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Abstract

Background: Informed consent is defined as voluntary authorization, by a patient or research
subject, with full comprehension of the risks involved, for diagnostic or investigative procedures,
and for medical and surgical treatment.This voluntary authorization of patient to receive
medical/surgical treatments are often violated in different health care institution. The utilization
of the informed consent procedure by providers are determined by different factors.

Objective: The study objective is to assess perception of Informed Consent and Patient Safety
Practices about Surgical Procedures among Service Providers and Patients in Addis Ababa.
Method: Facility based mixed study with both quantitative and qualitative designs was
conducted from May14, to June 14, 2017. For the quantitative part, a cross sectional study design
was used, data was gathered from 338 patients admitted to the surgical wards, and review
documents from 258 post-operative patients participated in decision of surgical procedure for
comprehensive information of informed consent in selected hospitals of Addis Ababa. For
qualitative study an interviewer guided in-depth interview was used for data collection during the
same period during quantitative data collection to explore patient safety practice and
implementation of information about surgical procedures from physicians and service providers.
Result: From providers’ perspectives, patient safety practices are not fully implemented. There was
statistically significant association between awareness on surgical informed consent and being
widowed, higher education and occupational being students. There is no statistically association
between age, sex and residential area with surgical informed consent. The odds of being
widowed/separated among participants for informed surgical consent was 8.2 times higher than
those who had not married [AOR=8.167 CI (1.414- 47.182. Patients whose higher education
were almost two times likely to surgical informed consent than those with not educated
[AOR=2.033 CI (1.0344-3.998)]. Being occupational student was three point eight times more
likely to surgical informed consent than professional workers 3.793(1.161-12.387) [AOR=3.793
CI(1.161-12.387)].

Conclusion: Surgeons seemed to have good understanding of the requirement and process of
informed consent but, Informed consent is not fully implemented to its standard. Patients are
inadequately informed on the risk, alternatives and complications related to surgery. The more
educated patient had better understand of the essence and practice of surgical informed consent

policy.
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1. Background

Informed consent is a fundamental principle in the health care context which nowadays includes
the patient's capacity to be involved in the decision making concerning their care that ensures that
the care received reflects their goals, preferences and values. The importance of obtaining a valid
consent before any medical procedure is well established in a US court case in 1914, it was stated
that it is the right of any adult with the capability of making decisions concerning his own body,
and that any surgical operation without the patient’s consent could be considered as an assault (1,
2). The informed consent refers both to the health professional's obligation of information
disclosure to the patient and to the quality of the patient's understanding and decision making
.(3)In other words, it does not refer to the single moment of the agreement, but to the whole

complex process of gaining information, deciding and consenting (4).

1.1. Statement of the problem

Informed consent is part of the pre-operative routine prior to any surgical procedure as a matter of
hospital policy, legal requirement and ethical obligation. A patient's decision to consent to a
surgical procedure needs to be grounded on an adequate basis of relevant information. Without
such a basis, a patient's decision to consent to surgery is not an effective informed consent. Since
the medico-legal requirement concerns the doctor's interest more than the information component,
it is feared that doctors may secure documentation of informed consent without genuinely
ensuring that the patient has received and understood the relevant information. Doctors may think
that telling patients about possible complications would discourage them from going ahead with
surgery keeping these factors in mind it is essential to formally explore the relationship of
informed consent procedure with the patients' thought processes. The effectiveness of the
informed process in satisfying the patients' needs and rights and the patients' own perception of
how the process should be, is an essential element in the process of obtaining informed
consent(5).

The current status of implementation of informed consent for surgical procedures in Addis Ababa
hospitals was carried out by provision of an information sheet, that state the type of surgery and
the administration of anesthesia to be signed between the patient and the health care provider after
the physician informed the procedure to the client. The content of the information in satisfying the
patients ‘needs and right is not explained briefly, and prepared on a format. There has been no

published study done at the Public and private hospital of Ethiopia to assess the practice of



obtaining informed consent about surgical procedures and this study will highlight any short
comings and/or challenges faced in the process. It will not only strengthen efforts in improving
the process of obtaining informed consent, but also provide a basis for further studies, and

practical ways of improving the current process.

1.2. Significance of the study
Currently, patient education and patient-oriented care are important topics, thus for a clinical

activity like high risk clinical procedures (surgical interventions). It is better to assess the status of
informed consent and health literacy among patients and direct service providers.

The health sector transformation plan, in line with our country’s second growth and
transformation plan (GTPII), has set ambitious goals to improve equity, coverage and utilization
of essential health services, improve quality of health care, and enhance the implementation
capacity of the health sector at all levels of the system. To achieve those listed objectives
Compassionate and Respectful Care (CRC) is fundamental to the practice of healthcare
professionals. A growing body of evidence has demonstrated that compassionate care has been
associated with improved health outcomes, increased patient satisfaction, better adherence to
treatment recommendations, fewer malpractice claims and reduced healthcare expenditure (6).
The information obtained from this research is intended to help health care decision makers,
patients and clinicians, health system leaders, and policymakers, among others make well-
informed decisions and thereby improve the quality of health care services towards the medical
ethics on surgical procedures. The study also tries to probe health care providers to implement the
standard requirements of informed consent and patient safety practice and to keep the ethical norm
of the informed consent. This study invites those interested intellectuals to perform a detailed

search which needs a carful and long period of study in health literacy to bring a difference.



2 -Literature Review

2.1 History of surgical informed consent
In the medieval times, doctors required patients to sign a "pro corpora mortuoto”, a document

aimed at releasing them from any future responsibility to the patient or family in the event
anything adverse happened following therapy. This is considered an early precursor of informed
consent, although its purpose was to protect the doctor and not the patient.(7).

In Schoendorf vs. Society of New York Hospital in 1914, Justice Benjamin Cardozo made a
judgment in a case where a woman had consented to an abdominal examination under anesthesia
but not to an operation. Nevertheless, the surgeon removed a tumor that eventually led the patient
to file a suit. Cardozo's opinion became one of the most basic elements in informed consent.
Every human being of adult years and sound mind has a right to determine what shall be done
with his own body after the Second World War; there was a strong public reaction to the cruelties
committed by the Nazi concentration camp doctors who performed tests on patients without prior
information or approval. A code was written as a direct result of the Nuremberg trials and was
referred to as the Nuremberg Code. This Nuremberg code was an important step in the

development of the informed consent process in trial (8).

2.2 Present practice of informed consent
Informed consent, under the bioethical principle of autonomy, has become a major issue with

medico-legal and ethical implications in health care around the world. All institutions are required
to take informed consent prior to any intervention or procedure done on the patient, but studies
raise the question whether informed consent is being implemented in true spirit or it is being
adhered to as a medico-legal formality (7).

There are five major components of informed consent i.e., voluntariness or autonomy, adequate
disclosure of all the relevant information about the procedure, understanding of information by the
patient, competence of the patient to grant consent and finally consent itself. The ultimate ethical
objective should be the evolution of a process of informed consent which covers all aspects
relevant to the patients' individual rights and preference and yet is not redundant in order to ensure
better understanding on the patient's behalf' .Informed consent is supported by three cornerstones:
"preconditions," "information," and "consent"(7).

Preconditions include competence and voluntariness. A patient is a person who has a right of
self-determination. He/she must be able to make decisions about his/her own body and must be
able to decide freely without being influenced by others' (9).

Information is the second cornerstone. According to the 1995 WHO declaration on the

promotion of patients' rights, patients have the right to be fully informed about their health status,
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including the medical facts about their condition; about the proposed medical procedures, together
with the potential risks and benefits of each procedure; about alternatives to the proposed
procedures, including the effect of non-treatment; and about the diagnosis, prognosis and progress
of treatment’. In addition, the physician should ensure that the patient understands the information
provided before consenting to the medical procedure.(9)

Consent is the third cornerstone which requires registration of the patient's decision and (written)
consent. It entails patients' voluntary decision and authorization to proceed with the consented
procedure. Both require time, and on the part of the clinician, adequate knowledge of the material
information, appropriate communication skills and the competence to bring the values and
interests of the patient to bear on the decision-making process’(9).

Informed consent may be divided into two parts. These parts include; Express consent and
Implied consent'(10).

Express consent is what is normally thought of by consent when the patient consents by direct
words, written or verbal'. Telephone consent is also acceptable, if necessary. In these cases, it is a
good idea to have a second person listening on the conversation for proof.

