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Abstract Background: Informed consent for surgical procedures is a vital part of surgical practice,
surgeons cannot practice their trade without valid informed consent.
Aim & Objective: The present study aimed to assess the current status of the medical
consenting process for neurosurgical interventions.
Methods: A total number of 200 files of patients who underwent neurosurgical intervention in
the neurosurgery department at our institution were included in the study and divided equally
into two groups; 100 files of patients operated upon on an elective basis and 100 files of patients
operated upon on an emergency basis. Assessment of the consenting process in each case was
evaluated according to a designated checklist. The acquired data was statistically analyzed.
Results: In the present study, there were no considerable differences between the consent forms
for the patients undergoing elective and emergency surgeries. Overall, the consent process in
both groups of surgeries was of adequate quality.
Conclusions: The existing consent process performed reasonably well in adherence to general
standards. While overall adherence to standards was satisfactory, there is an opportunity to
enhance patient-centered care by expanding discussions regarding alternative options and their
risks. Providing patients with detailed information about the potential outcomes of various
treatment options, including the option of no treatment, can empower them to make more
informed and personalized decisions about their health.
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Introduction
alid consent is a central requirement in all
forms of health care. For surgery, informed
consent (IC) has become a critical component

of surgical practice; surgeons cannot practice their
trade without valid consent (Hanson and Pitt, 2017).

Informed consent blends law, medicine, and
bioethics in a multifaceted process to enhance patient
understanding and obtain permission before healthcare
interventions (Madeira et al., 2017).

Informed consent achieves two fundamental
moral values: patient well-being and autonomy. It
emphasizes the meaning of human dignity as clarified
in the Universal Declaration of Human Rights
(Cordasco, 2013).

In surgery, the informed consent process should
ensure that the patient fully understands the risks,
benefits, and alternatives to a proposed surgical
procedure before agreeing to undergo it. It is a shared
decision-making process between the patient and the
healthcare provider (Conti, 2017).

Getting or giving consent is frequently a process,
not a one-off occurrence. Patients can change their
minds and withdraw consent at any moment. If they
desire, they can withdraw consent after signing a form;
the signature is proof of the consent-giving procedure,
not a binding contract (Bernat and Peterson, 2006).

Different studies in Western (Netherlands, UK)
and Middle East (Pakistan) countries revealed that the

practice of proper surgical informed consent (SIC)
among health-care providers was suboptimal and did
not meet the minimum standards when they conducted
informed consent with patients. These studies found
that the informed consent process contained incomplete
information and often did not ensure their patients’
direct involvement in the process (Hall et al., 2012;
Leclercq et al., 2013; Akyuz et al., 2019).

Neurosurgical procedures, in particular, often
assume high risks to the physical as well as mental
health of the patients, dictating more respect for the
consent of the patient to be operated upon (Schmitz and
Reinacher, 2006).

The 1986 American Association of
Neurological Surgeons Code of Ethics implied
medicolegal liability for the failure to obtain informed
consent (Shlobin et al., 2020).

For consent to be valid, the patient must have
the capacity and competence to take the particular
decision, and surgeons must provide sufficient
information to the patient, who should not be acting
under duress. Added to this, the surgeon must keep up
with patient and legal expectations (Hanson and Pitt,
2017).

In recent decades, the medical community has
become increasingly concerned about inadequate
documentation and inappropriate consent practices
prior to surgical intervention (Hanson and Pitt, 2017).
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Egypt established clear legal compliance with
the informed consent process. Following Egyptian
Penalty Law (Subjects 240 and 241), the practitioners
may be blamed if they fail to get sufficient informed
consent and the patient is harmed as a result of their
conduct (National Legislative Authorities, Egypt, 1937)
and (Mohamed et al., 2024).

This study aimed to assess the current status of
the medical consenting process for neurosurgical
interventions.

Materials and Methods
Study Type:

This study was a retrospective cross-sectional
study.
Study Setting:

Data about the informed consent were obtained
from the archive of the Ain Shams University Hospital.
Study Population:
Inclusion criteria:
- Files of patients who underwent neurosurgical
interventions on an elective or urgent basis in 2022.

Files were randomly selected using systematic
random sampling.
Exclusion criteria: none
Patient selection and sample size:

During the period of the study, 2534 patients
visited the neurosurgery department for surgical
interventions; out of them, there were 1058 elective
cases and 1476 emergency cases.

