
R E S E A R C H Open Access

© The Author(s) 2022. Open Access This article is licensed under a Creative Commons Attribution 4.0 International License, which permits use, 
sharing, adaptation, distribution and reproduction in any medium or format, as long as you give appropriate credit to the original author(s) and 
the source, provide a link to the Creative Commons licence, and indicate if changes were made. The images or other third party material in this 
article are included in the article’s Creative Commons licence, unless indicated otherwise in a credit line to the material. If material is not included 
in the article’s Creative Commons licence and your intended use is not permitted by statutory regulation or exceeds the permitted use, you will 
need to obtain permission directly from the copyright holder. To view a copy of this licence, visit http://creativecommons.org/licenses/by/4.0/. The 
Creative Commons Public Domain Dedication waiver (http://creativecommons.org/publicdomain/zero/1.0/) applies to the data made available 
in this article, unless otherwise stated in a credit line to the data.

Seely et al. Patient Safety in Surgery           (2022) 16:33 
https://doi.org/10.1186/s13037-022-00342-9

Patient Safety in Surgery

*Correspondence:
Kevin D. Seely
Kevin.seely@rvu.edu

Full list of author information is available at the end of the article

Abstract
Introduction The teach-back method is a communication tool that can improve patient safety and shared decision-
making. Its utility in patient care has been studied extensively in many areas of clinical medicine. However, the 
literature on teach-back in surgical patient education and informed consent is limited, and few studies have been 
conducted to test its impact on perioperative patient interactions. The objective of this study was to evaluate if the 
teach-back method can improve informed consent and surgeon trust. An assessment of the time required to be 
implemented was also evaluated.

Methods A standardized interaction role-playing a pre-operative informed consent discussion was designed. 
Laparoscopic cholecystectomy was selected as the proposed procedure. Standardized patients were split into two 
groups: teach-back and a control group. The control group was delivered a script that discloses the risks and benefits 
of laparoscopic cholecystectomy followed by a concluding prompt for any questions. The teach-back group was 
presented the same script followed by the teach-back method. Interactions were timed and patients completed 
a quiz assessing their knowledge of the risks and benefits and a survey assessing subjective perceptions about 
the interaction. Statistical analysis through Generalized Linear Models (GLMs) was used to compare visit length, 
performance on the comprehension quiz, and subjective surgeon trust perceptions.

Results 34 participants completed the scenario, the comprehension quiz, and the survey (n = 34). Analysis of the 
subjective evaluation of the physician and encounter was significant for increased physician trust (p = 0.0457). The 
intervention group performed higher on the knowledge check by an average of one point when compared to the 
control group (p = 0.0479). The visits with intervention took an average of 2.45 min longer than the control group visits 
(p = 0.0014). People who had the actual procedure in the past (evaluated as a confounder) were not significantly more 
likely to display the same effect as the teach-back method, suggesting that the knowledge and trust gained were not 
based on previous experiences with the procedure.

Conclusion When employed correctly by surgeons in the perioperative setting, the teach-back method enhances 
shared decision-making, comprehension, and surgeon trust. Incorporating the teach-back method into risk and 
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Introduction
The physician-patient relationship depends on a foun-
dation of trust and open communication. Ineffective 
communication within the physician-patient relation-
ship may lead to detrimental or even harmful outcomes 
[1, 2]. Good communication is a teachable skill that 
depends on a variety of aspects, including not only the 
words spoken, but also context, setting, body language, 
patient expectations, physician workload and state of 
wellness, self-interest, and communication tools such as 
the teach-back method [3]. The objectives of physician-
patient communication include facilitating an environ-
ment of mutual understanding, building a connection, 
enabling the flow of information, and including patients 

in decision-making [4]. It also needs to be made sure that 
the important points of key information are received and 
understood.

The teach-back method allows the physician to com-
municate openly, ask patient-specific questions, and iden-
tify and resolve any misunderstandings in real-time, thus 
improving the comprehension of information [5, 6]. The 
method consists of multiple steps involving the clinician 
introducing new information, assessing the recall of the 
patient by asking them to repeat what they understood, 
and clarifying and rephrasing the information catering to 
the patient’s level of understanding. The physician then 
reassesses the patient’s understanding. It has been sug-
gested that this cycle be repeated as many times as neces-
sary for comprehension by the patient [7–9] (Fig. 1).

benefit disclosures effectively informs and more fully engages patients in the informed consent process. Notably, the 
added benefits from using teach-back can be obtained without a burdensome increase in the length of visit.

