SAGE Open Medicine

Review
SAGE Open Medicine
Informed consent process for emergency © The Author(s) 2023
o H H ’ sagepu c:\rr:t :ljr:;uss-e eg:r:iljlsllr:;ss
surgery: A scoping review of .stakeholders S TR At
perspectives, challenges, ethical concepts, '°“r"""s‘“ge"“"-°°"2°;‘;’;;

and policies

Olivia Kituuka'(®, lan Guyton Munabi', Erisa Sabakaki Mwaka'(),
Moses Galukande', Michelle Harris? and Nelson Sewankambo'

Abstract

Background: A scoping review of literature about the informed consent process for emergency surgery from the
perspectives of the patients, next of kin, emergency staff, and available guiding policies.

Objectives: To provide an overview of the informed consent process for emergency surgery; the challenges that arise
from the perspectives of the patients, emergency staff, and next of kin; policies that guide informed consent for emergency
surgery; and to identify any knowledge gaps that could guide further inquiry in this area.

Methods: We searched Google Scholar, PubMed/MEDLINE databases as well as Sheridan Libraries and Welch Medical
Library from 1990 to 2021. We included journal articles published in English and excluded non-peer-reviewed journal
articles, unpublished manuscripts, and conference abstracts. The themes explored were emergency surgery consent, ethical
and theoretical concepts, stakeholders’ perceptions, challenges, and policies on emergency surgery. Articles were reviewed
by three independent reviewers for relevance.

Results: Of the 65 articles retrieved, 18 articles were included. Of the 18 articles reviewed, 5 addressed emergency
informed consent, 9 stakeholders’ perspectives, 7 the challenges of emergency informed consent, 3 ethical and theoretical
concepts of emergency informed consent, and 3 articles addressed policies of emergency surgery informed consent.
Conclusion: There is poor satisfaction in the informed consent process in emergency surgery. Impaired capacity to consent
and limited time are a challenge. Policies recommend that informed consent should not delay life-saving emergency care and
patient’s best interests must be upheld.
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Introduction individual who is capable, must be voluntary, disclosure
adequate, must be understood, and for an individual with
impaired capability should be obtained from a legally
approved representative.’ Surgical consent involves contin-
uous communication throughout the care of the patient and

Informed consent is a process of constant dialogue between
the clinician or investigator whose purpose seeks to respect
a patient’s wishes and values (autonomy) to ensure that the
treatment is according to the patient’s choice and what the
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is not “an event or a signature on a form.”* According to the
medical dictionary, emergency surgery is defined as a surgi-
cal procedure that cannot be delayed, for which there is no
alternative therapy or surgeon, and for which a delay could
result in death or permanent impairment of health. The
informed consent that is required for patients undergoing
emergency surgery is a challenge because the clinician is
often faced with patients who are unable to provide informed
consent.’ Therefore, in an emergency, setting decisions for
the patient may often have to be made by involving the fam-
ily, society, or other caregivers through “a communitarian
approach.”® However, in Western cultures like the United
Kingdom and United States there are limits on who can
legally give consent.”

In emergency medicine where treatment decisions may
have dramatic consequences for the individual patient’s life,
it is particularly important that they should be based on the
patient’s wishes and values.® The emergency physician finds
that the ability to maintain the four Belmont report principles
of ethical management of patients’ autonomy, non-malefi-
cence, beneficence, and justice are put to the test in the surgi-
cal emergency room, where rapid decision-making is
required.”!” The decision-making is even more challenging
in the worldwide problem of overcrowded emergency rooms
where there are constraints in health service delivery like
lack of privacy and confidentiality, treatment delays, and
poor physician—patient communication.”!!

The informed consent process in the emergency room
should be tailored by the surgeon with consideration for anx-
ious patients who are required to make decisions with seri-
ous health and personal consequences. This often involves
working with family members serving as surrogate decision-
makers for patients who lack the capacity to take part in the
informed consent process.'>! In cases where the patient is
unable to give informed consent the caregivers or next of kin
if available, have to provide the informed consent. In such
cases, the communitarian approach or model whereby deci-
sion-making goes beyond the doctor and patient to family,
other health carers, and stakeholders in the medical decision-
making may be employed.°

This review aimed to describe the perceptions of the
patients, next of kin, and emergency staff that affect the prac-
tice of informed consent for emergency surgery and the chal-
lenges of informed consent in an emergency surgical setting.
This was to get a better understanding of the informed con-
sent process for emergency surgery and to identify possible
knowledge gaps that could guide further inquiry in this area.