Assuming the rate for adequate consenting
process of 15% ranging between 3% and 22%, a
sample of 62 patients files for each group were enough
to detect such rate at 90% confidence level, this sample
was expanded to include 200 patients files: 100
patients who were operated on an elective basis and
100 patients who operated on an emergency basis.

Files used for the study were randomly selected
using systematic random sampling (number of total
files/sample size), choosing a random start, and then
selecting every (ith) unit at regular intervals (each 11th
file for the elective group and the 15th file for the
emergency one).

The elective and emergency groups were
compared with each other to fulfill the standard criteria
of the consenting process.
Study tools

The consenting process in each case was
evaluated according to a designated checklist. The
items on the checklist and the criteria for each item
have been selected from the accessed scientific
literature (Leclercq et al., 2013; Bajada et al., 2017 and
Kamer et al., 2018) to assess the validity and quality of
the consenting process.
Checklist Items (Parameters of Valid Consenting):
i. The presence of hospital policy about the process of

valid consenting.
ii. Checking for the consent components.
iii. Fulfilling the items of the preconditions.
iv. Fulfilling the items of information (disclosure).
v. Voluntariness.

Every item on the checklist characterizing a
good consenting process was scrutinized in the selected

patient files for its presence and characteristics. Every
item was evaluated as follows:
a. Absent.
b. Present but improperly fulfill the required standard

criteria.
c. Present and properly fulfill the required standard

criteria.
According to the above classification, each item

was scored 0, 1, or 2, respectively.
Ethical Considerations

The study protocol was approved by the
Research Ethics Committee of the Faculty of Medicine
at Ain Shams University (FWA 000017585) on
January 15, 2023.

Official permission was obtained from the
manager of the surgery hospital and the head of the
Neurosurgery Department. All patients’ data were kept
anonymous to ensure the confidentiality of records.
Data Analysis and Statistical Study

The data collected in each group according to
the valid consenting checklist were revised, coded,
tabulated, introduced to a PC, and analyzed using a
statistical package for social sciences (IBM SPSS 20.0).
Data was presented and suitable analysis was done
according to the type of data obtained for each
parameter.

Results
Demographic data:

This present study included 200 patients: 100
patients who were operated upon on an elective basis
and 100 patients operated upon on an emergency
basis.

Out of the 200 patients, 66 were below the
age of 18 (30 in the elective group and 36 in the
emergency one) while there were 134 patients over
the age of 18 (70 in the elective group and 64 in the
emergency) with 106 patients were males and 94
were females as shown in table (1).
Assessment of checklist items:
I. The validity of the standardized policy.

As shown in table (2) the hospital follows a
policy supporting the consenting process and specific
guidelines for obtaining consent for elective surgery.
II. Checking for items of the consent components

As shown in table (3) there was a statistically
significant difference between elective and
emergency groups of neurosurgical interventions
regarding fulfilling the consent components items.

The consent document was completely
present in both groups. In the elective group, only
67% of the consents were written in a clear, concise,
complete, without abbreviations, legible, in ink, and
understandable manner. In comparison, this
percentage was higher (84%) in the emergency
group.

Regarding the time of the consent, it was
signed before the operation in about 20% of elective
cases, but about 76% was signed on the same day of
the operation. In the emergency group, the consents
were signed on the same day of the emergency
operation.
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III. Checking for the fulfillment of the elements of the
preconditions

Table (4) shows a statistically significant
difference between the elective and emergency
groups as regards fulfilling the preconditions where
the patient signature was not properly filled in about
9% of the elective files and 22% of the emergency
being either the patients name was not completely
written or a relative signed instead of the patient.

The personal information of the patients and
the patient’s competency to make decisions were
properly fulfilled in both groups.

The information about the operating surgeon
was not applicable in both groups as a team of
surgeons did the operations so; it was difficult to
determine a specific surgeon. The signing doctor was
almost a neurosurgical resident.
IV. Items of disclosure of information

Table (5) shows a statistically significant
difference between the emergency and elective
groups regarding fulfilling the items of disclosure
where the presence of the diagnosis, indication/s of
operation, the type/nature of the neurosurgical
procedure, the potential risks and complications of
the surgery were properly mentioned in both groups.

The consequences of not undergoing surgery
were not mentioned in any file. There is a

statistically significant difference between the
emergency and elective groups regarding the
presence of alternative medical options like
conservative treatment in favor of the elective group.