Keywords Surgery, informed consent, teach-back method, surgeon trust, communication, patient education, patient 
safety

Fig. 1 Teach-back is a dynamic, interactive, and patient-centered process that may require multiple repeated sequential explanations, checks for com-
prehension, and clarifications. Figure used with permission from Seely et al. [13]
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The teach-back method has been shown to improve 
communication and enhance the relationship between 
patients and their healthcare providers to meet many of 
the aims of effective communication. However, current 
literature on the teach-back method’s application to the 
pre-surgical informed consent process is limited [10–13]. 
Therefore, the objective of this proof-of-concept study 
was to provide foundational evidence to determine the 
beneficial effect of the teach-back method for pre-surgi-
cal informed consent based on a clear actionable defini-
tion and formula.

Methods
Participants
Adult volunteers were recruited and consented for par-
ticipation in a standardized interaction role-playing a 
preoperative informed consent discussion. The study was 
vetted by the Institutional Review Board. The participants 
were split into two equal groups which were established 
at random: a teach-back group and a control group. 
Randomization was achieved through patients draw-
ing a number and a letter out of a stack of index cards. 
Informed consent was obtained from each patient before 
the scenarios were conducted. Student doctors acted as 
the surgeons and wore professional dress for the interac-
tions and the interactions were held in authentic exam 
rooms located on a medical school campus in St. George, 
Utah. Inclusion criteria: All participants were included 
as long as they were not members of the medical school 
campus teaching faculty or members of the student pop-
ulation. Exclusion criteria: No individuals were excluded 
provided they have met the inclusion criteria. Exclusion 
and inclusion criteria were designed to replicate the aver-
age population stratification seen in clinics.

Scenario
It was decided to use biliary colic and laparoscopic cho-
lecystectomy as the suggested diagnosis and treatment in 
the scenario because of its elective acuity level and well-
defined alternative. The entire interaction was set up to 
simulate a real office scenario. The patients were sched-
uled and instructed to arrive at the standardized patient 
simulation center on a medical school campus. They 
were greeted in a waiting area outside of the exam rooms. 
Before the interaction, patients were instructed to act as 
they normally would at a doctor’s visit, i.e., as themselves. 
The opening instructions provided to each participant 
were as follows, “Welcome to this research study. Thank 
you for your participation. The student doctors are not 
being graded. Throughout the visit, please do not focus 
on the administration skills of your administrator, but 
rather, on the content of the discussion and your genu-
ine reaction to the discussion. Upon completion of this 
experience, you will complete a quiz and a survey. The 

discussion will be done in the context of a scenario that 
will be provided to you. When the student asks you if you 
consent to the procedure, say yes. The answer to the first 
survey question is the number on the piece of paper you 
have selected.”

The patient-actors were asked to put themselves in the 
context of the patient scenario provided to them, which 
was the same for all participants in order to maximize 
standardization and minimize the demographic vari-
able effect. The scenario was then provided to the par-
ticipants, “You are a 35-year-old with one attack of right 
upper quadrant pain, 4/10, after eating some pizza. The 
attack came on in a spontaneous fashion 30 minutes after 
eating. The pain was sharp, intermittent, and associated 
with slight nausea, no emesis. You have had one previ-
ous similar episode. No alleviating or aggravating factors, 
except eating pizza. The pain resolved after two hours 
and one acetaminophen tablet: no dark urine, light stools, 
or signs of jaundice. The rest of the histories and physical 
examinations are unremarkable. Gallbladder ultrasound 
reveals multiple gallstones, no symptoms of acute chole-
cystitis, and no signs of biliary obstruction. You are here 
today to speak with a general surgeon about having your 
gallbladder removed.”

The patients were escorted to the exam room where 
they waited for the surgeon to enter. The timer began 
when the surgeon entered the room and ended when the 
surgeon exited the room. The conversation began with 
an unstandardized greeting, followed by the standard-
ized portion which consisted of a composed script that 
was the same for both groups and conclusions that were 
uniquely designed for the control group and the teach-
back group.

The script outlining the risks and benefits of laparo-
scopic cholecystectomy was recited to the control group, 
followed by a conclusion that consisted only of an invita-
tion to ask any questions. The teach-back group was pre-
sented with the same script followed by the teach-back 
method (Table 1).

Interactions were also timed using mobile phone timer 
apps to compare the length required to perform teach 
back to the time required for the control scenarios. 
After the interaction, patients scanned a QR code on 
their cellular devices that linked to Qualtrics where they 
completed a quiz testing their knowledge of the risks 
and benefits of the explained procedure and a survey 
assessing their subjective perceptions of the interaction 
(Tables 2 and 3).