Implied consent is not expressly granted by a person but rather inferred by a patient's actions and
the facts and circumstances of a situation, for instance, co-operation during physical examination
for pre-operative assessment or for attachment of monitoring apparatus. In most regions obtaining
the patient's consent to medical care is a legal requirement and clinicians often struggle with the
question of how to apply the ethical and legal concept of consent in their daily practice. The
ethical principle is based on the patient's right to make free decisions about his or her health
(autonomy) and respect for persons where health care professionals are expected to refrain from
carrying out unwanted interventions on the patient. Under common law, treating a patient without
his or her consent constitutes battery, whereas treating a patient on the basis of inadequately
informed consent constitutes negligence. Most consent-related litigation cases are based on
allegations of negligence of the physician in disclosing sufficient information for the patient to

make an informed decision regarding health care'(11).

The World Health Organization's Constitution states that the enjoyment of the highest attainable
standard of health is one of the fundamental rights of every human being without distinction of
race, religion, and political belief, economic or social condition(12). Patients’ rights largely
confine themselves to regulating the relationship between the patient and the health care provider

or institution. However, in the area of health, the individual is very much dependent on good



advice because the expertise, skills and knowledge are in the hands of others, the medical

staff(13).

The General Medical Council, United Kingdom states that "Successful relationships between
doctors and patients depend on trust. To establish that trust you must respect patient’s
autonomy(14). It is therefore a requirement by the physician to disclose information regarding a
procedure to enable a patient to give informed consent". In history the deliberate withholding of
any information thought by the physician to be detrimental to the patient's prognosis was
encouraged and the patient had no meaningful role in the decision making process as it was

considered the "physician knows best"(15).

The patient had to trust and obey what the physician said. The beneficence model, based on the
Hippocratic Oath that dates back to the early 19th century, was characterized by maximum
physician discretions. It was stressed that only physicians had the knowledge and skill necessary
to know what would benefit their patients(16). The current informed consent doctrine, emphasizes
disclosure to patients of information sufficient to permit them to make intelligent choices
regarding treatment alternatives.(17) Disclosure promotes patients’ informed and reflective
participation in health care decision and ensures a continuing and trusting relationship between the

patient and his or her physician (18).

According to the World Health Organization (WHO), report, people are increasingly urged to
make choices for themselves or for their family members in regard to health care use. However, at
the same time, inadequate or problematic health literacy skills have been reported in

approximately half of the adult population in eight European countries (19).

The World Medical Association Declaration of Lisbon on the rights of the patient has outlined
vital components of informed consent. The patient has the right to self-determination; a mentally
competent adult has the right to give or withhold consent to any diagnostic or therapeutic
procedure and has the right to the information necessary to make his/her decisions. For consent
obtained in clinical practice, patients need care, benefits and risks are better defined, the goal is to
benefit individual patients rather than patients in general, and care-givers are more formally

trained and licensed(20).



2.3 Informed consent process
The setting for informed consent has influenced participant comprehension and satisfaction.

Health literate informed consent resulted in patients feeling more comfortable and create
environment that allowed for more dialogue with providers. Providing participants with sufficient
time for interpreting and completing informed consent forms can help increase satisfaction as well
as comprehension and compliance(18). Poorly written consent forms could have negative
consequences for researchers and clinicians. A consent form that is too difficult to understand

could influence an individual’s willingness to participate in a study(21).

Comprehension is one of the essential elements of a truly informed consent. International ethical
guidelines stipulate that informed consent must be given in a comprehensible manner to a

competent person who freely decides to participate after understanding the information(22).

2.4 Informed consent as an ethical doctrine
The UNESCO International Bioethics Committee (IBC) report on consent argues that, ‘autonomy

implies responsibility’. Respect for the autonomy of persons making decisions, while taking
responsibility for those decisions, is closely aligned to article 1 of the Universal Declaration of
Human Rights (UDHR) which holds that all human beings are born free and equal in dignity and
rights. It could be argued that the doctrine of informed consent has evolved into a rule of law that
requires that no diagnostic or therapeutic procedure should be performed on a patient, without full

disclosure of the risks of the procedure and any alternatives to it, prior to giving consent (23).

Consent is valid when the following requirements are fulfilled (24).
These would be:

(a) Information disclosure: provision of adequate information

(b) Competence: capacity to understand that information

(c) Voluntariness: decision making in the absence of coercion or deception
(d) Comprehension: understanding of information provided

(e) Consent: agreement to the proposed treatment or procedure

Practice implication for an adequate IC process (25).

General

1. Professionalize and structure your SIC and do not rely on good intent.
2. Focus on all operations, not just on the major operations.

3. Make patients and doctors aware of the importance of an adequate SIC.
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4. Teach your patient what IC is.

5. Make sure the patient realizes he/she is in control and not the doctor.

6. Do not be afraid to use an interactive computer to help you, the doctor, and the patient.
Competence

Check your patient’s competence and do not count on your clinical insight.

Information

1. Provide locally adapted information and try not to use general information.

2. Check if your patient understands your plan of operation, e.g., ask the patient to repeat the
information.

3. Check if your patient understands the risks and the alternatives.

Consent

Register the SIC process in detail using an adequate IC form, and check that it is filled in correctly

and store it in a safe place.

Below are illustrations showing situational risk model for communicating informed consent and
Informed reflective and participation in health care decision such as life-saving surgeries and
some clinical trials. Here, it is necessary to take the time to communicate all information for

participants to make informed decision making (26).

benefits and possible risks, purpose and procedures,  details on right to refuse or
voluntariness and confidentiality discontinue, common side effects

Figure 1:-Situational Risk Model in Communicating Informed Consent for High Risk Clinical
Practice
Informed Consent and reflective participation in health care decision

Informed and reflective participation in health care decision and ensures a continuing and trusting

relationship between the patient and his or her physician.(31).



Informed consent

Figure 2:- Informed and Reflective participation in health Care decision

2.5. Conceptual Framework for Informed consent

Requirements needed for a Valid consentInformation disclosure: provision of adequate
information(24).

(b) Competence: capacity to understand that information
(c) Voluntariness: decisicn making in the absence of coercion or Odeception
(d) Comprehension: understanding of information provided

(e) Consent: agreement to the proposed treatment or procedure



Competence

Informed
consent

Comprehension
Voluntariness

Figure 3:- Conceptual Framework for Informed Consent



3- Objectives

3.1. General objective: - To assess perception of informed consent about surgical procedures as

part of patient safety practice among service providers and patients in Addis Ababa hospitals.
3.2. Specific objective: -

1. To explore the implementation of safety practice in surgical procedure from the direct

service providers perspective

2. To assess the implementation practice of informed consent in surgical procedure from

service recipients ‘perspectives

3. To determine factors associated with implementation of informed consent
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4, Methods

4.1. Study Design and Period
A mixed approach quantitative cross-sectional study design and qualitative with phenomenology

design was conducted. For quantitative study, 39 questions was employed by dividing them in
five sections ,the first section is socio-demographic characteristics, the second , third and fourth
sections are focusing with those elements on the implementation of informed consent and the fifth
section is prepared about patients right.(27, 28).For the qualitative part 6 questionnaires’ are used
by in-depth interviewing direct service providers (focusing on how the implementation of
informed consent and patient safety practice is used during surgical procedures using guidelines
for patient safety practice from reference and self-administered questionnaires’ for the purpose of

the study.(29)The study was conducted from October2016 to October2017.

4.2. Study Area
The study was carried out for the convenience of the study based on the resource and interest of PI

in 44 hospitals available in AAHB registration during study period Addis Ababa Ethiopia and
both government and private hospitals are involved for the study to obtain different types of socio
demographic characters. Addis Ababa is the capital city of the Federal Democratic Republic of
Ethiopia has the status of both a city and a state.Apart from this, the city is also host to foreign
embassies and heads of diplomatic mission, international, regional and sub-regional organizations
and several international NGOs, it is the place the African Union is and its antecedent the OAU
was based. It likewise has the central station of the United Nations Economic Commission for
Africa and various other international. The whole city is divided in to 10 ‘kifleketmas’ (sub-cities)
and 116 woredas with a total area of 520sq.Km.The population of Addis Ababa is estimated to be
4,156,251 in 2013 based the 2007 population census with annual growth rate of 3.8 %
(CSA,2007)(30).A total of 58 hospitals and 90 health centres are available in Addis Ababa city
administration (Addis Ababa city land administration atlas 2015).