The type of anesthesia and its risks were more
explained and fulfilled in 26% of the elective group
files and was written without mentioning its risks in
74% of elective files compared to the emergency
cases files it was 2% and 98% respectively.
V. Checking for evidence of voluntariness

Table 6 shows that there was no statistically
significant difference between the elective and
emergency groups as regards fulfilling the items of
voluntariness.

In 96% of elective cases, the patients signed
the consent, but in 4%, it was unclear who the
relative was and why.

As shown in Table (7), there was no
statistically significant difference between the
elective and emergency groups when comparing the
total score of checklist items out of the highest score
of 32 (16 items*2).

Table 1: Age and sex distribution of the studied patients.

Variables
Elective group Emergency group

Test value P-value
No. = 100 No. = 100

Age (years)
Median (IQR) 33 (9 - 47) 28 (10 - 49.5)

-0.402‡ 0.688
(NS)Range 0.02 – 70 0.003 – 87

Age < 18 30 (30.0%) 36 (36.0%)
0.814* 0.367

(NS)Age ≥ 18 70 (70.0%) 64 (64.0%)

Sex
Female 60 (60.0%) 34 (34.0%)

13.569* 0.000
(HS)Male 40 (40.0%) 66 (66.0%)

P-value >0.05: Non-significant (NS); <0.05: Significant (S); < 0.01: highly significant (HS). *: Chi-square test; ‡:
Mann Whitney test.

Table 2: Checklist items related to hospital policy for valid consenting process.

Checklist Items Score
1. Presence of policy supporting proper medical consenting
2. Presence of guidelines for obtaining consent for elective surgery

2
2
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Table 3: Comparative statistical analysis regarding consent component items among the files of patients who
underwent neurosurgical interventions (elective or emergency) in the neurosurgery department ASUH from
January 2022 to December 2022.

The consent component items Score
Elective group Emergency

group Test
value

P-
valueNo. = 100 No. = 100

1) Presence of consent
0 0 (0.0%) 0 (0.0%)

NA NA1 0 (0.0%) 0 (0.0%)
2 100 (100.0%) 100 (100.0%)

2) Quality of consent documentation
0 2 (2.0%) 0 (0.0%)

8.701* 0.013
(S)1 31 (31.0%) 16 (16.0%)

2 67 (67.0%) 84 (84.0%)

3) Date of the Consent
0 4 (4.0%) 0 (0.0%)

133.333* 0.000
(HS)1 76 (76.0%) 0 (0.0%)

2 20 (20.0%) 100 (100.0%)

The total highest score of the consent
component items (6)

Median
(IQR) 5 (4 – 5) 6 (6 – 6) -10.357‡ 0.000

(HS)
Range 3 – 6 5 – 6

P-value <0.05: Significant (S); < 0.01: highly significant (HS). *: Chi-square test; ‡: Mann Whitney test / NA: Not
Applicable.

Table 4: Chi-square and Mann-Whitney tests comparing the fulfilment of the items of preconditions among the
files of patients who underwent neurosurgical interventions (elective or emergency) in the neurosurgery
department ASUH from January 2022 to December 2022.

The preconditions items score
Elective
group

Emergency
group Test

value
P-

valueNo. = 100 No. = 100
1) Personal information about the patient (name, age,

sex)
0 0 (0.0%) 0 (0.0%)

NA NA1 0 (0.0%) 0 (0.0%)

2 100
(100.0%)

100
(100.0%)

2) Patient’s competency to make the decision 0 0 (0.0%) 0 (0.0%)

NA NA1 0 (0.0%) 0 (0.0%)

2 100
(100.0%)

100
(100.0%)

3) Patient signature or fingerprint with an identity card
number

0 1 (1.0%) 8 (8.0%)

13.396* 0.001
(HS)

1 9 (9.0%) 22 (22.0%)

2 90
(90.0%) 70 (70.0%)

4) Operating surgeon information 0
NA NA NA1

2
5) The signature of the staff member *(Full name

/Signature (At a minimum, signatures must include the
first initial of the first name and the full last
name)/Licensure and/or designation (e.g., MD, M.S)
/Date of signature

0 15
(15.0%) 28 (28.0%)

32.438* 0.000
(HS)1 58

(58.0%) 72 (72.0%)

2 27
(27.0%) 0 (0.0%)

The preconditions total highest score (10) Median
(IQR) 7 (7 – 7) 7 (6 – 7) -5.862‡ 0.000

(HS)
Range 4 – 8 4 – 7

P value < 0.01: highly significant (HS), *: Chi-square test; ‡: Mann Whitney test / NA: Not Applicable.
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Table 5: Chi-square and Mann-Whitney tests comparing the fulfilment of the items of disclosure among the files
of patients who underwent neurosurgical interventions (elective or emergency) in the neurosurgery department
ASUH from January 2022 to December 2022.