Justification
What is known in this area of study?
° Existing reviews have addressed emergency con-

sent in the setting of developed world health
systems. 416

° Previous systematic reviews have mainly addressed
emergency invasive procedures not necessarily
emergency surgery.'>

° Other reviews have looked at observational studies
comparing emergency versus elective surgery con-
sent and not emergency surgery consent on its own. '

What this study adds

° There has been no review that addresses ethical and
theoretical concepts, and guiding policies for emer-
gency surgery informed consent. This review will
look at articles addressing ethical and theoretical
policies for emergency surgery consent.

° Information about the perceptions of patients, next
of kin/surrogate decision-makers, and emergency
staff toward emergency surgery consent
specifically

° This review will demonstrate the knowledge gap

caused by paucity of published research in emer-
gency surgery informed consent practice in low-
resource settings like countries in sub-Saharan
Africa.

This scoping review may provide a guide to areas for further
research in emergency surgery informed consent in terms of
stakeholders’ perceptions and guiding policies in low-
resourced settings. It will give an overview of how to get
informed consent for emergency surgery, the challenges that
arise, and how to improve communication of informed con-
sent in an emergency setting.

Methods

The scoping review method that we utilized was proposed by
Arksey and O’Malley (2005) and includes the following
seven processes: (a) identify a research question, (b) identify
relevant documents, (c) select documents, (d) chart data, (¢)
collate, (f) summarize and report results, and (g) consult with
relevant stakeholders. We reviewed the literature on the
informed consent process for emergency surgery in terms of
stakeholders’ perceptions, ethical and theoretical concepts,
challenges of emergency surgery informed consent, and pol-
icies about emergency surgery consent.

Registration and protocol

This was a scoping review of literature and did not meet the
criteria for registration under Campbell, nor PROSPERO
(prospective register of systematic reviews) which considers
systematic reviews and meta-analyses. Although this review
was not a systematic review, we wrote the review according
to PRISMA-ScR (preferred reporting items for systematic
reviews and scoping reviews) guidelines.!”
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Eligibility criteria

We included only journal articles published in English and
excluded non-peer-reviewed journal articles, unpublished
manuscripts, and conference abstracts. Search terms used
were Informed consent emergency surgery; Patients, next of
kin, surrogate decision makers, surgeons; emergency
Informed consent policies; and ethical and theory emergency
surgery informed consent. The content covered was under
the themes of emergency surgery consent, ethical and theo-
retical concepts of informed consent, stakeholders’ percep-
tions to informed consent, challenges of emergency surgery
consent, and policies on emergency surgery consent. Studies
that had outcomes about patients, next of kin, and emergency
staff understanding and satisfaction with informed consent
process for emergency surgery were included.

Information sources and search strategy

We reviewed literature between Ist July 2021 and 30th
August 2021, from online journal articles from 1980 to 2021
using online search engines PubMed/MEDLINE, Google
Scholar, Sheridan Libraries, Welch Medical Library, and
ScienceDirect. Search terms used were informed consent
emergency surgery; patients, next of kin, surrogate decision
makers, surgeons; emergency informed consent policies; and
ethical and theory emergency surgery informed consent. The
search results were summarized in a PRISMA flow chart
(Figure 1). Electronic search strategy for literature about
stakeholders using Google Scholar used the search terms
“emergency surgery” “informed consent” stakeholders,
since 2021, and review articles sorted according to most rel-
evant and this yielded 82 results. The titles of the articles
were reviewed and relevant articles were selected, and arti-
cles that were repeated in other search databases were
excluded.

Study selection

Overall, 65 articles were identified using the above search
terms. The abstracts for these articles were then reviewed
independently for relevance by three peers (OK, EM, and
MH) and conflicts were resolved for some articles where
there was varying opinion on relevance. We narrowed down
to 18 articles after the review by the 3 peer reviewers.

