AHSAN NASIM, ZIAULLAH MALIK, GHULAM MUSTAFA ARIAN et al

ORIGINAL ARTICLE

An Audit of Preoperative Counselling and Informed Consent in
Four Teaching Hospitals of Lahore, Pakistan

AHSAN NASIM, ZIAULLAH MALIK, GHULAM MUSTAFA ARIAN, SAJID MALIK

Department of General Surgery, Allama Igbal Medical College. Jinnah Hospital Lahore

Correspondence to: Dr Ahsan Nasim, Senior Registrar, S-1V Jinnah Hospital, Lahore, Pakistan. 0092-300-
4251992, E-mail: ahsannasim@yahoo.com

Surgical consent is not an event or a signature on form but continuous process throughout preoperative,
peri-operative and post-operative care. Informed consent & preoperative counseling is very important for
patients ,their attendants &specially for operating surgeons in present changing envoirnament.This study
was designed to evaluate ongoing practice of preoperative counseling & informed consent. The present
practice of preoperative counseling & informed consent in our setups is not up to the standards sets

internationally.

ABSTRACT

Objective: To evaluate the ongoing practice of preoperative counselling and informed consent in teaching

hospitals of Lahore, Pakistan.

Settings: Surgical Units of Jinnah Hospital, Mayo Hospital, Services Hospital and Sir Ganga Ram Hospital

of Lahore, Pakistan.
Design: Prospective Observational Study.

Duration: Six (06) Months, January 2011 to June 2011.

Keywords: Preoperative Counselling, Informed Consent

INTRODUCTION

Surgical consent is not an event or a signature on
a form but it is an ongoing process of
communication  that continues  throughout
preoperative, peri-operative and post-operative
care.b?

Informed consent is a part of preoperative
counselling which is necessary to fulfill the
demands of standard medical practice and
evidence based medicine. The combined written
and oral preoperative information presented is well
adapted to patients’ informative wishes and needs;
it allows for a structured conversation and
facilitates documentation.®

Preoperative counseling is a second name of
opportunity for the patients to alley their anxiety
and apprehension by seeking answers to all of
guestions regarding their pathology and proposed
surgery. During this session, operating surgeon
can discuss the safety and efficacy of the
procedure and also the patients can be offered any
suitable alternate treatment options. Patients are
the best judge and they must be free enough to
say yes or no to any treatment modality which they
consider appropriate in the best interest of their
health.

This study was designed to evaluate the
ongoing practice of preoperative counselling and
informed consent related to patients undergoing
elective general and special surgical procedures in
four teaching hospitals of Lahore, Pakistan. In a
nutshell, the information which our patients are
provided pre-operatively is merely to fill a medico
legal form.

PATIENTS & METHODS

A prospective study was carried out using a
structured  Questionnaire  based interview
technique. Patients, who had undergoing elective
general and special surgical procedure, were
interviewed during six months period from January
2011 to June 2011. All patients were asked a set
of standard questions (appendix) post-operatively
related to the information they were provided
before the procedure as a part of standard few
days post-operatively so that patients were able to
recall the total information, they received as
preoperative counselling.

INCLUSION CRITERIA:

1. Patients undergoing elective general and
special surgical procedures.

2. Patients between age groups 18-60 year
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3. Gender (male, female)

EXCLUSION CRITERIA:

1. All minor and/or major Emergency Surgical
Procedures.

2. Patients admitted for an elective procedure but
underwent an emergency procedure.

3. Patients less than 18 year of age group.

4. Patients more than 60 year of age group.

RESULTS

A total of 345 randomly chosen patients (187
males and 158 females) were interviewed post-
operatively. The patients who were informed about
their disease were 258 (74.7%). Only 66 (19.1%)

patients knew the type of anaesthesia they
receive. 97 (28.1%) patients were allowed to ask
questions before consent was taken. 09 (2.6%)
patients did not give the consent but still they were
operated.

All the patients in the study were of adult age
but even then only 124 (35.9%) patients signed
consent form themselves. Operating surgeon was
involved in consent taking in 16 (21.6%) cases.
Alternate treatment option was offered to 16
(4.6%) patients. 212 (61.4%) patients were told
about the nature and purpose of proposed surgery.
161 (46.6%) patients was disturbed by the
information provided preoperatively. (Table-1)

Table 1: Results of questions asked during the interview [ n = 345]

Questions No

n (%) n (%)
Information about
Surgery
Informed about the patient’s 258 (74.7) 87 (25.3)
disease?
Nature & purpose of 212 (61.4) 133 (38.6)
proposed surgery?
Expected benefits from 164 (47.7) 181 (52.5)
surgery?
Approximate time of 194 (56.2) 151 (43.8)
surgery?
Complications during & 59 (17.1) 286 (82.9)
after surgery?
Alternate treatment option? 16 (4.6) 329 (95.4)
Need of blood and their 136 (39.4) 209 (60.6)
risks?
Results of no treatment? 139 (40.2) 206 (59.8)
Information about
Anaesthesia
Type of Anaesthesia? 66 (19.1) 279 (80.9)
Complications of 21 (6.0) 324 (94.0)
Anaesthesia?
Question / Answer
Session
Disturbed by the 161 (17.6) 184 (53.4)
information?
Time for questions to be 97 (28.1) 248 (71.9)
asked?
Consent
Consent taken by operating 61 (17.6) 284 (82.4)
surgeon?
Consent given? 336 (97.4) 09 (2.6)
Consent signed by patient? 124 (35.9) 221 (64.1)
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DISCUSSION