The information (Disclosure) items Score
Elective
group

Emergency
group Test

value

P-
value

No. = 100 No. = 100

1) Diagnosis and indication of the operation
0 0 (0.0%) 0 (0.0%)

NA NA1 0 (0.0%) 0 (0.0%)
2 100 (100.0%) 100 (100.0%)

2) The type/nature of the neurosurgical procedure
0 0 (0.0%) 0 (0.0%)

NA NA1 0 (0.0%) 0 (0.0%)
2 100 (100.0%) 100 (100.0%)

3) The potential benefits of the operation
0 0 (0.0%) 0 (0.0%)

NA NA1 0 (0.0%) 0 (0.0%)
2 100 (100.0%) 100 (100.0%)

4) The consequences of not undergoing surgery
(The risks and benefits of doing nothing)

0 100 (100.0%) 100 (100.0%)
NA NA1 0 (0.0%) 0 (0.0%)

2 0 (0.0%) 0 (0.0%)

5) The potential risks and complications of the
surgery

0 0 (0.0%) 0 (0.0%)
NA NA1 0 (0.0%) 0 (0.0%)

2 100 (100.0%) 100 (100.0%)

6) Alternative options; their risks and benefits
0 94 (94.0%) 100 (100.0%)

6.186* 0.04*
(S)1 4 (4.0%) 0 (0.0%)

2 2 (2.0%) 0 (0.0%)

7) The type of anesthesia and the risks of it
0 0 (0.0%) 0 (0.0%)

23.920* 0.000
(HS)1 74 (74.0%) 98 (98.0%)

2 26 (26.0%) 2 (2.0%)

The total highest score of (Disclosure) (14)
Median
(IQR) 9 (9 – 10) 9 (9 – 9) 5.392‡ 0.000

(HS)
Range 9 – 12 9 – 10

P-value <0.05: Significant (S); < 0.01: highly significant (HS), *: Chi-square test; ‡: Mann Whitney test; NA: Not
Applicable.

Table 6: Mann-Whitney test comparing the fulfilment of the items of voluntariness among the files of patients
who underwent neurosurgical interventions (elective or emergency) in the neurosurgery department at ASUH
from January 2022 to December 2022.

The item Score Elective group Emergency group Test
value

P-
valueNo. = 100 No. = 100

1) Who signed the consent and why?
0 4 (4.0%) 1 (1.0%)

1.846* 0.174
(NS)1 0 (0.0%) 0 (0.0%)

2 96 (96.0%) 99 (99.0%)
P-value >0.05: Non-significant (NS). *: Chi-square test

Table 7: Mann-Whitney test comparing the elective group and the emergency group scores regarding the
fulfillment of all checklist items of the consenting process mentioned in the previous tables.

The total score of all checklist items (32)
Elective group Emergency group

Test value P-value
No. = 100 No. = 100

Median (IQR) 23 (22 – 24) 23 (23 – 24)
-0.646‡ 0.518

(NS)Range 18 – 27 20 – 25
P-value >0.05: Non-significant (NS). ‡: Mann Whitney test.
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Discussion
The present study was a retrospective cross-

sectional study that evaluated the consenting process in
neurosurgery. The study included 200 cases of patients'
files that were divided into two equal groups; elective
and emergency groups.
Upon comparing checklist items of the consenting
process between both the emergency and elective
groups, the following data were obtained:
I. Checking for the validity of the standardized policy

In the present study, the presence of a hospital
policy regulating the consenting process is considered a
good practice as without a defined standard policy, the
consenting process might vary between individual
healthcare professionals, potentially leading to unequal
or incomplete information for patients.
In addition, without clear guidelines, patients might not
be fully aware of their rights and options (Olejarczyk
and Young, 2022).