Data abstraction

We reviewed the articles’ abstracts and extracted data about
the type of study, study population, study design, country of
study, year of publication, and content covered. The primary
outcomes studied were stakeholders’ perspectives (patient,
next of kin, surrogate decision-makers, and emergency unit
staff), ethical and theoretical policies addressing emergency

consent, and emergency consent challenges. The content of
the articles was coded according to five themes and these
being challenges of emergency informed consent, ethical
and theoretical concepts of emergency informed consent,
stakeholders’ perspectives, emergency surgery consent, and
policies on emergency informed consent.

Quality appraisal

We assessed risk of bias of the cross-sectional studies using
the risk of bias instrument for cross-sectional surveys of atti-
tudes and practices by the CLARITY group at McMaster
University'® (Figure 2). Risk of bias assessment of system-
atic reviews (ROBIS) tool'® was used to assess the system-
atic and literature review articles’ conclusions as supported
by the evidence of the studies (Figure 3).

Results

There were a total of 1944 articles with relevant titles that
were found using the search terms “informed consent emer-
gency surgery” using PubMed, Google Scholar, Welch
Medical Library, and Sheridan Libraries. After reviewing the
titles and abstracts for relevance and excluding repeated arti-
cles in the different databases, 65 articles were identified and
further reviewed independently by 3 peer reviewers for rel-
evance. There were five articles that had conflicting reviews
for relevance and after consensus discussion two were
excluded. A total of 18 relevant journal articles were finally
included in the review. The results of these studies were pre-
sented in a table showing the authors, research article title,
year published, country of study, content covered, themes,
study design/type, and study population and summarized in
Table 1.

Of the 18 articles that were reviewed, 5 studies were lit-
erature reviews and systematic reviews,'* 162834 4 were
cross-sectional studies,?>?*3132 2 were qualitative stud-
ies,?!3! 3 were ethical articles,>*?”3° 2 were cohort/case-con-
trol studies,?®* and 2 were review articles.?>*3 The themes
explored in these studies were emergency consent, ethical
and theoretical concepts of informed consent, stakeholders’
perceptions to informed consent, challenges of emergency
surgery consent, and policies on emergency surgery consent.
The study populations were elderly patients, emergency
obstetric surgery, neurosurgery, orthopedics, trauma, pediat-
ric abdominal surgery, and emergency invasive procedures.
There were only two studies from sub-Saharan Africa, and
these were both from Nigeria.???

Informed consent for emergency surgery

All the articles addressed emergency informed consent in the
broader context making comparisons between consent for
emergency surgery versus elective surgery. These looked at
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Articles sorted by relevance identified using the
search terms "informed consent emergency
surgery" stakeholders on

Pubmed/Medline (121 articles)
Welch libraries (1030 articles)
Google scholar (82 articles)
Sheridan libraries (711 articles)
N= 1944

Articles excluded after review of title for
relevance according to emergency surgery
consent as well as excluding repeated articles in
the searrch databases n = 1879

Articles included after looking at title which
addressed emergency informed consent, surgical
informed consent policies, ethics of emergency
consentn = 65

Articles excluded after review of title and abstract
by 3 reviewers and considered neutral or not
relevant by consensus by at least 2 reviewers n=
47

Articles included for review in detail by 3 peer
reviewers and grouped as most relevant by at
least 2 out of 3 reviewers and by consensus if 1
reviewer found an article most relevant N = 18

Figure |. Preferred reporting items for systematic reviews (PRISMA) chart for article selection.

Ethical and theoretical concepts emergency surgery. The ethical concepts discussed were

chiefly related to the principle of respect for patient’s auton-
There were three articles which addressed ethical concepts omy, which may be impaired by the pa‘[ient’s capacity to
of emergency informed consent, but no article specifically ~ make an informed decision as well as limited time for con-
addressed theoretical concepts of informed consent for  sent in the setting of emergency surgery for patients with
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Did the interpretation of findings address all of 1.
the concerns identified in Domains 1 to 4?

Concerns regarding specification of
study eligibility criteria

2. Concerns regarding methods used to
identify and /select studies

3. Concerns regarding used to collect data
and appraise studies

4. Concerns regarding the synthesis and
findings

Was the relevance of identified studies to the
review’s research question appropriately con-
sidered?

o O 0| 0 ©
o @ O e O
o O 0| 0 ©
o O 0| 0 ©

Did the reviewers avoid emphasizing results
on the basis of their statistical significance?

@)
@)
o
o

Figure 3. Risk of bias assessment for systematic reviews.