There are thirteen public hospitals and 31 private hospitals are found (registered) in Addis Ababa
according to information obtained from Addis Ababa Health Bureau in the year 2017. This study
was conducted among where surgical procedures are abandon and the willingness of private
hospitals are the main reason to take purposive sampling is used in four public hospitals and two

private hospitals found in Addis Ababa City.

4.3. Source Population
All patients receiving surgical procedures and direct service providers in Addis Ababa public and

private hospitals were the source of population.
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4.4. Study Population
Admitted patients for major surgical procedures, surgeons, gynaecologist and obstetricians,

working in selected public and private hospitals in Addis Ababa during the data collection period

was the study population.

4.5. Sampling technique and procedures

A rapid assessment (pilot) was done to predict prevalence of surgical procedure in the study
hospitals by taking information through observation for the number of patients who were under
going to surgical procedures and to assess the willingness of private hospitals for the study. Pre-
test was run before the actual survey in St. Paul Millennium medical College Hospital that is not
included in the study hospitals and the data obtained from the pre-test was not also included in the
survey.

For qualitative study, using purposive sampling technique from six hospitals was selected from
government and private hospitals based on physicians experiences ,willingness and accesses of

hospitals to do at the same time together quantitative data collection.

After the rapid assessment, based on daily surgical procedures estimation for the number of
patients undergo to surgery, in month. Stratified random selection was used because units share
similar characteristics and there was no equal distribution. Each stratum becomes an independent
population to allocate equal proportion by taking small sample from each stratum to take a precise

sample for performing survey from the selected hospitals.

For qualitative study in-depth interview of physicians (code 1 Consultant surgeon age 52 service
year more than 20 years, code 2 resident in obstetrics and gynaecology age 32 with service year of
3 years, code 3 obstetrician and gynaecologist age 50 service year 22 years, code 4 General
surgeon and urologist age 56 service year Of more than 25 years)are involved in the study using
those prepared questions. A phenomenological approach was used to discover some of the
underlying  structure or essence of that experience through the in-depth interviewto get

participants’ perspectives & experiences.

4.6. Sample size:

The sample size for quantitative study was calculated assuming single population formula

since the proportion in the country is not known. For this study the researcher took30%
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prevalence of surgical procedures due to the reason professionals were using their best
efforts towards informed consent on surgical procedures work load they are carried out
and the awareness of clients who are receiving surgical procedures seen in the hospitals,
especially in public hospitals direct service providers carried the surgical case burden of
work load on surgical procedures. As well as some of hospitals are using an informed
protocol consent that contain those valid requirements of informed consent including some

part of pre- operative checklists.

- (ﬁ)2 P(1-P) = (ﬂ)z P(1 - P)

d 0.05
n= 322
n= 322+ 16 = 338(allowing 5% for dropout rate)
Where;

n = required sample size=323
7= level of confidence (1.96 for 95% confidence level)
P = expected proportion (30%)(31)

d = margin of error=5%

NR=Non-respondent rate=5%

For qualitative study, data was collected from the same hospitals from surgeons and direct service
providers until data saturation is maintained from each study hospitals. In-depth interview was
maintained from direct service providers from government hospitals, to explore the practice of

patient safety
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4.7. Eligibility Criteria

a. Inclusion: - Competent adult patients greater than 18yrs admitted in hospital of different units where

surgical procedures were performed.

b. Exclusion:-Patients admitted other than surgical units, outpatient departments, paediatrics or children

the age of less than 18yrs and incompetency for surgical informed consent are excluded from the study e

4.8. Data collection Procedures

4.8.1. Data collection
A structured questionnaire was developed from standard published studies and adapted to local

situation with certain modifications. The question was prepared originally in English and then
translated to Amharic and back to English to assess consistency. Supervision was done by the PI
and one expert in this area (MPH). The questionnaire was pre-tested (5% of the study) in one
specialized referral hospital St. Paul millennium teaching referral hospital which was out of the
surveyed hospitals. The result from pretest was reliable with a result of (0.567). The data
collection process was carried out following minor amendments incorporated within the final
questionnaire. On the other hand, qualitative information was gathered to explore and understand
some aspects about informed consent and patient safety practices. The principal investigator
conducted the interview using voice recorder and transcribed.

The interview process administered in Amharic and in some case English language used to

interview physicians. The interview was done by the PI in all study hospitals.

4.8.2. Data Collection Process
First, Ethical clearance was obtained from Addis Ababa Health Bureau ethical review board. The

pre-test data St. Paul hospital before the administration of questionaries to patients, an ethical
clearance was obtained from the institutional review board of the hospital before the actual data
collection period. The process of getting ethical clearance from the pre-tested hospital took extra
period of time which affected the planned data collection period. Consent was provided after
detail information on the study topic and the objectives of the study for patients. Secondly, BSc
level Nurses in data collection were trained for one day on the objective of the study, how to

maintain consistency during interviewing participants, when to start and end data collection and
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how to use the instrument by the principal investigator by revising each item of the questions.

Meanwhile any doubts in the questionnaire were clarified.

4.8.3. Data Quality Management
There are points at which the quality of data may be affected unless measures are taken at these

points. These points were questionnaire designing, data collection, data entry. As this was one of
the points to control the quality of data, due emphasis was given to questionnaire designing.
Objective based, logically sequenced, free of scientific terms and non-leading structured
questionnaire was prepared. Pre-test was undertaken on the questionnaire before the actual data

collection starts and amendment was made on the questionnaire if necessary.

4.8.4. Data entry, Cleaning and Analysis Techniques
The quantitative collected data from each respondent were entered in to and cleaned using Epi

info version3.5.3 and analyzed using SPSS version 16.0 computer software. Data was described
using frequency, percent, and binary logistic regression to see the effect of each independent
variable on the dependent variable. In-depth interview for qualitative study is coded and

categorized with open code software.

Reliability is one of the most important elements of test quality. It has to do with the consistency,
or reproducibility, or an examinee's performance on the test. For example, if you were to
administer a test with high reliability to an examinee on two occasions, you would be very likely
to reach the same conclusions about the examinee's performance both times. (32) .

The data is pre tested 5 % of the study participants for surgical procedures on non -study hospital
st .Paul Millennium Medical college Hospital with reliability of 0.567 (0.6).
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4.9. Data Quality assurance:

The data collectors were trained for one day by PI. Data was collected by health professionals
who were working in the hospital and experienced in data collection. During data collection
regarding consistence and completeness of the questionnaire was checked by principal
investigator. The designed Pre-tested questionnaires were tested for the reliability of the
instrument. After some amendment was made on some questionnaires, an interview guide
questionnaire objective based, logically sequenced, free of scientific terms and non-leading
structured questionnaire was used in the collection of data. During data collection, one supervisor
and the principal investigator were involved to control the quality of data, on daily basis for any

incompleteness and/or consistency.

4.10. Study Variable
a. Dependent Variable: The practice of informed consent before surgical intervention setting, risk,

benefit, alternatives, and participants willingness towards surgical procedures, communication
during informed consent, awareness and client’s comprehension and assessment of participants
right.

b. Independent Variable: Socio-demographic characteristics. (Sex, age, marital status, area of

residence, educational status, and occupation.

4.11. Operational Definition
Implementation of Informed Consent: The practices of providing the necessary information that

allow the informed person make autonomous authorization. The study considered implementation
of informed consent that includes the following measures. Decision related to informed consent
was the choice informed, comprehension or understanding, knowledge, decisional conflict,
satisfaction, recall of the information, anxiety or attitude regarding the involvement in the decision

(33).
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4.12. Ethical Considerations
Ethical clearance and permission was obtained from Addis Ababa University, School of public

health research Ethics Review Committee and Addis Ababa Health Bureau (AAHBERC). Before
the actual data collection started, permissions was obtained from the study hospitals. During the
distribution of questionnaires and informed consent was obtained from study participants and
information was provided about the purpose and the benefit of the study along with their full right
to refuse or completely reject to participation in this study. Considering their safety, explanation
of the potential risk towards taking their time during interview and informing that no incentives or
other benefits are given due to participation in the study. Finally, all eligible surgical patients were

involved for the interview and confidentiality /privacy of information was maintained.