A well-defined consent policy in surgical
specialties is crucial for standardization, patient
empowerment, legal compliance, ethical adherence,
and educational training. It ensures consistency across
departments minimizes variations and promotes patient
autonomy (https://guides.unmc.edu/books/hrpp-
policies-and-procedures/chapter/section-5-informed-
consent).
II. Checking for the consent component items

In the current study, the presence of the consent
forms in all files of the study sample indicates that the
significance of this document was appreciated.
Additionally, a cross-sectional observational study by
Patil et al. (2023), conducted over one year at an urban
hospital, found that 219 (99%) of the cases had
informed consent forms for surgery.

In contrast, Vieira et al. (2023) reported that
only 47% of the informed consent documents were
found in the clinical files. This difference could be
because of cultural variations, where patients in some
situations completely rely on their doctors to make
health-related decisions (Nsahlai et al., 2022).

Good consent forms a medico-legal defense for
the treating surgeon in case of an adverse outcome or
complaint, even in an emergency (France and Hayhurst,
2018).

In the present study, the quality of the written
consent was acceptable. In the emergency cases, it was
even better which may be explained as the urgency of
these procedures often demands immediate action. This
can create a sense of urgency and focus, leading to
more concise, yet informative documentation.

This is inconsistent with Sönmez et al. (2020),
who use special formulas for calculating the readability
level of consent forms and found that elective informed
consent forms (ICFs) are more readable compared to
those of emergency procedures and concluded that the
level of illegibility can cause problems for doctors at
the legal stage.

Also, consent forms that are easy to read and
understand should be provided to account for morbidity
and mortality and improve prognosis.

In addition, Shemesh et al. (2019), who
conducted personal interviews with patients to assess
the quality of the informed consent process in trauma
compared with elective orthopedic patients, observed
that patients in the elective group had an overall higher
quality of consent, as reflected by a mean score of
17.03 ± 4.2 versus a mean score of only 13.73 ± 4.7 in
the trauma group (p = 0.005, 95% CI: 1.02–5.57).

Moreover, Wood et al. (2016), who conducted
interviews with doctors in two teaching hospitals in the
UK, noted that working in time-pressured
environments affects the quality and amount of
information given to patients.

Legibility is one of the key components of
consent that can be lacking in handwritten consent
forms, so literature has revealed that consent forms that
have already been printed make the consenting process
more effective (Baker et al., 2021) because there is less
writing to do so, less time pressure, and patient
experience and comprehension are improved by
preprinted consent forms (Dyke et al., 2023).

In this study, the difference in time of signing
the consent between the elective and emergency
interventions was justified as in the emergency there is
no luxury of timing in contrast to the elective cases.

The elective cases are admitted to the university
hospital two or three days before the day of their
operation for adequate anesthetic preparation. During
this time, the patients and their relatives could ask
questions and completely understand their options and
prognosis. Thus, we found that most of the consents for
elective procedures were signed on the same day of the
procedure.

Consistent with a study done by Munawar et al.
(2023), who conducted a Google Form questionnaire
with patients who had undergone elective surgical
procedures at the Department of General Surgery,
Lahore, Pakistan, found that in 96.7% of cases, consent
was obtained just before surgery.
The time spent communicating with the patient is an
integral part of the health treatment path (Pallocci et al.,
2023).
III. Checking for the fulfillment of the preconditions

Assessing a patient's capacity is crucial for
ensuring ethical and legal decision-making in
healthcare. It protects patients from undergoing
procedures they cannot understand or consent to
(Poppe et al., 2020).

In the present study, the patient’s decision-
making capacity was carefully assessed. This indicates
that the patients fully understood the nature of the
procedure, its potential risks, and benefits.

Capacity or lack of capacity should not be
assumed based on a patient’s diagnosis or condition.
For example, a patient with an intellectual disability
may be able to make decisions about their health
treatment if information is provided to them
appropriately (NSW, 2020).

It is crucial to have a designated surrogate
decision-maker when dealing with individuals who
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might lack the capacity to consent due to age, illness,
disability, or other factors (Lane et al., 2021).

In the current study, the signature of the staff
member who obtained the consent was present in only
157 (87.5%), and the staff member who took the
consent was always the resident which can be justified
as the residents are in contact with patients more than
other surgeons in the team.

In contrast, a prospective cross-sectional study
conducted in the Department of Gynecology and
Obstetrics of University Clinical Hospital Mostar for 6
months by Perić et al. (2018) revealed that most
patients (83%) signed informed consent at the demand
of a nurse.

This is heterogeneous with Arshad et al. (2022),
who conducted a cross-sectional study from February
to August 2018 at a tertiary care hospital in Lahore,
Pakistan, and reported that the operating consultants
informed 41 (40.6%) patients about the surgery.