O Yes, O Maybe, o

patient satisfaction with the informed consent process; fac-
tors interfering with the consent process like pain, fatigue,
analgesic medications, and patient recall; and understanding
ofthe consent process. There was an appreciation of informed
consent process for emergency obstetric surgery in one study
while another study highlighted the consequences of delay in
giving consent in obstetric emergencies. The emergency
informed consent process needed to be improved by making
it more structured and standardized and evaluating its effec-
tiveness in trauma patients with adequate training of health-
care professionals to be able to provide structured
comprehensive information to patients undergoing emer-

gency surgery.

Stakeholder perceptions

A total of 6 articles evaluated stakeholders’ perceptions to
the emergency consent process with most of these looking at
the perspective of the patients and the emergency staff. The
articles studied patient perspectives on informed consent to
emergency surgery and assessed patient recall,?® patient
understanding to emergency surgery in obstetric,3!? neuro-
surgical procedures,?* invasive emergency procedures,'> and
pediatric surgery.?® Overall, it was reported that there was
poor recall and understanding for patients undergoing emer-
gency surgery compared with those undergoing elective sur-
gery. For surrogate decision-making, a review article on
patients and surrogate decision-makers’ experiences with
patients undergoing emergency invasive procedures showed

that the informed consent process for pediatric emergency
surgery needed to include obtaining assent from the children
to increase their sense of control and engagement in their
health. Qualitative studies assessed patient satisfaction, sur-
rogate decision-makers, and emergency staff attitudes to the
informed consent process for emergency surgery with com-
parisons between elective and emergency procedures. Most
studies reported poor patient satisfaction with the emergency
informed consent process, although one study among obstet-
ric patients showed patient satisfaction with the emergency
surgery consent.

Challenges of emergency informed consent

The challenges of emergency informed consent were dis-
cussed in six articles. These challenges were highlighted with
respect to emergency room physicians, neurosurgery patients,
mentally impaired patients, elderly patients, trauma patients,
and pediatric patients and centered around patient recall and
understanding of the informed consent and patient autonomy
in emergency settings. The challenges identified were limited
time for consent, patient’s impaired capacity to consent, dif-
ficulty for the physician to determine the best interests of the
patient, and patient’s ability to recall the information pro-
vided during the informed consent process.'%23242627:30 Ope
of the articles proposed the use of laptops during the consent
process to improve patients and/or surrogate decision-mak-
ers’ understanding of the information provided during the
informed consent process for emergency surgery.?’
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impaired capacity to consent.”»**?” Recommendations for
the ethical management of informed consent in emergency
neurosurgery that were made included ensuring that an
autonomous decision by a capable patient is always
respected, risks and benefits of the surgery are adequately
communicated to the patient or the surrogate decision-mak-
ers, and that informed consent should be waived only when
the benefit from the expected procedure would result in poor
outcomes if there was delay due to the informed consent pro-
cess in an incompetent patient.>* This article referred to poli-
cies like the Consent to Treatment Policy of the United
Kingdom National Health Service addressing situations
when consent may be waived.

Policies on emergency consent

Two articles addressed policies on emergency informed con-
sent. In the United Kingdom, capacity to consent for patients
with impaired competence was discussed, and the health
professional was expected to use medical council guidelines
and the Mental Capacity Act Code to assess capacity to con-
sent in these patients while upholding the patient’s best inter-
ests. Legislation and guidelines in the United Kingdom and
the United States state that it is the physician’s overall
responsibility to make decisions in the best interest of the
non-competent or unconscious adult patient based on evi-
dence from prior wishes expressed by the patient, other
involved professionals, and the patients’ relatives, and in
some cases with the involvement of legally appointed repre-
sentatives.?’” Physicians also need to familiarize themselves
with the legal requirements, policies, and council guidelines,
where available, pertinent to emergency informed consent.
These may vary from state-to-state in the United States and
nation-to-nation.*

Discussion

This discussion describes the findings of the scoping review
in terms of the perceptions of the patients, next of kin, and
emergency staff that affect the practice of informed consent
for emergency surgery and the challenges of informed con-
sent in an emergency surgical setting. We discuss emergency
consent in general, ethical, and theoretical concepts of emer-
gency surgery consent, stakeholders’ perceptions, challenges
of emergency surgery consent, and policies addressing emer-
gency consent.