4.13. Dissemination of Results

The result of this study will be presented to the School of Public Health, Addis Ababa University,
and College of Health Sciences as partial fulfilment of a master’s degree in public health.
Furthermore, the result of this study will be shared with Addis Ababa Health Bureau (AAHB)
Public and private health institution. This study will be used as a source of reference for those
who have an interest to conduct further research in similar study. Attempt will be made to publish

the information in reputable scientific journals.
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5. Result

5.1 Quantitative study results
5.1. 1. Socio-Demographic Characteristics of Study Population

The overall response rate of this study was 98.8%, %. More than half (58.4%) of the respondents
were female. The study participant's age ranged from 18-90 years, One hundred five (31.4%) of
the respondents age ranged from 21-30. Regarding marital status of respondents, 72(21.6%)
single, 227(68%) married and the rest 35(10.4%) were widowed/separated. The literacy level of
respondents, read and write 201(60.2%), read only72 (21.6%) and not read and write61 (18.3%).
For the respondent’s residential place, 241(72.2%) were lived in Addis Ababa city as shown in

table one.
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Table 1: Socio-demographic characteristics of patients admitted for surgical procedures at private and
public hospitals in Addis Ababa, 2017(N=334)

Sex of respondent

Male 139 41.6
Female 195 58.4
Age Category

<20 13 3.9
21-30 101 30.2
31-40 90 26.9
41-50 52 15.6
51-60 31 9.3
61-70 22 6.6
71-80 15 4.5
81-90 10 3.0
Marital Status of Respondent

Single 72 21.621
Married 227 68.0
Widow /separated 35 10.4
Literacy level

Read and write 201 60.2
Read only 72 21.6
Not read and write 61 18.3
Have you ever attended school?

Yes 245 76.6
No 89 234

Level of formal education(n=306)

Primary school level 70 21.0
High school level 104 31.1
Higher education level 71 213
None 89 26.6
Occupation

Professional/Lecturer 25 7.5
civil servant 100 29.9
trade/business 59 17.7
Artisan 25 7.5
Teacher 20 6.0
Student 18 5.4
Farmers 37 11.1
Unemployed 33 9.9
Other (house wife, baby setter etc) 17 5.1
Place of residence

Addis Ababa 241 72.2
Region 93 27.8
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5.1. 2. Participants’ information, awareness, and voluntariness.

The characteristics of participants presented in (Table2). Three hundred eight (92.2%) of
respondents were heard the health problem for proposed surgery from their health care provider
during informed consent of surgical intervention. Regarding the participation of decision for
surgical procedure 212(63.5%), 92(27.5%) and 30(9.0%) were decided from physicians, patient
himself and patient family/friends respectively. Regarding the risk related with surgery
118(35.3%) and95 (28.4%) of respondents were known the risk and alternative respectively. More
than one -fourth of the study participants were known about prevention of health problems that

needs surgical intervention as shown in table (2).
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Table 2: Patients provided with information, having awareness and voluntariness receiving
surgical procedures among private and public hospitals in Addis Ababa, 2017(N=334)

Variable Frequency Percentage

informed about health problem from their doctor

Yes 308 92.1
informed about health consequences of refusal of the surgical procedure

received

Yes 208 62.3

Person participating in decision making of the surgical procedure

Physician 212 63.5
Myself 92 27.5
Family/friend 30 9.0

happiness with the service of the hospital to decide for surgery

Yes 292 87.4
Feelings of patients about the surgery they received in the hospital

Satisfied 245 73.4

Not satisfied 89 26.6
patients feeling about the benefit to receive surgical procedure waiting for

Yes

220 65.9
informed on the alternatives or other options of surgery
Yes 95 28.4
awareness about the risks related with the surgery
Yes 118 36.3
Can people prevent themselves from health problem that need surgical

interventions?

Yes 97 29.0
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5.1.3. Physician- Patient communication during informed consent
Two hundred thirty-seven (71.0%) has free access to communicate with their doctors on surgical

informed consent. On the contents of information .One hundred ninety-two (57.5%) were not
received enough information about the risk of their surgical interventions from their doctors. More
than half of the respondents were not informed about the health risk of their surgery. More than
two-third of the respondents were not informed about other method of treatment. On the other
hand, doctor’s information about participation to decide on the procedure patients are waiting for
is 59.3%. Regarding the informed surgical procedure question, Elective surgeries 217(65.0%) and
urgent /emergency surgeries 96 (28.7%) were informed in OPD ward and emergency room

respectively as shown in table (3)
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Table 3: Physician-patient communication during informed consent patients receiving surgical
procedures among private and public hospitals in Addis Ababa,2017(N=334)

=<

es 237 71.0

=<

es 142 42.5

<

es 198 59.3

<

es 146 43.7

Yes 84 25.1
In OPD 217 65.0
In emergency and premises of OR 96 28.7
In Ward 21 6.3
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5.1.4. Participants comprehension assessment

From the total respondents, 94(28.1%), 55(16.5%), 87(26.0%), 35(10.5%) and17 (5.1%) were
operated surgery for the case of general surgery, orthopedic, obstetrical gynecology surgery,
urology and Maxilo facial &EENT respectively. More than half of the respondents were not
informed the comprehensive nature of surgery to give consent and 218(65.3%) were informed
reason for surgery. One hundred ninety-five of respondents were informed for the expected
benefit from surgery and 243(72.8%) were not informed the possible complication of surgery.
Two hundred sixty-three (78.7%) were not informed the alternative of the surgery. For question
about the place where pre-operative counseling was done 140(41.9%), 126(37.7%) and 68(20.4

%) from Out -patient department, ward/inpatient, and emergency.

Regarding for question by whom, the patient heard pre-operative counseling about surgery from
consultant surgeon, medical officer, consultant anesthetist ,nurses and medical officer intern were
61(18.3),48(14.4),25(7.5),69(20.7) and 86(25.7) respectively. The greater number of respondent

counseled by nurse officer as shown in table 4.
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Table 4: Comprehension assessment of patients receiving surgical procedures among private and public
hospitals in Addis Ababa, 2017(N=334)

General surgery/Cardio/thoracic 104 31.1
Orthopedic 55 16.5
Obstetrics& Gynecology 87 26.0
Maxillofacial/ EENT 17 5.1
Urology 35 10.5
Others 36 10.9
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Consultant surgeon / Medical Officer/ Surgical clinical intern 195 58.4
Nurse Officer 69 20.7
Others 70 20.9



5.1.5. Assessment of participant’s right

For patient right questions for reason for requiring full disclosure and be allowed to make
choice , more than three-fourth of respondents were answered it is my right to know and
followed by( 17.1%) of respondents were answered to I am worried about the possible effects of
the procedures. More than half of the respondents had average level of information which
concerns patient’s right during surgical procedures. Regarding patient right for surgical procedure
were you able to give your consent or refusal of proposed surgical procedures, 184(55.1%) were
responded to yes" take into account". More than half of the respondents had an expression of

their feeling after receiving information about the proposed surgical procedure as shown table (5)
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Table 5: Assessment of participants right patients receiving surgical procedures among private
and public hospitals in Addis Ababa, 2017(N=334)

“It is my right to know” 257 76.9
“I may sue the doctor or hospital if it is not done” 13 39
“I am worried about the possible effect of the procedure” 57 17.1
“I want to ensure the doctor is competent” 7 2.1
High 135 40.4
Average 179 53.6
Low 20 6.0
Yes “taken into account” 184 55.1
Not taken into account 150 44.9

Yes “taken in to account” 188 56.3

Not taken into account 146 43.7

28



5.1.6. Factors associated with surgical informed consent

This study examined the relation between socio-demography characteristics and surgical informed
consent. The likelihood of being widowed/separate are two point nine times more informed
surgical procedure than single,[OR= 2.856;95% ,CI:1.144-7.131].The likelihood having higher
education background are one point eight times more informed surgical procedure than primary
school[OR=1.836;95%CI:1.829-3.837].The odds of civil/office workers informed surgical among
respondents were higher than those who are professional/Lecturers.[OR=3.479;95%CI:1.188-
10.191]as shown table (6).
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Table 6: Factors associated with surgical informed consent ( Bivariate analysis)

Male 72(46.8) 67(37.2) 1

Female 82(53.2) 113(62.8) 1.481(0.956-2.294)