Preoperative counseling is a gateway towards
healthy bonding between doctor and a patient.
This can be used as an appropriate tool to reduce
the patient’'s phobia of intervention. The idea of
preoperative counseling & informed consent . is
just similar to preemption of pain to reduce post-
operative pain*. Above all, this question-answer
session can be used to educate before undergoing
any procedure. All this practice can increase
patients’ confidence on medical profession and
they become an active member of the team. The
goal of the patient teaching is to improve patients’
understanding of their disease process and the
operation that they are about to experience. The
additional goal of obtaining informed consent is not
only codified in law, but also has become an
ingrained component to the current physician-
patient relationship. This is very helpful in
minimizing post-operative hospital stay and
surgical site infections during healing process*.

Informed consent is a result of preoperative
counselling. It is at present hard to reach a valid
level of information, both due to the difficulty to use
a language that should be scientific ad
understandable at the same time, and to all the
cultural, social and intellectual characteristics
which determine the real state of comprehension
of each patient. Every medical act lawfully always
comes from a valid consent of the patient.5 In this
era of evidence based medicine, the medical
practice is formalized by advanced documentation
in every field. Nixon 18 highlighted the importance
of a standardized consent form and structured
interview technique. In their study, 94% of patients
who gave consent on a standardized form knew
about post-operative complications (pain) as
compared to 82% of the patients who gave
consent on general surgical consent form®.

In our study, most of the patients gave
informed consent just prior to their surgery.
Bhattacharyya T elaborated that orthopedic
surgeons take consent prior to the surgery but they
have very less information regarding effective
methods of obtaining informed consent’. In this
regard, two things are important for the surgeons
i.e. documentation of informed consent and taking
consent in their offices. Surgeons may be able to
decrease the risk of a malpractice claim by
obtaining informed consent in their offices, rather
than in the preoperative holding area, and by
documenting the informed consent discussion
within their dictated office or operative notes.

Some surgical procedures result in higher risks
of post-operative complications. For example,
Patients who receive musculoskeletal allograft may
develop severe post-operative infections. Porter
SE has® almost the same percentage of patients
(32%) who were counselled properly before
allograft in teaching hospitals, compared with
28.1% of patients, who were allowed proper time
to ask questions about their surgery and its
potential complications in out study. This
percentage needs to be raised; and it may be
possible by obtaining consent on a structured
informed consent form.

An improvement issue in preoperative
counselling and informed consent is; who is going
to counsel the patient and how much information is
to be delivered. Unfortunately, in only 61 (17.6%)
cases operating surgeon was involved himself in
taking the consent. Although this figure is higher
than Amin' (8%) even then there is need to
improve it by involving senior doctors in this
process. This will not only fulfill the international
standards of informed consent but also will training
the junior doctors as a part of their continuing
medical education. We were surprised to se that
both patients and operating surgeons were not
interested in the complications of the anesthesia
as, in our study, surgeons provided information
regarding complications of anaesthesia to only 6%
of the patients which is not appreciable in any
sense. In Moores A.’'s® Study, the question most
commonly asked by patients was related to
duration of surgery, with less priority been given to
complications of anaesthesia. In his study, the
majority of patients (n = 496, 67%) had no further
guestions at a point when so-called consent could
have been obtained, compared with minority of
patients (n = 97, 28.1%) who were given time for
guestions to be asked in our study. This shows the
degree of interest of clinicians towards the right of
the patients which must be respected to meet
international standards of patient care, the other
side of the picture depicts that the patients,
themselves, are not interested to know about the
details of their disease process and the proposed
surgery.

Informed consent should be balanced with the
abilities of the patients to understand their disease
and its outcome. In our study, 161 (46.6%) patients
were disturbed by the information provided pre-
operatively. Mishra PK [10] has touched the same
issue in his study. This disturbance can be bilateral
either due to patient’s inability to understand the

JFIMC VOL.6 NO.2 APR —-JUN 2012 65



An Audit of Preoperative Counselling and Informed Consent in Four Teaching Hospitals of Lahore

confronted situation or at the behalf of attending
doctor who is not skilled enough to justify the
patients’ queries about the proposed surgery.
Sometimes, information passed to the patient
regarding the surgical risks results in an important
stress for the patient and modifies the patient-
surgeon bonding due to the information, a non-
neglectable group of patients regarding the
surgical risks results in an information, a non-
neglectable group elicit not to follow the advice of
the surgeon. Various measures are discussed
since the information on the surgery related risks s
a must from a legal point of view but is also highly
appreciated and requested by most of the patients.
This can be extrapolated back to the way f
describing the disease to a patient or the amount
of information provided [11, 14].

CONCLUSION

A total of 345 randomly chosen patients (187
males and 158 females) were Interviewed post-
operatively. Marked number of patients as
indicated in our results were not informed about
their surgery and type of anesthesia.

In this study, it has been noted that the most
junior medical staff is involved in preoperative
counseling and informed consent. This reflects our
concern in providing health care to the patients
which is below international as well as ethical
expectations. This state can be improved by
empowering ourselves with good communication
skills.
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