The law does not state who on the surgical team
is responsible for obtaining informed consent. Younger
members of the surgical team are frequently in charge
of gaining consent. However, the main surgeon should
be responsible for obtaining adequate informed consent
(Kumar et al., 2021).

In the present study, none of the patients knew
the name of the surgeon responsible for the surgery. It
can be justified that most neurosurgical interventions in
university hospitals are performed by a team of
surgeons like the spine team, pediatric neurosurgery
team, trauma team, etc.

Similarly, Vikas et al. (2021), who conducted a
prospective study over 12 weeks in various surgical
departments of a 1000+ bedded tertiary care hospital,
found that none of the forms (0%) contained the names
of all practitioners performing the procedure.
IV.Checking for the fulfillment of the information

(disclosure) items
The appropriateness of disclosure in informed

consent should be a clinical judgment, with medical
standards set by the medical profession. The ideal
informed consent process should be a layered structure,
with each item logically arranged. The doctor should
explain the diagnosis, ramifications, prognosis,
recommended procedure, alternatives, and patient
questions, including potential benefits, risks, burdens,
and side effects (Shemesh et al., 2019).
Furthermore, many experts agree that there is a
challenge with the amount and complexity of
information that surgeons have to present to their
patients (Nsahlai et al., 2022).

In this study, information about the diagnosis
was provided in all consent forms. This finding
demonstrates that the consenting process was
conducted ethically and transparently.

In contrast to Kurt et al. (2016), who performed
a study at Gulhane Medical Faculty between July 2012
and July 2013 on patients who were on the third
postoperative day after various surgical procedures and
reported that only 73.5% (n = 294) of the patients were
informed about the diagnosis and treatment of the
disease.

Also, a study done by Patil et al. (2023) stated
that information about the nature and indication of the
surgery was given to 200 (90.5%) and 215 (97.28%)
patients, respectively.

Patients must be respected and supported to
make decisions about their health and well-being,
recognizing their legal and moral right to set personal
goals and make treatment choices. For this to happen in
practice, patients should understand the effects of
suggested surgeries and treatments and consider
lifestyle preferences in their decisions (Pirotte et al.,
2023).

In the current study, information about the
surgical details, and the potential benefits and
complications of the operation were received by all
patients. This is consistent with a study by Patil et al.
(2023) that revealed 90% of patients were informed
about the nature and indication of the surgery.

Similarly, Vikas et al. (2021), stated that all the
patients were informed about their clinical condition or
problem, while only 34% were informed about the risk
and 26% about the alternative options. All the forms
(100%) had a statement regarding the nature of the
neurosurgical procedure.

Unlike a study by Li et al. (2014), which
revealed that patients were inadequately informed on
the complications of the proposed procedure,
alternative forms of treatment, risks, and benefits of the
surgical procedure. They emphasized that healthcare
providers should provide adequate information
regarding the proposed surgical operation and they
should make sure patients understand the risks and
benefits before signing the consent.

Since all invasive operations have some degree
of danger, it is the surgeon's legal duty to fully disclose
to patients the risks and advantages of the surgery
(Sarker, 2020).

Patients must be informed of the benefits,
drawbacks, and available treatment options essential
for making wise decisions (Jalal et al., 2023).

Mussa et al. (2014), who studied the consent of
elective total hip and knee replacement surgeries,
mentioned that information about the benefits and risks
of surgery was documented in 89% of the consent
forms.

Tamire and Tesfaw et al. (2022), reported that
nearly half (68, 48.9%) of the patients were informed
of the benefits of the surgical procedure.

Mentioning the risks of not undergoing the
surgical procedure in consent forms is crucial for
patients who need a complete understanding of both
options to make informed choices. Also, knowing
potential consequences empowers them to weigh risks
and benefits aligned with their values (Hanson and Pitt
2017).

This transparency builds trust between patients
and surgeons prevents unrealistic expectations about
what could happen without the surgery and improves
compliance with pre- and post-op instructions as
patients understand the potential risks of not following
them.
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Telling the patients about alternative options
and their risks and benefits is a valid concern and
patients need to be aware of all their treatment options.
Even if surgery might be the best course of action, the
patients still should be informed of this.

Tamire and Tesfaw, (2022) found that 66
(47.5%) of patients were informed of alternatives to
surgery. Patil et al. (2023) proved that the alternative
treatment options to the consented operative procedure
were informed to 91 (40.72%) patients.