<20 15(4.5) 6(3.4) 1
21-30 45(29.2) 56(31.3) 1.452(0.456-4.626)
31-40 42(27.3) 48(26.8) 1.333(0.415-4.281)
41-50 22(14.3) 29(16.2) 1.538(0.453-5.226)
51-60 16(10.5) 15(8.4) 1.094(0.299-4.006)
61-70 9(5.8) 13(7.3) 1.685(0.423-6.715)
71-80 7(4.5) 8(4.5) 1.333(0.301-5.912)
81-90 6(3.9) 42.2) 0.778(0.146-4.133)

Single 33(21.4) 39(21.7) 1
Married 113(73.4) 114(63.3) 0.854(0.502-1.453)
Widowed/separated 8(5.2) 27(15.0) 2.856(1.144-7.131)**

Not read write 20(13.0) 41(22.8) 1
Read only 43(27.9) 29(16.1) 1.696(0.928-3.098)
Read & write 91(59.1) 110(61.1) 0.558(0.323-0.964)

Yes 120(77.9) 125(69.4) 1

Z

N 34(22.1) 55(30.6) 1.553(0.946-2.549)
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None 34(22.1) 55(30.6) 1

Primary school 35(22.7) 35(19.4) 0.618(0.328-1.166)
High school 42(27.3) 62(34.4) 0.913(0.511-1.630)
Higher education 43(27.9) 28(15.6) 0.403(0.212-0.763)**

Professional 18(11.7) 7(3.9) 1

Civil work/office 36(23.4) 64(35.6) 4.571(1.744-11.985)**
Trade/Business 31(20.1) 28(15.6) 2.323(0.845-6.387)
Artisan 16(10.4) 9(5.0) 1.446(0.438-4.781)
Teacher 13(8.4) 7(3.9) 1.385(0.390-4.918)
Student 9(5.8) 9(5.0) 2.571(0.721-9.167)
Farmer 12(7.8) 25(13.9) 5.357(1.762-16.284)**
Unemployed 13(8.4) 20(11.1) 3.956(1.293-12.100)**
Others 6(3.9) 11(6.1) 4.714(1.255-17.709)**

Yes 118(76.6) 123(68.3) 1
No 36(23.4) 57(31.7) 1.519(0.933-2.474)

Key: ** variable associated with surgical informed consent



5.1.7: - Association between socio-demographic -variables and surgical informed consent

Bivariate logistic regression analysis was used to assess for associations and being widowed,
higher education, occupation, being students showed statistically significant association with
surgical informed consent, [AOR=8.167 CI (1.414- 47.182)]. Age, sex and place of residence

showed no association with surgical informed consent.

Educational status of respondents was important predictors of surgical informed consent.
Respondents who have higher education were almost two times likely to surgical informed

consent than those with not educated [AOR=2.033 CI (1.0344-3.998)].

Student were three point eight times more likely to surgical informed consent than professional

workers 3.793(1.161-12.387) [AOR=3.793 CI (1.161-12.387)] as shown in table7 .
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Table 7: Factors associated with surgical informed consent (Multivariate analysis)

Male

Female

72(46.8)
82(53.2)

67(37.2)

113(62.8)

1
1.481(0.956-2.294)

1
1.643(0.956-2.826)

<20 15(4.5) 6(3.4) 1 1

21-30 45(29.2)  56(31.3)  1.452(0.456-4.626) 0.801(0.364-1.761)

31-40 42(27.3)  48(26.8)  1.333(0.415-4.281) 0.996(0.416-2.385)

41-50 22(14.3)  29(16.2)  1.538(0.453-5.226) 1.236(0.438-3.489)

51-60 16(10.4) 15(8.4) 1.094(0.299-4.006) 0.877(0.260-2.959)

61-80 9(5.8) 13(7.3) 1.685(0.423-6.715) 0.159(0.026-0.966)

71-80 7(4.5) 8(4.5) 1.333(0.301-5.912) 0.310(0.073-1.326)

81-90 6(3.9) 4(2.2) 0.778(0.146-4.133) 0.065(0.002-1.822)
I
Single 3321.4)  39(21.7) 1 1

Married 113(73.4)  114(63.3) 0.854(0.502-1.453) 0.748(0.381-1.467)
Widowed/separated 8(5.2) 27(15.0)  3.892(1.33211.376)**  8.167(1.4144-7.182)**
ol 0000000000
Not read and write 20(13.0) 41(22.8) 1 1

Read only 43(27.9)  29(16.1)  1.696(0.928-3.098) 1.102(0.430-2.822)

Read & write 91(59.1) 110(61.1) 0.558(0.323-0.964) 1.684(0.669-4.242)

Yes 120(77.9)  125(69.4) 1 1
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No 34(22.1)

55(30.6)

1.553(0.946-2.549)

1.684(0.669-4.242)

None 34(22.1)
Primary school 35(22.7)
High school 42(27.3)
Higher education 43(27.9)

55(30.6)
35(19.4)
62(34.4)

28(15.6)

1
0.618(0.328-1.166)
0.913(0.511-1.630)

0.403(0.212-0.763)

1

1.581(0.731-3.419)

2.033(1.0344-3.998) **

Professional 18(11.7)
Civil work/office 36(23.4)
Trade/Business 31(20.1)
Artisan 16(10.4)
Teacher 13(8.4)
Student 9(5.8)
12(7.8)
Farmer
Unemployed 13(8.4)
Others 6(3.9)

7(3.9)
64(35.6)
28(15.6)
9(5.0)
7(3.9)
9(5.0)

25(13.9)

20(11.1)

11(6.1)

1

4.571(1.744-11.985)**

2.323(0.845-6.387)
1.446(0.438-4.781)
1.385(0.390-4.918)
2.571(0.721-9.167)

5.357(1.762-16.284)**

3.956(1.293-12.100)**

4.714(1.255-17.709)**

1

1.581(0.731-3.419)

1.764(0.584-5.329)
1.445(0.397-5.254)
1.314(0.340-5.088)
3.793(1.161-12.387)

1.549(0.354-6.776)

2.718(0.772-9567)

1.638(0.354-7.588)

Addis Ababa

Region 36(23.4)

118(76.6)

123(68.3)

57(31.7)

1
1.519(0.933-2.474)

1
1.344(0.753-2.398)

Key: ***Association between socio-demographic -variables and surgical informed consent



5.2. Qualitative study Interview

5.2.1. Discussion of the proposed surgery is part of patient safety

Good communication between health care professionals and patients make the pre- operative
period to discuss the whole implications of surgical procedures that ensures good patient-
physician understanding. Discussion about the proposed surgery is a prerequisite for the informed
consent-obtaining process. This process stresses collaboration between the physician and patient,
and enables patients to decide by being given all the information related to their health problems,
specific diagnostic and therapeutic, as well as alternative procedures.

Participant was first asked to describe the importance to discuss the proposed surgery with the

patient, based on the experience and observation they have,

“In depth discussion about the procedure what they are going to doing has to be theoretically it
has to be given and the patient should understand all the possible outcome including
complications even if life threatening or everything has to be discussed.” (Code 1Consultant

surgeon)

Another respondent describes the importance to discuss the proposed surgery for both patient and
health professionals. The interviewee was stressed the importance of discussion the patient has the
right to know about his health problem that need surgery why the surgery is required. Improved
patient outcomes with effective physician-patient communication can increase patient esteem and
also has been associated with preventing medical errors and considered it is part of patient safety

practice.

it serves dual purpose mainly for the patient service providers and the patient has the right to
know about his disease, that need surgery why the surgery is required what kind of surgery is
what possible outcomes are expected from the procedure and possible untoward side effect or
complication that may or may not in are arise these should be briefly if not in detail discussed in
advance and then the patient has to take his time make a decision.” (Code 4General surgeon,

Urologist)

Participants emphasizes discussion about the proposed surgery helps to made patients mind
receiving the proposed surgery by a given doctor at the hospital he /she wants to get the proper
surgical procedure. If the patient could not understand what the surgical procedure he will receive
from that hospital may lead the patient in search of another doctor or another institution which
may take an extra time for the disease he/she has to progress. So, to render a proper service at the
right time according to the need of health problem that need surgical procedure, it is very
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important to discuss briefly about the proposed surgery.If not in detail discussed in advance and
then the patient has to take his time make a decision to the extent of going to another doctor,
another health institute in search in seek of in search of or second opinion. Once the patient his
mind or her mind then the rest of the planning will continue, but it is very important that the
patient should know all that is needing to be know in advance of the proposed surgery, Of course
these depends on his or her understanding, educational level when it comes to the type of the

surgery.

