2016.
79. NQF looks to improve informed consent for individuals with limited health literacy. Qual
Lett Healthc Lead. Oct 2005;17(10):13-14.
80. Comprehensive Accreditation Manual for Ambulatory Care 2015, Standard
RI.01.01.03. Chicago, IL: The Joint Commission.
81. U.S. Department of Health and Human Services. The Patient Protection and
Affordable Care Act of 2010, Pub.L. No. 111-148. Section 1557 of the Affordable Care
Act, 42 U. S. C. §18116 (2012).
82. U.S. Department of Health and Human Services. Nondiscrimination in Health
Programs and Activities; Final Rule. 2016; https://www.gpo.gov/fdsys/pkg/FR-2016-0518/pdf/2016-11458.pdf. Accessed June 14, 2016.
83. Limited English Proficiency (LEP). A Federal Interagency Website: Frequently Asked
Questions. https://www.lep.gov/faqs/faqs.html. Accessed June 13, 2016.
84. Wasserman M, Renfrew MR, Green AR, et al. Identifying and preventing medical
errors in patients with limited English proficiency: key findings and tools for the field. J
Healthc Qual. May-Jun 2014;36(3):5-16.
85. Agency for Healthcare Research and Quality. Re-engineered Discharge (RED) Toolkit.
Tool 4: How to Deliver the Re-engineered Discharge to Diverse Populations.
http://www.ahrq.gov/professionals/systems/hospital/red/toolkit/redtool4.html#Prep3 33.
Accessed June 23, 2016.
86. Agency for Healthcare Research and Quality. The AHRQ Informed Consent and
Authorization Toolkit for Minimal Risk Research.
http://www.ahrq.gov/funding/policies/informedconsent/index.html. Accessed March 25,
2016.
87. Sommer NW, Sommer SK. When your patient is hearing impaired. RN. 2002;12:28.
88. Jackson A, Henry R, Avery N, VanDenKerkhof E, Milne B. Informed consent for labour
epidurals: what labouring women want to know. Can J Anaesth. Nov
2000;47(11):1068-1073.

21 of 22
American Association of Nurse Anesthetists | 222 South Prospect Ave | Park Ridge, Illinois 60068-4001 | AANA.com
Professional Practice Division l 847-655-8870 l practice@aana.com

89. Mann OH, Albers LL. Informed consent for epidural analgesia in labor. J Nurse
Midwifery. Sep-Oct 1997;42(5):389-392.
90. Minnich M. Childbirth preparation and nonpharmacologic analgesia In: Williams MS,
Davies JM, Ross BK, eds. Obstetric Anesthesia: Principles and Practice Philadelphia:
Elsevier, Mosby; 2009:405-414.
91. Fortescue C, Wee MYK, Yentis SM, Holdcroft A. Is preparation for emergency
obstetric anaesthesia adequate? A maternal questionnaire survey. Int J Obstet Anesth
2007;16:336-340.
92. Davies J. Consent in laboring patients. In: Van Norman G, Jackson S, Rosenbaum
SH, Palmer SK, eds. Clinical Ethics in Anesthesiology: A Case-based Textbook. UK:
Cambridge University Press; 2010.
93. Lally JE, Murtagh MJ, Macphail S, Thomson R. More in hope than expectation: a
systematic review of women's expectations and experience of pain relief in labour.
BMC Med. 2008;6:7.
94. Stark MA. Exploring Women's Preferences for Labor Epidural Analgesia. J Perinat
Educ. Spring 2003;12(2):16-21.
95. Declercq ER, Sakala C, Corry MP, Applebaum S, Herrlich A. Major Survey Findings of
Listening to Mothers(SM) III: New Mothers Speak Out: Report of National Surveys of
Women's Childbearing ExperiencesConducted October-December 2012 and JanuaryApril 2013. J Perinat Educ. Winter 2014; 23(1):17-24.
96. Kaufman T. Evoluation of the birth plan. J Perinat Educ. 2007;16(3):47-52.
97. Bethune L, Harper N, Lucas DN, et al. Complications of obstetric regional analgesia:
how much information is enough? Int J Obstet Anesth. Jan 2004;13(1):30-34.
98. May A, Leighton R. Epidurals for childbirth: A guide for all delivery-suite staff. UK:
Cambridge University Press; 2007.
99. Chitiyo ME. Informed consent for blood transfusion. Cent Afr J Med. Jul
1999;45(7):189-190.
100. American Academy of Pediatrics. Bioethics Resident Curriculum: Case-Based
Teaching Guides. Section 14. Maternal-Fetal Conflict.
http://www2.aap.org/sections/bioethics/pdfs/curriculum_session14.pdf. Accessed April
5, 2016.
101. The American College of Obstetricians and Gynecologists. Committee Opinion
Number 664. Refusal of Medically Recommended Treatment during Pregnancy.
http://www.acog.org/Resources-And-Publications/Committee-Opinions/Committee-onEthics/Refusal-of-Medically-Recommended-Treatment-During-Pregnancy. Accessed
June 20, 2016.

___________________________________________________________________________
Informed Consent in Anesthesia was adopted by the AANA Board of Directors in 1991 and revised in 2004. In July
2016, the AANA Board of Directors archived that document and adopted Informed Consent for Anesthesia Care,
Policy and Practice Considerations.
© Copyright 2016
22 of 22
American Association of Nurse Anesthetists | 222 South Prospect Ave | Park Ridge, Illinois 60068-4001 | AANA.com
Professional Practice Division l 847-655-8870 l practice@aana.com