Emergency consent

Informed consent in the emergency setting has challenges
where the principle of respect for patient autonomy may be
difficult to achieve. The patient may not be able to give
informed consent because of diminished capacity, anxiety,
pain, and severe illness in a stressful environment, which
affects the patient’s ability to give voluntary consent or have

the capacity to understand the information given to him to
enable decision-making and authorization of care.'®%3
Surrogate decision-makers, next of kin, or legally appointed
representatives may have to be employed to provide consent
under such circumstances once impaired capacity to consent
has been established following an assessment for capacity to
consent by the doctor. However, there are limitations in
understanding and recalling information provided during the
consent process by even the surrogate decision-makers. A
study of parents recall in the informed consent process for
children undergoing emergency appendectomy showed that
“overall parent recall and comprehension of surgical compli-
cations was poor” despite the best efforts of the surgeons.?
Some patients who have the capacity to consent will in an
emergency setting waive their rights to consent and allow the
physician to make the decision for them.** Even when the
patient has the capacity to provide informed consent, find-
ings from a meta-analysis of consent in emergency surgery
showed that a lower rate of these patients read the informed
consent documents.'*

Studies comparing the informed consent process for
emergency and elective surgery showed that patients per-
ceived that informed consent process for emergency surgery
is less comprehensive than that of elective surgery.'*?237
This was attributed to the insufficient time to discuss the
consent and for a healthcare professional to explain the con-
sent form, which in some studies was perceived to be diffi-
cult to understand, and the discussion of the risks and
complications of emergency surgery versus elective surgery.
Criteria used by some surgeons to determine the importance
of informed consent in an emergency surgery can be catego-
rized under three principles: equality, utility, and justice.’®
Equality means that every individual has an equal life value
and chance to be receive the required care. The principle of
utility is where actions are to create the greater good for the
greatest number of individuals. The principle of justice refers
to prioritizing the greatest emergency or the patient in great-
est danger. Informed consent might not be obtained when a
patient is in a clearly life or death situation and such situa-
tions need to be well documented.*® Indeed, in patients with
diminished capacity requiring emergency surgery and in the
absence of surrogate decision-makers or legally appointed
representatives, the responsibility rested upon the surgeon to
provide the treatment in the best interest of the patient with-
out the patient giving informed consent.?” This is similar in
the United States.3*4

Ethical or theoretical concepts

Informed consent is based on the bioethical principle of
respect for autonomy.'* Moskop et al.?* concluded that in an
emergency setting, respect for patient autonomy was impor-
tant and that appropriate information and informed consent
should be obtained from the patient in spite of the emergency
physician not having prior understanding of a patient’s
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values and preferences. In spite of the lack of time and the
questionable capacity to consent that may challenge respect
for patient autonomy during the informed consent process in
an emergency setting, Muskens et al.>* recommended that
patient autonomy should always be respected. The consent
process can be viewed using the fair transaction model in
which moral transformation is achieved by promoting the
consenter/patient’s interests and facilitating mutually benefi-
cial interactions between the patient and the doctor.*' Fair
transaction model described in this article refers to the inter-
action between the doctor and the patient being based on
making a fair decision based on what is in the interest of the
patient and a better understanding of what is good for the
patient while considering the doctor’s point of view during
the informed consent process. Ethical decision-making in
surgery has been described using five roots which outline the
moral experiences between the surgeon and the patient.
These are rescue, proximity, ordeal, aftermath, and presence.
Rescue (the power to offer life-saving care), proximity (the
great access the patient gives to the surgeon during surgery),
ordeal (the extreme experience of surgery), and aftermath
(the lasting effects of the surgery) are from the patient’s
experience or perspective while presence is in the surgeon’s
role during the patient’s experience.*>*

There was no article that addressed theoretical concepts
of informed consent in emergency surgery, and the articles
mainly discussed ethical principles guiding the informed
consent process in general. There is no single theoretical
method that can be employed to discuss consent because of
the complexity and different perspectives by which consent
is understood. Authors not included in this scoping review
like Alderson and Goodey* discuss the theoretical concepts
of how consent is understood in a broader sense. They have
described consent as real consent, critical consent, function-
alist consent, constructed consent, and postmodern choice.**
Real consent is considered to be the exchange of medicole-
gal facts, constructed consent is where consent is looked at
as a complex non-singular event, critical consent is when
consent is seen as a vital protection, functionalist consent
considers consent as a formality while postmodern choices
looks at the choice made in itself.* The informed consent
process especially in emergency surgery leans toward the
constructionist theory in which one looks at the perspectives,
experiences, and the influence of social factors in the deci-
sion-making process during informed consent.