5.2.2. Reason of Implementation of Patient safety practice

Patient safety practice is a type of process or structure whose application reduces the probability
of adverse events resulting from exposure to the health care system across a range of diseases and
procedures. Since surgical procedure is a high-riskprocedure that need patient safety practice
those direct service providers are asked about the reason of implementing this patient safety
practice. Based on the purpose of this study to understand the implementation of informed consent
it is good to discuss about the implementation of patient safety practice. In fact, we know that
patient safety practice in surgical procedure involve that wrong site surgery safety, anesthesia
safety, safety related leaving surgical items inside patients and so on are considered knowing
about the process of intra operative activities participants were expressed their trend of this safety
activities increases the communication of service providers with those patients. Increasing
interaction between provider and service recipients prevents surgical errors and the patient
understands what the procedure is going to receive and also the provider identify the patient for
whom he/she is going to render this procedure from the participants view the reason of

implementation of this patient safety practice is described: -

“ there are universal what we call universal patient safety practices ,all of us are expected to
observe but again in a given place there is a protocol that is strictly followed up ,so to say safety
practice which has to be observed like everything that should be done pre-operatively, Should be
like check listed and then like pre- operative work up the pre-anesthetist evaluation and then
including the psychological sort of patient support once the patient is in the hospital then there is
other things to be done and this both on until the patient leaves the hospital safe and sound as

much as possible.”(Code 4 General surgeon, urologist)

In this sense the provider tries maintaining patient safety practice is to handle the patient safe and
sound during patient’s stay in the hospital. The patient to direct service providers interact closely

what was done and will be done on his physical appearance or on the person’s body. Every
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activity of the health professionals provision of health service is based on patient’sconfirmation,
because the patient safety practice that include safety related the psychological sort of the patient
needs communication between the patient and the health provider. Informed consent also be
indirectly related to patient safety in that, when done well, it opens a dialogue between the patient
and provider so that the patient can ask questions, knows what to expect during and after
procedure, and can at least theoretically help to avert medical errors. This can help the health
provider to assess the health literacy of the patient preoperative discussion about the surgical
procedures with the main elements of informed consent the benefit, the risk and alternatives of the
procedure the patient is waiting for. Reason of implementing this patient safety practice help to
assess the patients feeling to discuss about the overall surgical problem of the patient, and the
surgical interventions that must be indicated for that kind of problem. The patient understands
about his/her health problem and comprehend post-operative instructions. This is the way that
reduces surgical errors and increases patients trust on surgical procedure. Another responder of
this study describes reason of implementation of patient safety practice to reduce surgical errors
by giving a good example of civil aviation in air lines in every flight before takeoff during landing
again to take off they do it five to six times in a day if they have to do five to six times landing
and takeoff by doing that they reduce mistakes. By now still medical errors are high this patient
safety practice it is not fully implemented in all health institution that needs careful revision of

surgical safety.

Surgical patient safety practice is an activity that should be implemented during peri-operative
intervention for surgical case patients. The surgical procedure has its own implication of patient’s
health, so direct service providers should carry out all necessary tasks prior, during and after
surgery. Many studies brief that, implementing patient safety practice is preventing harms. Within
the discussion for the reason why this patient safety practice work respondents frequently

describes:

“This is very important because it avoids surgical error which is very common problem one of
Medco- legal issues in many places, in other countries it is very common in our country also there
have been some errors because of lack of this practice, so, generally the most important
advantage of this surgical safety practice is it prevents surgical errors” (Code lconsultant

surgeon)

One aspect that participants clearly describes about the reason of implementation of the patient

safety practice by stressing that the benefit is for both sides the provider and service recipients.
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The implementation of this activity is through identifying the patient with his/ her real problem,
providing the necessary information and confirming the procedure what the provider is going to

render beneficial for both of themselves.

“for the provider benefit it avoids error related litigation, the consequence of litigations,
economical, psychological and so on for the physician, the moral also, moral issue----------------
Safety procedures are very important, if surgery without confirming the proper indications and so
on you may end up in premature deliveries that is one related to our premature delivery they are
not confirming we are not doing on the proper surgery on proper patient. If patient is mismatched
and the patient comes if not the correct case it avoids all this concern on our field. For the patient
the beneficial as | have said it avoid unnecessary surgeries, you know that sometimes right ovary
is diseased and if removed the left, the next step will be to remove the right so both of are removed
that been created artificial menopause, so, it is a serious issue that it follow this, otherwise the
consequences are | mean, sometimes morbid sometimes fatal, so for So we have to confirm with
that patient is the really in our case the real patient. And it avoids mismatched blood transfusion
risk if the patient is not identified properly to the checklist might receive this mismatched blood
and blood related reactions these are some of the things we can avoid, the advantages and the

disadvantages” (Code 3obstetrician and gynecologist)

Another surgeon also provided his opinion by mentioning, the patient safety practice as part of
Medco-legal activity for surgical case patient helps knowing the patient in all aspect that

minimizes surgical errors.

“This is very important because it avoids surgical error which is very common problem one of Medco-
legal issues in many places, ---------------- because of lack of this practice so, generally the most important

advantage of this surgical safety practice is it prevents surgical errors.””(Code 1 Consultant surgeon)

Based on the reason of the patient that brings to health care, especially those patients problem that
brought them to hospital level is to be treated by a physician’s/surgeon. The responder supports
this idea by mentioning the reasons that is a physician is a person who tell the surgical procedure

to the patient hospitals.

“To start with especially in a private set up client come in search of specific physician so, they expect that
physician to be there, to see them, to talk to them to explain their problems and there would be a procedure
including the possible complications or the possible outcomes getting a second-hand information is a great
satisfaction hopefully this is expressed in a private set up. Thing might be a little different in a public

hospital where clients or patients may not have the chance to see the person who operating some
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sometimes they do not know who is operating but in private set up this is quite different, so that has a great
satisfaction by itself when there is direct communication of the client with his physician or operating

surgeon....”. (Code 4 General surgeon, Urologist)

5.2.3. Limitation in implementing patient safety practice

The interviewer (PI) of this study wants to explore some limitation in implementation of the
patient safety practice those service providers had any observations from the activity that they are
practicing. Some respondent were trying to brief on the goal of protection of patients by
preparation of patients ,doing clearance of some tests for the fitness of the proposed surgery .Not
all patients are expecting the potential surgical complications of the surgeries they are receiving
,or during the limitation of information the patient expectation from surgical outcome is
disappointing,. The WHO recommendation checklist for patient safety practice also fully not

implemented by the majority of surgical team: -

“-----some surgeons don’t like it. Just because they think it delays the procedure and usually the
surgeon should be the leader in this issue, in initiating the surgical practice, the problems are to
implement it. Some surgeons do not like it and do not implement it.”(Code 2 clinical intern

resident)

Several doctors expressed reservations regarding risk quantification, during information to their
patients about the surgical interventions as they felt that patients may misinterpret information,

resulting in their failure to understand the degree to which they are at risk.

“It can be confusing if you say there's a 10% risk of infection, they might think that means all
patients will have an infection to a 10% degree, i.e. a little bit of infection, rather than it being

you've either got it or you haven't.”” (Code 4 Consultant surgeon, Urologist)

Instead, these doctors felt that it was important to verbalize risk in a form that patients are
likely to understand, as this may help patients appreciate risks associated with surgical

procedures.