To measure the effect of previous personal experience 
with the procedure, participants were also prompted to 
optionally indicate whether or not they themselves have 
actually had a laparoscopic cholecystectomy in the past. 
This was to address previous knowledge of the procedure 
as a confounder.
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Statistical analysis
Quiz and survey responses were evaluated to assess 
the effect of the teach-back method. The parameters 

evaluated were visit length (converted to seconds), per-
formance on the comprehension quiz (total correct 
score), and individual surgeon trust perceptions (Likert 
scale average). Preliminary power analysis determined 
that a sample of 34 participants (17 per group) was 
required to detect a difference of 0.50 at 80% power and 
95% confidence. This power calculation was performed 
using G*Power v.3.1.9.4 [14]. To do this assessment, all 
data was evaluated through Generalized Linear Models 
(GLMs).

Normality assumptions were checked using the resid-
ual plots, none of the parameters evaluated displayed 
any normality assumption violations. Each of the param-
eters assessed was evaluated for association against the 
treatment group (teach-back method vs. control) and 
the confounder (previous knowledge of the procedure). 
We hypothesized that by utilization of the teach-back 
method compared to a scripted description of proce-
dure-specific risks and benefits, the group that received 
the teach-back intervention would demonstrate bet-
ter retention of information and develop a measurably 
greater trust in the surgeon. To evaluate our hypothe-
ses, the goal was to detect association to the teach-back 
method but not the confounder. All statistical analyses 
and descriptive statistics were performed in SAS/STAT v. 
9.4 (SAS Institute, Inc., Cary, NC). Significant differences 
were declared at P ≤ 0.05.

Results
A total of thirty-four volunteers participated in this study 
(n = 34). In this study, no demographic data was collected. 
The average total score for the knowledge quiz was 7.87 
(SD = 1.43, out of a 0–10 scale) while the average trust 
score was 3.72 (SD = 0.59, from a Likert scale with four 
levels 1–4). Only 4 participants reported having expe-
rienced in the past the actual procedure (gallbladder 
removal surgery).

The intervention group performed higher on the 
knowledge check by an average of one point when com-
pared to the control group (p = 0.0480). Overall, questions 
had a correct response rate of 70–95% with the excep-
tion of question 9 “Diarrhea or altered stool consistency 
or color is common after gallbladder removal surgery” 
where only 15% of the total participants got the answer 
correctly. Even within this question, the teach-back 
method group performed significantly better whereas 
those who responded to the question correctly were all 
in the teach-back methods group. (5 out of 5, P = 0.0445). 
Subjective evaluation of the physician and encounter 
was significant for increased trust score (p = 0.0458). 
The length of the visits with the intervention teach-back 
intervention took an average of 2.45 min (147.27 s) lon-
ger than the control group visits (p = 0.0014). People 
who had the actual procedure in the past (evaluated as 

Table 1 Control group conclusion vs. teach-back group 
conclusion
Control Conclusion
 1. “What questions do you have?
 2. Answer questions
 3. “Do you consent to the procedure?”

Teach-back Conclusion
 1. “I want to make sure I explained this to you well, to do so, in your 
own words will you please state back to me what you understand 
about the risks, benefits, and alternatives to having gallbladder removal 
surgery?”
 2. Listen to the patient
3. “Thank you for your response. I would like to clarify some key points.”
 4. Expound upon key points and make specific corrections
 5. “Again, I want to make sure I explained this well. Now that we have 
clarified some key points, would you again repeat back what you un-
derstand about the risks, benefits, and alternatives to having gallblad-
der removal surgery?”
 6. Listen to the patient
 7. Thank the patient and clear up any final misunderstandings.
 8. “Do you consent to the procedure?”

Table 2 Post-interaction Comprehension Quiz
Indicate whether the following statements are true or false

 1. The major risks of gallbladder removal surgery are bleeding and 
infection
 2. I am required to follow a low-fat diet after my surgery that consists 
of soft foods and liquid
 3. There are alternative approaches to managing gallstones, includ-
ing not having surgery and taking medication for life
 4. In the case of inflammation or the surgeon’s inability to visualize 
the gallbladder, a large single incision may be used to open the abdo-
men which would require a longer hospital stay and a more difficult 
recovery
 5. I must keep the incisions dry for 72 h
 6. Five small incisions will be made, leaving small scars of no more 
than 1 inch
 7. If your surgery is scheduled for 9:00 am, you should arrive at the 
hospital at 8:00 am for registration and preparation
 8. You can usually resume normal activities 3 days after surgery
 9. Diarrhea or altered stool consistency or color is common after 
gallbladder removal surgery
 10. You will have some pain following your surgery, which will be 
manageable.