Stakeholders’ perceptions to the informed
consent process

Overall, it was reported that there was poor patient recall and
understanding for patients undergoing emergency surgery
compared with those undergoing elective surgery. Most stud-
ies reported poor patient satisfaction with the emergency
informed consent process although one study among obstet-
ric patients showed patient satisfaction with the emergency
surgery consent.

The informed consent process has other stakeholders
beside the patient, these being surrogate decision-makers or
the next of kin, legally appointed representatives, healthcare
workers, and medical institution administrators. In an emer-
gency setting these various stakeholders have to maintain the
ethical principle of preserving the patient’s autonomy and
working in the patient’s best interest while balancing other
ethical principles of equitable care in social justice and indi-
vidual versus societal benefit in resource-limited settings.
Studies about shared decision-making outlined the roles of
family members and the society and the benefits of a com-
munitarian approach toward the informed consent process
among patients undergoing surgery especially in an emer-
gency setting.*132225  Nevertheless, the individualistic
approach to patient’s autonomy versus the communitarian
approach in the decision-making process varies culturally,
whereby the individualist approach, is used in Western cul-
tures while the communitarian approach often termed as
“Ubuntu,” is used in African and Asian cultures.®

Patients’ perceptions of the informed consent from vari-
ous studies comparing the process in elective and emergency
surgery showed that there was dissatisfaction in the process,
poor understanding of the risks and complications of surgery,
and poor recall of the information provided during the con-
sent process.'#20323¢ These findings were also similar to
what was reported by Ochieng et al.** among patients under-
going elective surgery in Uganda, a resource-limited low-
and middle-income country. In this study, patients’
perceptions of what constituted informed consent for elec-
tive surgery were diverse and many patients underwent sur-
gery without knowledge of the identity of the surgeon or the
reason for the surgery.*® Another qualitative study in Iran
showed that often there is a paternalistic approach to provid-
ing informed consent in an emergency setting, which results
in a less patient-centered consent process.?’ However in
another study conducted in an Eastern European country,
patients undergoing emergency and elective surgery
expressed equal satisfaction in the informed consent pro-
cess.?’ A study among patients who underwent emergency
oral surgery interestingly showed that although most patients
wanted to know the complications of their surgery, 10% did
not want to know this information.*’ This perspective high-
lights the complexity of how much information patients
would like to receive in an emergency setting. It has been
suggested that variations in patient perspectives caused by
differences in timing of care and the institutional support
given can be controlled by carrying out qualitative outcome
studies in different settings at different times.'?

Patients who need emergency surgery may be incapaci-
tated and decisions on their care may have to be made by
surrogate decision-makers or their next of kin together with
the surgeon.***° Surrogate decision-makers base their deci-
sions on “the patient’s known wishes, substituted judgments
and the patient’s best interests” to preserve the patient’s
autonomy.’® However, a study on the perspectives of surro-
gate decision-makers of patients in a surgical ICU revealed
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that often the surrogate decision-makers have not received
any prior information about their roles and responsibilities
from the healthcare providers and so may make their deci-
sions based on personal perceptions and experiences.*’ A
study among parents of children who were due to undergo
emergency appendectomy found that the use of a power
point presentation to provide information about the surgery
improved preoperative communication and understanding of
the procedure.?® Studies have reported that just like patients,
surrogate decision-makers may sign consent forms without
adequate understanding of the benefits or risks of the care
given. Other studies have shown that when the timing for the
informed consent process is deferred to a time when the
patient is stable, the surrogate decision-makers have a better
understanding of the research intervention to be done in
cases of emergency room research.’’ The prognosis of
patients undergoing emergency surgery is often uncertain
and changes rapidly,* making it a challenge for the physi-
cian to disclose this information to surrogate decision-mak-
ers. However, a multicentric study on surrogate
decision-makers’ perspectives about information on progno-
sis showed that they preferred that physicians provide infor-
mation about the prognosis even when the physician was
uncertain of the prognosis.>?> The surrogate decision-makers
sometimes also have to deal with the stress of not knowing
whether they are actually fulfilling the patient’s wishes as
well as the responsibility for the outcomes of their decisions,
especially if the outcome is not good. Qualitative studies
have shown increased levels of post-traumatic stress disor-
ders among them as a result.>