“Yah...it doesn’t include everything the checklist include some limited information, but the pre-
operative patient assessment is very important we should not completely relay on the check list

because it doesn’t check for example for the patient is diabetic or hypertensive if he has a
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problem. They ask you if you do have a special concern, but this is general question.”” (Code 1

Consultant surgeon)

In this information the responder tries to reflect the gap exists in the practice of patient safety
practice towards the available checklist that is not including the whole assessment information
that might lead the health provider directly serving the patient misses some of diagnostic way of
investigation or form of assessment not including overall health assessments of the patient and

informing the possible health outcome, limitation on the understanding the procedures

5.2.4. Process of informed consent through implementation patient safety

Consent should begin with a brief explanation of the planned operation, including the anesthesia
the patient can took. This should be implemented by putting it in simple and understandable form
to address the level of the patients understanding or literacy. Sufficient information to decide
should also include an explanation of risk, benefit and any alternative treatment. This can be done
putting them in context by highlighting the pros and cons compared to the current procedure. The

response to this idea is: -

”We can start from the pre-anesthetic period also part of the assessment, the treatment plan. It
has also safety issue to the pre-anesthetic check up to the physician will check, the anesthetic
check for the fitness for proper anesthesia, that specifically, is whether she can tolerate the
anesthesia and anesthesia related complication to focus mainly on that surgical skills and
surgical capacity and fitness for surgery is mainly the physician duty to assess for the chronic
iliness and so on whether it can postpone it and so on we practice that and it is important in terms
of safety issues it is important he can pick up serious illness like cardiac illnesses which might
lead to sudden collapse to the anesthesia during the anesthesia pulmonary problems which may
complicated because of anesthesia, liver disease all these are possible complications that can be
avoid by properly pre-anesthetic evaluation, whether she should need blood, transfusion or not
whether she also consent for that blood transfusion and like that and so on.””’(Code 3Obstetrician

and gynecologist)

Here is another service provider the process of implementation of this surgical activity starts from

the time of patient was received in OPD (Outpatient practice) as follows: -

” ---- starts from the first outpatient department and then all the way the pre-operative work up

should be completed and then the diagnosis should be made and the rest of the medical
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anesthesia so on ,and so on ,clearance and these would be further extended.”” (Code 1Consultant

surgeon)

According to those direct service providers tries to brief the implementation and the background
of surgical safety practice after the patient decides or provide consent for the information offered
about the surgical procedures, that is, all preparations and work ups of diagnostic or laboratory

tests are explained for the prevention of unwanted effect of surgery.

5.2.5. Participation of patient in decision making during informed consent.

In order for a patient to make a sensible decision concerning his or her treatment they need
appropriate information. Appropriate information during discussion of surgical procedure is
important this helps both the client and service provider a sensible decision concerning the client
is going to receive an invasive procedure. Regarding to surgical procedure, patient’s participation
in decision making is important knowing the benefit, risk and alternatives of surgical procedure.

All key informants were respond with the same concept for this issue:

“This is very, very important especially in this era. Because that so called good old days when the
doctor decides whatever it has to be done good sides of course yes and the patient just go through
it has gone.-------------- Decision is not, should not be the surgical team or the health providers
the center it should be the patients with or without his family or friends we call this informed

decisions Very simple example what | heard from my client recently

there was a famous surgeon the patient had wait for weeks if not moths to see him and finally she
was when she was presented she diagnosed breast cancer and told her she needs surgery. Then
the discussion stops there she said okay, the decision stops, there, she is admitted, then operated
when she wakes up she was looking™ her breast for her breast because she was expecting the
breast a lamp just a lamp to be removed from her breast but what was done was total removal of
the breast with the cancer that should be what supposed to be done. What should be done, | mean
the type of surgery is right the patient also right to quest where the rest of her breast tissue was,
because she was not told that surgery in her case mean to remove the whole breast she took it for
granted her is going to remove only the lamp only the tumor. Had they discussed it in advance she
should I mean this kind of misconception or argument disappointment could have been avoided
but, these cases when to even to the court. So, it is good for all of us to of us operating the patient
as well as for the patients because no one wants, no doctors, wants to harm his or her patients
and by the same taken no patient goes to the doctor thinking or believing, he is going to abuse her

or harm her or do something unnecessary, so there is innocence in both sides but because of lack

41



of proper communication, discussion, and so on and so forth this kind of thing happened so this

have been stressed. (Code 4 “General surgeon, Urologist)

As the physician tries to brief the result of this disastrous mistrusting of patients to those direct
service providers might be lack of/absence of health care ethics has been given as a separate
course till recently in the formal educational curriculum of health workers. The patient has the
right to self-determination, a mentally competent adult has the right to give or refuse consent to
any diagnostic or therapeutic procedure. Also has the right to the information necessary to make
his/her decisions. Information should be given in a way appropriate to the patient’s culture and in
such a way that the patient can understand. Patients come with different information about their
health problem and if the information provided by the surgeon was not help to decide for the
proposed surgery giving another time another options helpful for decision was provided by the
same surgeon or another direct service providers.

The goal is to inform the patient well enough to allow them to make a balanced decision.
That means to decide for the proposed surgery the provider should offer information is to
bring positive response for the patient on provided information to decide by him/her self.
Provision of too little information fails to inform, while too much information may be
counter-productive and only lead to confusion. In practice, listing potential surgical
complications may be meaningless and may be difficult to help the patient in decision
making. Generally, the qualitative study obtained that direct service providers has implementing
informed consent and patient safety practice requirements with some limitation in execution of

practice with inadequate personal and health service factors
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6. Discussion

In this study patients were asked about their feeling on the benefit to receive surgical procedures
they are waiting for 65.9% and information of the expected benefit of the surgery is 195(58.4).
But, when they are asked for the awareness on the content about surgical procedures, information
about the health risk related with surgeryl18 (36.3). Information on alternative, to surgery
95(28.4). Here, in both content of health information of surgical procedure is below 50 %. This
study also tries that informed consent is implemented if the content of information includes not
only the benefit but also, the risk and alternatives of surgery. The interviewed physicians also
declare repeatedly the importance of discussion about the proposed surgery by provision of all
information about the benefit, the risk and the consequence of procedure. In fact, Physicians
know providing all information about surgery but, due to different factors related with socio
demographic or health service factors such as rejection of the proposed surgery most surgeons are
not implementing the full informed consent process. That is, several study participant doctors
expressed reservations regarding risk quantification, during information to their patients about the
surgical interventions as they felt that patients may misinterpret information, resulting in their
failure to understand the degree to which they are at risk. This also makes one of the determinant
factors why participation in decision of patient becomes low during surgical informed consent.
But, study done in Uganda revealed that majority of participants (98.6 %) agreed that treatment
should be well explained by the doctors to patients although, what needs to be addressed in to
empower the patients with adequate information so that they can actively participate in the
surgical decision making process. Because patients hold their own perceptions of surgery and

what constitutes significant risk based on personal values and beliefs(34).

Patients are asked for communication during informed consent and the response about free
communication with their doctors is 237(71%). But, the total 243(72.8%) were not informed the
possible complication of surgery. On the other hand, two hundred sixty-three (78.7%) were not
informed the alternative of the surgery moreover, one hundred ninety-two (56.3%) were not
received enough information about the risk of their surgical interventions from their doctors. More
than half of the respondents were not informed about the health risk of their surgery. More than
two-third of the respondents were not informed about other method of treatment. The possible
reason for this result difference might be due to the existence of substantial explanation of partial

information during surgical informed consent. In addition to this, possible failure to properly
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implement interpretation is also one of the factors contributing to this result. Patient has the right

to get information about their conditions and the treatment options available to them.

Three hundred eight (92.1%) of respondents heard the health problem for proposed surgery from
their health care provider during informed consent of surgical intervention. However, regarding
participation in the decision for surgical procedure from elective surgery interviewed post
operatively, 212(63.5%), 92(27.5%) were participated in decision for surgery by physicians and
patients respectively. The difference result between patients and physician might be due to
existence of paternalistic approaches from the prospective physicians. On the other hand,
physicians asked the patient about information about the decision of the procedure patients are
waiting for decision for the procedure they are going to receive 198(59.3).It is possible that
patients do not base their decisions in their autonomy on the other hand, patients themselves put
their concept /even to some what extent patients believed their physicians next to God. Decision
not, should not be the surgical team or the health providers the center it should be the patients with
or without his family or friends we call this informed decision. This assumption has the same
consistency with a study conducted in Nigeria on attitude toward informed consent practice shows
that patient has the philosophical (leaving everything to God) to the seemingly “logical” trusting

in the doctrine doctors knowledge of everything concerning confidence(22).