Also, Kurt et al. (2016), mentioned that 76.8%
of patients (n = 307) were informed about the treatment
options alternative to surgery and their benefits and
risks.

Patients should be educated about different
treatment options, including surgical and conservative
options, along with the risks and advantages of each.
This is part of the informed consent process. Following
unrestricted access to all treatment choices, the patients
will collaborate with the operating surgeon to
determine the best course of action (Patil et al., 2023).

In this study, most patients were informed about
the type of anesthesia to be used without mentioning its
risks. This is because of a separate anesthesia consent
form in each patient’s file informed by the anesthesia
team.

This finding was congruent with the study
conducted in South Eastern Ethiopia, where the
majority of respondents were not informed about the
type of anesthesia to be used (Negash et al., 2021), and
another study by Patil et al. (2023), where 58.37 % of
the patients knew the type of anesthesia used for their
elective surgery.

Munawar et al. (2023) conducted a Google
Form questionnaire with patients who underwent
surgical procedures at the Department of General
Surgery, Pakistan, and found that 13.7% of patients
were informed about the type of anesthesia. However,
Mussa et al. (2014) stated that types of anesthesia were
documented in 92% of the consent forms.
V. Checking for evidence of voluntariness

In the current study, almost all the patients or
their relatives (when indicated) signed the consent
voluntarily.

A comparative analysis of the informed consent
process for elective and emergency interventions
revealed no statistically significant differences. Both
groups demonstrated substantial adherence to
established standards, suggesting that the consenting
process is consistently applied across intervention
types.

This is inconsistent with Akkad et al. (2004),
who found significant differences in the consent
process between elective and emergency procedures.
Vieira et al., (2023) found that the compliance in filling
out the informed consent was lower in emergency
surgeries, with only 38% of signed consents in such
procedures.

Our study is consistent with Shemesh et al.
(2019), who conducted a prospective observational
study at an Orthopedic Department, over 2 years
through personal interviews using a proposed informed

consent score and concluded that patients undergoing
trauma surgery were significantly more likely to have
an inadequate understanding of the proposed treatment.

The distinction between elective and emergency
surgery lies in the patient's capacity to consent. In
emergencies, doctors may use a surrogate decision-
maker.

If the patient is incapable and no replacement
decision-maker is available, the doctor's treatment is
considered appropriate. In clinical emergencies,
treatment may be given if the patient's wishes cannot
be ascertained (Lin et al., 2019).
Strategies to Improve the Informed Consent Process

While the process of informed consent is
designed to transfer knowledge of the risks and
benefits of treatment and to engage patients in shared
medical decision-making, this is poorly done in routine
clinical care (Spertus et al., 2015).

A situation which necessitated innovative
strategies to accomplish the Institute of Medicine's
goals for safer, more efficient, evidence-based care that
respects patients' individual preferences (Institute of
Medicine, 2001).

Surgeons should be informed about modern
standards in surgical informed consent. They must
keep up to date with patient and legal expectations.
Improving the efficiency of obtaining patient consent
enhances patient comprehension and quality of care.
Patient safety and quality of care are at risk if the
informed consent process does not emphasize patient
comprehension (Abujarad et al., 2017).

A strong policy reinforces ethical principles like
informed consent and shared decision-making,
fostering trust and relationships. In neurosurgical
departments, core principles like informed consent,
voluntariness, and competence are common. The
policy should cover introduction, roles, disclosure,
documentation, exceptions, and education
(https://www.powerdms.com/policy-learning-
center/what-is-the-purpose-of-policies-in-the-
workplace).

Understanding the baseline health literacy level,
knowledge, and information needs of each patient
regarding the treatment will help neurosurgeons tailor
their communication to an appropriate level (Renovanz
et al., 2019).

Engaging the patient’s support system,
including spouses or family members when possible,
will improve patient recall through shared family recall
(Saigal et al., 2015; Shlobin et al., 2020).

Incorporating a specialized consent form with
points to check off upon discussion found that 100% of
patients correctly recalled their diagnosis and planned
procedure, and 98.1% of alternative treatments and
97.4% of risks were recalled correctly (Berg et al.,
2001).

The introduction of an interactive educational
website improved the patients’ knowledge than before
its introduction (Shlobin et al., 2020).

Lastly, recall examinations can be used to
optimize the consent process by guiding teaching
methods, prompting the use of additional educational
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resources, and directing the surgeons to focus on
certain content (Saigal et al., 2015).