Challenges to emergency surgery consent

Our review found that informed consent in an emergency
setting has constraints of time and urgency of treatment with
potentially life-changing and even uncertain outcomes, cou-
pled with a patient who might not have the capacity to pro-
vide the consent.?* In low- and middle-income countries like
Uganda there is overcrowding in emergency rooms of public
hospitals resulting in limited resources®* which may result in
inadequate time to provide informed consent for emergency
surgery. Informed consent is sometimes not obtained, may
be deferred, or may be obtained through a legally appointed
surrogate in some emergencies, if delays in obtaining the
consent could prevent the patient from getting urgently
required life-saving treatment, if the patient has waived their
rights to consent, or if the patient is not competent to under-
stand the informed consent process.?’**® Sometimes emer-
gency surgery is defined as surgery that needs to take place
within 24 h of diagnosis. This then allows for detailed dis-
cussion and adequate time for informed consent to be
obtained and for decisions to be made. However, unlike elec-
tive surgery consent where the condition might not be imme-
diately life-threatening, informed consent for emergency
surgery often needs to be given in a short time because of the

immediate life-threatening situation requiring a life-saving
surgery.

Furthermore, consent for emergency research in an emer-
gency setting such as obstetric emergencies, where alternate
methods for providing consent other than written consent are
sometimes employed, may result in unintended ethical and
logistical challenges for the emergency staff who provide
information during the informed consent process.' However
even in such situations, effort should be made to obtain
informed consent with adequate disclosure about the risks
and alternative treatment options especially where the treat-
ment has more than minimal risk to the patient. D’Souza
et al.'" found that in studies among patients undergoing
emergency surgery, only 20% of patients were able recall
information about surgical complications and risks that was
disclosed during the consent process because of the limited
time for consent, the risk period having elapsed, and often
complicated information.

Emergency department patients have reduced autonomy
because they often do not have a choice as to where they
should receive care and are presenting at these units for the
first time. In addition to this, informed consent has to be
obtained quickly by the doctor who has no prior knowledge
of the patient’s wishes or preferences.? In certain emergency
surgical conditions, patients’ capacity to provide consent is
diminished and yet life-saving treatment may be required.
An example of this is in neurosurgical patients who are inca-
pacitated by their illness, have inadequate time for required
information to be given to them, and sometimes do not have
any surrogate decision-maker to provide consent. In such a
scenario the surgeon takes on the responsibility to decide on
care in the patient’s best interest.>* Surgeons also find it chal-
lenging to make rapid and deliberate decisions in acute and
emergency surgery settings, especially when they are alone,
and this affects their ethical judgment, which is required
when providing information during the informed consent
process.”> Communication during emergency situations is
affected by time constraints, inadequate communication
skills of the person providing information as well as patient,
and surrogates making it more difficult to explore and inte-
grate patients’ preferences for emergency surgery
decisions.**

Policies on emergency consent

Legislation and guidelines state that it is the physician’s
overall responsibility to make decisions in the best interest of
the patient based on evidence from prior wishes expressed
by the patient, other involved professionals, and the relatives
of the patient, and in some cases with the involvement of
legally appointed representatives.?’ In the United Kingdom,
consent for emergency treatment can be obtained from the
patient and “where it is not possible to obtain consent, doc-
tors should provide treatment that is in the patient’s best
interests and is immediately necessary to save life or avoid
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significant deterioration to the patient’s health.”>® In the
United States, state laws allow the physician to provide
emergency care without express consent and should be act-
ing in the best interest of the patient, as long as the complica-
tions of the procedure can be defended legally.’* In South
Africa, general practice and ethical guidelines for informed
consent for health practitioners and researchers state that, in
an emergency setting, consent is expected to be obtained
because “the circumstances explaining the inability to obtain
consent may be too vague for a practitioner to defend him/
herself against claims against not obtaining informed con-
sent.”>” However the South African law requires the health-
care provider to act in the best interest of the patient in
emergency cases when the patient lacks the capacity to con-
sent and has no surrogate decision-maker.’® In Uganda,
Uganda National Council of Science and Technology
national guidelines state that informed consent might be
waived if a research participant presents in an emergency
situation and informed consent cannot be reasonably
obtained from the individual or his/her representative.’® In
the Uganda Medical and Dental Practitioners’ Council Code
of professional ethics, a practitioner shall not “conduct any
intervention or treatment without consent except where a
bonafide emergency obtains.”®