Table 3 Post-interaction Subjective Perceptions Survey
Please indicate whether you strongly disagree, disagree, agree, or 
strongly agree

 1. After speaking with the surgeon, I feel that I comprehend the risks 
and benefits of my surgery enough to confidently make a decision
 2. I was adequately informed about alternatives to surgery
 3. The surgeon resolved my misunderstandings, concerns, or 
questions
 4. I trust this surgeon more after our discussion of the risks and 
benefits of surgery
 5. The physician helped me to make a well-informed decision about 
my healthcare
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a confounder) were not significantly more likely to dis-
play the same effect as the teach-back method, suggesting 
that the knowledge and trust gained were not based on 
previous experiences with the procedure (p = 0.1946 and 
0.5424 respectively) (Table 4).

Discussion
The results of this study are consistent with previously 
conducted studies on the teach-back method in other 
medical specialties, as well as those few that study its use 
in surgery. Namely, Fink et al. [11], in a 2010 study, tested 
an electronic variation of teach-back in the informed 
consent process and showed an increase in total mean 
comprehension scores. However, trust and time were not 
measured [11]. A follow-up to this study conducted by 
Prochanzka et al. in 2014 showed that surgical patients 
were highly satisfied with teach-back during the informed 
consent process, that teach-back did not deter from the 
process, and that teach-back improves informed consent, 
which is also consistent with our findings [12].

The potentially life-altering nature of surgical therapy 
most definitely shapes the relationship between the sur-
geon and his or her patient. This demands an immense 
amount of trust from the patient. Surgical patients for 
a time give up complete control of their care, trusting 
their surgeon to perform and act in such a way that had 
been discussed prior. Medical patients, in comparison, 
usually retain a substantial degree of control over their 
care. Therefore, emphasis must be placed on the ini-
tial trust that is built between a surgeon and the patient 
[15]. As was shown in our study, an added average of 2.45 
extra minutes spent interacting with patients using this 
method can have significant improvements in patient-
physician trust and patient involvement with shared 
decision-making. Surgeons and all physicians alike can 
improve the life and health of their patients by taking the 
time to cultivate trust rather than merely trying to do so 
by achieving technical successes.

Informed consent is more than just the signing of a 
form. It is a thorough and thoughtful process of commu-
nication between a patient and provider. The American 
College of Surgeons states informed consent as, “present-

ing information fairly, clearly, accurately and compassion-
ately” [16]. Furthermore, in a climate that is becoming 
increasingly litigative, teach-back has the potential to 
protect the surgeon by optimizing the informed consent 
process by checking for understanding. To ensure teach-
back is well received, it is important to emphasize that you 
are not quizzing patients on their health literacy. Rather, it 
is better to assert you are re-enforcing your ability to com-
municate imperative information.

This study has some limitations. Our limited sample size 
of 34 patients in a simulation-based setting did show 
compelling evidence that needs to next be replicated in 
actual medical scenarios with large groups of surgical 
patients. Additionally, in this study, participants were 
not experiencing the reality of anxiety, pain, and other 
emotions that accompany many patients before surgical 
procedures, despite our best efforts to limit confounding 
variables by simulating realistic pre-operative encoun-
ters. Another limitation of our study is that all standard-
ized patients and all student participants spoke English 
as their primary language, potentially masking the effect 
of language barriers that may avert the successful appli-
cation of the teach-back method when the primary lan-
guages of physician and patient do not match.

The necessity for a scale in the answer choices for 
our survey adds some subjectivity to the results. Our 
approach reveals a significant increase as a result of the 
implementation of the teach-back method. However, we 
are limited by nonexistent context to effectively inter-
pret the objective assessment of information retention, 
confidence, and trust. Our study pioneers in describing 
this type of assessment so there are no reference points 
to compare. Additionally, we do not know what the aver-
age baseline might be for information retention, much 
less trust. Future investigations are needed to follow up 
on this concept to define this scale and to motivate others 
to cross-validate our findings.