When used together interactively, these
strategies will interact synergistically to improve
patient understanding (Marcus, 2018).

Ensuring patients have realistic expectations
for their possible outcomes is critical to facilitating a
smooth consenting process and providing good
communication skills (Maher et al., 2021).

Conclusion and Recommendations
The study examined how well-informed consent

was given for neurosurgery procedures. It found that
the process generally followed established guidelines
but could be improved by discussing more treatment
options with patients. This would help patients make
better choices about their care. To improve informed
consent in neurosurgery, it's important to include more
diverse patients in studies, educate everyone about
correct consent practices, and teach patients about the
consent process. Regular reviews of the process can
help find areas for improvement. Monitoring changes
and studying legal cases related to informed consent
can also provide valuable insights for planning future
improvements.
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األعصاب ألمخ جرأحة لدخالت عليها ألحصول تم ألدي ألموأفقة عملية إجرأءأت تقييم
مصطفى1 السيد محد عماد و ممد2 المحن عبد ممد و عيد1 نصم جال و 1 جابم جال اسماء

العربي الملخص
وماطمه، وفوائده اقرتح، الماحي والتدخل حالته، تشخيص تامما يفهم اقميض من من التأكد عملية هي للجماحة اقسترية اقميض موافرة العلمية: اللفية
الدراسة هدفت الدراسة: من الدف مرها. كل ف التملة واقخاطم الفوائد شمح مع اططلق على جماحي تدخل مي إجماء عدم ذلك ف با البديل والتدخل
من كل ف اقوافرة على الصول ماايي استيفاء مدى مرارنة مًا مي وت والعصاب اقخ جماحة للتدخلت الطبية اقوافرة لاملية الال الوضع ترييم إل الالية
مائت ضمت والت اقؤرشفة والعصاب اقخ جماحة ممضى ملفات على اقمجاية اقرطاية الدراسة هذه مجميت البحث: طريقة لا. واقخطط الطارئة الماحات
اقرياس هي اقتاحة الدبيات من اقستخمجة اقمجاية الروائم كانت الطارئة(. للاالت مخمى ومئة له مطط جماحي تدخل حالت قمضى ملف )مئة ملف
اقوافرة، يرح الذي الشخص وقدرة اللزمة، اقالومات جيع وتوفي اقستشفى، ف صاياة سياسات وجود من ترق وقد اقسترية اقوافرة عملية جودة لتاديد
الماحية التدخلت نتائج مرارنة مظهمت النتائج: إحصائيام. وتليلها الرتائج تلخيص ت الماحة. بشأن قمار اتاذ ف وحره للمالومات الشخص هذا وفهم
تتازى من يكن الرهاية، وف للمايار وفرما وكانتكلها اقوافرة، عملية برود بستيفاء يتالق فيما امموعتي بي كبي إحصائيما فمق وجود عدم والطارئة لا اقخطط
موضات الستنتاج: اقوافرة. عملية مهية حول ومالرة موثرة للمستشفى سياسة وجود إل اقدروسة اقلفات ف الخية اقسترية للموافرة اقطلوبة اقاايي استيفاء
خلل من تسيرها يكن ولكن با، اقامول اطرشادات عمومما تتبع الاملية من ووجدت العصاب جماحة طجماءات مسترية موافرة على الصول مدى الدراسة

رعايتهم. بشأن مفًل خيارات اتاذ على اقمضى مساعدة ذلك شأن من اقمضى. مع الالج خيارات من اقزيد مراقشة
الميع وتثريف الرادمة، الدراسات ف للترييم اقستخدمة الاراصم من اقزيد تًمي اقهم من العصاب، جماحة ف اقسترية اقوافرة عملية التوصيات:لتطويم
مًا مي يكن للتاسي. االت على الاثور ف للاملية الدورية اقماجاات تساعد من يكن اقوافرة. عملية حول اقمضى وتثريف الصاياة، اقوافرة مارسات بشأن

اقستربلية. للتاسيرات للتخطيط قيمة رؤى اقسترية بقوافرة اقتالرة الرانونية الرًاي ودراسة التيييات مماقبة يوفم من

مصر.1. القاهرة، شمس، عين جامعة الطب كلية – الكلينيكية والسموم الشرعي الطب قسم

مصر.2. القاهرة، شمس، عين جامعة الطب كلية – والعصاب المخ جراحة قسم