Physicians therefore need to familiarize themselves with
the legal requirements, policies, and council guidelines,
where available, pertinent to emergency informed consent.
These may vary from state-to-state and nation-to-nation.>® It
is, however, debatable as to whether regulatory, legal, and
ethical policies like assessing a patient’s competence or
capacity to provide informed consent that require implemen-
tation and documentation are practicable in an emergency
setting.®!

Strengths

This scoping review shows the challenges that surround
informed consent for emergency surgery and highlights the
need to consider different approaches to ensure that the
patient’s autonomy is considered. The perspectives of
the stakeholders are the key in deriving satisfaction in the
informed consent process. This review draws attention to
the need to research on the informed concent process in the
developing world especially sub-Saharan Africa to appre-
ciate the communitarian and the individualistic approaches
to decision-making during the informed consent process.

Limitations and weaknesses

One of the major limitations of this review was the limiting
of literature search to only articles written in English. We
found only one publication from sub-Saharan Africa, which
might make the findings of this scoping review not applica-
ble to low-resource settings. It was assumed that the health-
care provider will know and act in the best interest of the

patient in an unbiased professional way without providing
guidance on how one knows what should be considered as
the best interest of the patient. Also, literature published in
the early 1990s may not be aligned with that published in the
2020s, as informed consent practices have evolved over the
decades and some information might have been missing
from earlier publications.

Best practices

The informed consent process for emergency surgery needs
to be highlighted in the training of emergency doctors and
nurses. Regular refresher courses can be done to address the
different challenges that arise at different times during the
consent process. Policies guiding this process need to be
developed with the guidance of the institutional ethics com-
mittees to guide emergency staff on how to foster ethical
practice, and protect patient autonomy especially in situa-
tions where patients’ capacity to consent is impaired like sur-
gical emergencies. Patients and their next of kin can be
sensitized about their rights through messages placed in the
emergency departments as posters or notices to create aware-
ness of their rights and how to get help or information about
their rights.

Research agenda

This review shows that there is a paucity of studies on
informed consent for emergency surgery in low-resource set-
tings like sub-Saharan Africa. Research in sub-Saharan
Africa could provide better understanding of how limited
resources affect emergency informed consent process prac-
tice and the stakeholders’ perception of emergency informed
consent in these settings. It could also be useful to study how
decision-making during the informed consent process is
influenced by the cultures and norms that are within this
region which might vary with the Western culture.

There was little research published about policies on
informed consent in emergency directly. Policies on informed
consent were general and not specific to emergency surgery
consent. Research needs to be done to help develop policies
specific to consent for emergencies in collaboration with
research ethics committees at institutional and national
levels.

Educational implications

Informed consent practices for emergencies like surgery
where the patient may lack the capacity to consent need to be
incorporated into the training of medical students and nurses.
There should be information provided about national and/or
institutional guiding policies where available, and these
should be readily available for referencing in the emergency
departments. Refresher training of emergency staff can be
done regularly by institutional research and ethics
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committees and professional medical councils to update staff
on how to manage the evolving challenges encountered dur-
ing emergency informed consent. Patient education about
their rights during emergencies can be done through civil
rights bodies, ministry of health government bodies, and
advice on how to get this information provided within the
emergency departments of the health institutions.

Conclusion

Stakeholders’ perceptions are centered around patients, next
of kin, or surrogate decision-makers’ ability to recall, under-
stand information within a limited time, resulting in poor
satisfaction in the informed consent process in emergency
surgery as compared with elective surgery. Emergency staff
face the challenge of providing adequate information while
respecting the patients’ autonomy and ensuring that the
informed consent process does not delay life-saving emer-
gency care. When there is impaired capacity to consent, the
best interest of the patient must be upheld within the availa-
ble legal and ethical frameworks and policies.
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