To further support the significant findings of this 
study, future investigations should be performed. Rep-
licating the methods and procedures of this study in an 
actual surgical setting with real surgeons and patients 
on a larger scale will offer further insight. Ideally, opti-
mal validity would likely be found in a clinical practice 

Table 4 Effect estimates and p-values of Total score, trust Score, and timing associations. Associations were evaluated for study 
treatments (Teach-Back method vs. Control) and the confounder (Had actual procedure in the past No vs. Yes) Standard errors are 
displayed in parentheses after each estimate

Study treatment Confounder
(Had actual procedure in the past)

Parameter “Teach-back” 
Estimate

“Control” 
Estimate

P-value “No” Estimate “Yes” 
Estimate

P-
Value

Total Score (based on total number of correct answers) 8.35 (0.33) 7.38 (0.34) 0.0480 8 (0.26) 7 (0.71) 0.1946

Trust Score (based on mean Likert score) 3.92 (0.14) 3.51 (0.14) 0.0458 3.74 (0.11) 3.55 (0.30) 0.5424

Timing (seconds) 529.5 (29.2) 382.3 (30.1) 0.0014 445.9 (25.7) 546.5 (69.2) 0.1827
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involving multiple surgical subspecialties conducting 
a variety of surgical procedures with varying degrees of 
morbidity and mortality. Additionally, trends could be 
analyzed by comparing the benefits of the teach-back 
method in surgical candidates undergoing elective com-
pared to urgent procedures, modifying the technique to 
accommodate time constraints specific to each scenario. 
The effect of implementing teach-back while utiliz-
ing a professional medical interpreter should be further 
investigated.

Studies involving this pre-operative method could also 
be employed in a pediatric setting exploring the com-
plexities of application among both children of varying 
ages and their parents prior to surgery. Cross-language 
implementation of the teach-back method could be 
investigated using credentialed interpreters to explore 
the complexities and perceived benefits involved with 
English-speaking physicians treating patients speaking 
a variety of languages using this application of informed 
consent. Additionally, the recent surge in clinical research 
exploring implicit biases among physicians towards 
patients of different races and cultural backgrounds could 
be further explored in the context of the teach-back 
method application to improve culturally competent and 
unbiased care.

The methods shown in this study to improve shared 
decision-making, comprehension, and surgeon trust can 
be easily implemented at minimal time cost to practicing 
physicians. If future studies can find significant evidence 
supporting our findings in a clinical setting with real 
patients, the recommendation of the teach-back method 
to be employed before all surgical procedures may be 
appropriate. Withholding these potential benefits from 
patients backed by strong supporting evidence without 
reasonable cause prior to their invasive medical proce-
dures might deviate from the optimal standard of care.

A final point to consider is whether or not there is 
a patient-driven demand for improved informed con-
sent and shared decision-making. Further inquiry into 
whether or not a significant number of patients are cur-
rently unsatisfied with the quality of their preoperative 
encounters with their surgeons should be conducted. It 
would be important to understand if the vast majority 
of patients prefer to entrust the correction of their vary-
ing maladies to their surgeons without feeling the need 
for elevated comprehension, trust, and shared decision-
making. Our findings of increased trust perception 
among our standardized patients suggest there may be a 
demand.

Conclusion
This proof-of-concept study proved to a degree that 
the teach-back method is effective in the perioperative 
informed consent discussions in both enhancing patient 

comprehension of risks and benefits and generating sur-
geon trust. Incorporating the teach-back method into 
risk and benefit disclosures effectively informs and more 
fully engages patients in the informed consent process. 
Notably, the added benefits from using teach-back can 
be obtained without a burdensome increase in the length 
of visit. Increased patient knowledge improves informed 
consent and benefits both the patient and the doctor. 
Implementing teach-back in pre-operative discussions 
may improve shared decision-making in the informed 
consent process, and its use in the preoperative informed 
consent process should be further evaluated in larger-
scale studies conducted in the surgical setting to evaluate 
how to optimize its implementation.

Acknowledgements
The authors acknowledge Rocky Vista University, Department of Research & 
Scholarly Activity for their financial support of this work.

Authors’ contribution
Conceptualization, methodology, writing—original draft preparation, K.D.S., 
J.A.H., L.B., J.R., C.M., I.Z., A.N.; writing—editing, K.D.S., J.A.H., L.B., J.R., C.M., I.Z., 
A.N.; figures, K.D.S., J.A.H.; supervision, A.N. Statistics I.Z. All authors have read 
and agreed to the published version of the manuscript.

Funding
Funding received by application from the Rocky Vista University, Department 
of Research and Scholarly Activity.

Availability of Data and Materials
Data set is not published but is available upon request.

Declarations

Ethics approval and consent to participate
All participants provided written consent prior to their participation in 
accordance with the institutional review board’s instructions. Signed consent 
forms are available to the editor of this journal upon request.

Consent for publication
Not applicable.

Competing Interests
The authors declare that they have no competing interests.

Institutional Review Board Statement
Institutional review was conducted, and approval was received under the 
exempt classification.

Author details
1Division of Clinical Medicine and Surgery, College of Osteopathic 
Medicine, Rocky Vista University, UT 84765 Ivins, UT, USA
2Department of Research and Development, Rocky Vista University, 
Parker, CO, USA

Received: 4 September 2022 / Accepted: 11 October 2022

References
1. Agarwal R, Sands DZ, Schneider JD, Smaltz DH. Quantifying the Economic 

Impact of Communication Inefficiencies in U.S. Hospitals. J Healthc Manag. 
2010;55:265–82.

2. Bittner-Fagan H, Davis J, Savoy M. Improving Patient Safety: Improving Com-
munication. FP Essent. 2017;463:27–33.



Page 7 of 7Seely et al. Patient Safety in Surgery           (2022) 16:33 

3. Fentiman IS. Communication with older breast cancer patients. Breast J. 
2007;13:406–9.

4. Brédart A, Bouleuc C, Dolbeault S. Doctor-patient communication and satis-
faction with care in oncology. Curr Opin Oncol. 2005;17:351–4.

5. Schillinger D, Piette J, Grumbach K, Wang F, Wilson C, Daher C, et al. Closing 
the loop: physician communication with diabetic patients who have low 
health literacy. Arch Intern Med. 2003;163:83–90.

6. Green JA, Gonzaga AM, Cohen ED, Spagnoletti CL. Addressing health literacy 
through clear health communication: A training program for internal medi-
cine residents. Patient Educ Couns Elsevier Ireland Ltd. 2014;95:76–82.

7. Waszak DL, Mitchell AM, Ren D, Fennimore LA. A Quality Improvement 
Project to Improve Education Provided by Nurses to ED Patients Prescribed 
Opioid Analgesics at Discharge. J Emerg Nurs. 2018;44:336–44.

8. Bates OL, O’Connor N, Dunn D, Hasenau SM. Applying STAAR interventions in 
incremental bundles: improving post-CABG surgical patient care. Worldviews 
Evid Based Nurs. 2014;11:89–97.

9. 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 
education for people with chronic disease: a systematic review. JBI Database 
Syst Rev Implement Rep. 2016;14:210–47.

10. Kesänen J, Leino-Kilpi H, Lund T, Montin L, Puukka P, Valkeapää K. The Knowl-
edge Test Feedback Intervention (KTFI) increases knowledge level of spinal 
stenosis patients before operation-A randomized controlled follow-up trial. 
Patient Educ Couns. 2016;99:1984–91.

11. Fink AS, Prochazka AV, Henderson WG, Bartenfeld D, Nyirenda C, Webb A, et 
al. Enhancement of surgical informed consent by addition of repeat back: a 
multicenter, randomized controlled clinical trial. Ann Surg. 2010;252:27–36.

12. Prochazka AV, Fink AS, Bartenfeld D, Henderson WG, Nyirenda C, Webb A, et 
al. Patient perceptions of surgical informed consent: is repeat back helpful or 
harmful? J Patient Saf. 2014;10:140–5.

13. Seely KD, Higgs JA, Nigh A. Utilizing the “teach-back” method to improve 
surgical informed consent and shared decision-making: a review. Patient Saf 
Surg. 2022;16:12.

14. Faul F, Erdfelder E, Lang A-G, Buchner A. G*Power 3: a flexible statistical power 
analysis program for the social, behavioral, and biomedical sciences. Behav 
Res Methods. 2007;39:175–91.

15. Axelrod DA, Goold SD. Maintaining Trust in the Surgeon-Patient Relationship: 
Challenges for the New Millennium. Arch Surg. 2000;135:55–61.

16. Dalla-Vorgia P, Lascaratos J, Skiadas P, Garanis-Papadatos T. Is consent in 
medicine a concept only of modern times? J Med Ethics Institute of Medical 
Ethics. 2001;27:59–61.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in 
published maps and institutional affiliations. 


	The “teach-back” method improves surgical informed consent and shared decision-making: a proof of concept study
	Abstract
	Introduction
	Methods
	Participants
	Scenario
	Statistical analysis

	Results
	Discussion
	Conclusion
	References