From this study finding, information provided to each patient was vary this may also depends on;
the nature of the condition, the complexity of the treatment, the risks associated with the treatment
or procedure and the patient's own wishes. For example, patients may need more information to
make an informed decision about a procedure which carries a high risk of failure or adverse side
effects; or about an investigation for a condition which, if present, could have serious implications
for the patient's employment, social or personal life. If the session of information is not conducive
and if patient lack respectful discussion with the absence of an active participatory to the proposed
surgery physician’s loss their trust by their patient. In healthcare settings, there are often
interactions among colleagues and clients. The main responsibility of the health professionals to
patients, FMHACA Regulation No. 299/2013, under Article 74, clearly states. Professional
responsibilities with respect to patient relationships(6). This result is less than a study conducted
in Croatia’ having a result of Eighty five percent of patients received complete, understandable
information, presented in a considerate manner. Patients in surgical departments received a higher
level of information than those in internal medicine departments. Patients were informed about

health risks of the proposed treatments (in 74% of cases) and procedures (76%), health
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consequences of refusing a medical intervention (69%), and other methods of treatment (46%).
However, patients pointed out a number of problems in physician-patient communication. Based
on physician- patient communication and informed consent there is often a discrepancy between
the actual legal provisions and situation in health care system because of poor implementation of
legal standards having a result of: Fifty seven percent of patients assessed the obtained level of
information as high, 37% as average, and only 5% as low. Patients were informed about health
consequences of a refusal in 69% of cases, health risks of the proposed procedures in 76%, health

risks of the proposed treatment in 74%, and alternative methods of treatment in 46 %(35).

The literacy level of respondents, read and write 201(60.2%), read only72 (21.6%) and not read
and write61 (18.3%).Even participants literacy level seems high in number when it is compared
from the country literacy level , to identify the health literacy of patient regarding informed
consent about surgical procedure to assess participants right to know requiring full disclosure and
be allowed to make choice , more than three-fourth of respondents were answered as it is my
right to know and followed by( 17.1%) of respondents were answered to I am worried about the
possible effects of the procedures. More than half of the respondents had average level of
information which concerns patient’s right during surgical procedures. Assessing health literacy is
done when the client stands in terms of expressing his idea, in terms of understanding what he has
telling to the provider ,educational level is one ,then life experience and then skill of
communication so on which all could be assessed during the consecutive discussions .This
response is obtained during an in-depth interview of direct service providers of this study and the
literacy level of the respondents from service recipients was identified as, read and write
201(60.2%), read only72 (21.6%) and not read and write61 (18.3%). About health literacy of the
patient, the central for informed consent for any type of risky procedure that has an impact on the
person’s health is the capacity to obtain, interpret, and understand basic health information and
services and the competence to use such information and services to enhance health information.
This is the fact that support or enhancing the patient’s decision in the health care the person is
going to receive from any type of health service provider .so, in this study finding, as the level of
education increases more informed about the proposed surgery. Study conducted in Kenya by
Mohmmod Amiret al in Kenya found that 58% of patients did not read the consent form due to
low literacy level(36). The literacy level of this study is higher than the study done in Kenya .The
variation of the result might be majority of the patients had varying level of formal education 76.6%
and according to Ethiopian Demography health statistics Literacy: Four in 10 (42%) women and
69% of men age 15-49 are literate ( EDHS 2016) literacy respondents who had attended higher
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than secondary school were assumed to be literate.(37).Establishing the literacy level of patients
during pre- operative counseling is important patients may fail to understand the medical
terminologies often used by physicians. Another systematic review done on;” The impact of
health literacy in the care of surgical patients: a qualitative systematic review “study done by
Gildasio S. et.al, Health literacy is likely to have a very important role in the care of perioperative
patients. In addition of an understanding of the health information they are provided, numeracy
skills are required to make decisions regarding elective surgical procedures. Frequently, patients
are required to follow complex preoperative and postoperative instructions and lack of adherence
to those instructions can result in negative outcomes or cancellation of surgical procedures. This
study obtained a result from different researches in both preoperative and post-operative patients
with The study also tries to show the association factors related about independent variables with
the dependent variables. From the study result the bivariate logistic regression analysis was used
to assess for associations and being widowed, higher education, occupation, being students
showed statistically significant association with surgical informed consent, [AOR=8.167 CI
(1.414- 47.182)]. Age, sex and place of residence showed no association with surgical informed
consent. Educational status of respondents was important predictors of surgical informed consent.
Respondents who have higher education were almost two times likely to surgical informed
consent than those with not educated [AOR=2.033 CI (1.0344-3.998)]. Factors related with
marital status of the respondents widowed/separated 35 (7%) of from the total respondents
334(98.8%) result might be due to the influence of respondents take attention on the economical
or family responsibility that makes them attentive in the information provided by the health
professionals or having some information of surgical risk related with surgical procedures. On the
other hand, from the educational level and occupation variables being more educated participants
are more informed than non-educated this is obvious when education level increases the
information with health is more understandable and this educational increase expose peoples for

more information about health to explore from different sources.
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7. Strength and limitation
The strength of this study is a study done uses a mixed study namely, quantitative and qualitative

study. The other merit of this study was even this type of study was done in other country with
similar characteristics, due to the sampling design and non-availability of studies with the same
area of study in the country, adjustment of sample size was applied by doing a pilot form of
assessment from study hospitals. The other strength of this study was even if the instrument used
for data collection was taken from other studies, it was pre-tested, and some amendments was
done on some part of questionnaires based on the purpose of the research. Moreover, the quality

of data management was monitored on every day level of activity by the PI.

The limitation of this study was only conducted at specific public and private hospitals which are
not be reflective of what happens at other hospitals. The other demerit of this study was budget
constraint. Additional limitation for this study was lack of standard surgical consent form in the
country to compare with the consent form used by health institutions. The other limitation of this
study is consent forms used in both private and government hospitals has different context since
surgical procedure is a high risk clinical procedure with similar outcome, difficult to compare them
Finally, since the quantitative study is cross sectional, the findings of this study may not assess

causality.
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8. Conclusion
Surgical service providers are implementing the patient safety practice partially and as seen from

the perspective of those service providers response. The information of surgical procedures was
provided by health professionals, but the decision of the patient was respected as the health
professionals tries to express participation of patients in decision making. Informed consent is
performed by provision of benefit of the surgical procedure not informing the patient about the
risk and alternatives as well as the consequences of this type of high risk clinical activity as part of
patient safety practice.

Patients are inadequately informed on the risk, alternatives and complications related to surgery.
Implementation of informed consent from service recipient’s perspective result shows patients
who has lost marriage due to different reasons are more informed than not married and more
educated patients

Overall, this study shows that both service providers and recipients stated that there was a limited
information value and this makes poor in decision making process.

The more educated respondents had better understand of the concepts and practice of surgical
informed consent policy. The implementation of informed consent as patient safety practice about
surgical procedures in Addis Ababa government and private hospitals is not fully implemented based

on the standard requirement of surgical informed consent.
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9. Recommendation

1.

Actors in administration of hospitals that is the Ministry of Health and Addis Ababa
Health Bureau shall involve in provision and monitor for similarity and uniform consent
form used for surgical information sheet, follow a uniform /standard format. Information
and consent forms shall include the benefit, the risk and alternatives of the surgical
procedures during pre-operative discussion shall involve in provision and monitor for
similarity and uniform consent form used for surgical information sheet, follow a uniform
/standard format and respectful care (CRC) national agenda that will help professionals
to relook the basic professional obligation. Understanding of ethical principles regarding
decisions and treatment that have potential ethical implications; and act as an effective
patient advocate with other members of the healthcare team by practicing

compassionate and respectful care (CRC).

For service providers, the practice of patient safety practice will have employed in
every surgical intervention to minimize surgical procedure errors. Patient education in
non-emergency surgical patient about the diseases of the patient will increase the
health literacy of patient. Health providers will develop informed consent forms are to
use simple language, shorter sentences and active voice, avoid unnecessary words and
technical jargons for private health providers, since there are large number of private
hospitals in Addis Ababa having great contribution to health care they should open doors
for this kind of research to do better job. The practice of Patient safety practice for
surgical procedures could be maintained in every surgical intervention by health

professionals.

Further research should be conducted among private and public hospitals in order to get

reliable information.
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Annexes

Annex 1. Information sheet and consent form for the quantitative part of the study for
“Perception of Informed consent as part of patient safety practice during surgical procedures

among health professionals and patients in Addis Ababa. “English version Information Sheet

IDENTIFICATION

Name of the Institute

Address of the Institute

Greeting:
Hello, how are you?

My name is . I am data collector on behalf of a Masters Student,

Meaza Birile, in AAU, college of health sciences, school of public health, who want to conduct

this survey.

The objective of the study is :-to assess the implementation of informed consent before and after
surgical interventions as part of patient safety practice among hospitals of Addis Ababa city
government. I am interviewing surgical case patients admitted in surgical unit and health
professionals/direct service providers to assess their awareness, information and participation for
their decision for surgical procedure before and after major operations. I am going to ask you
some questions that are very important for the health care decision makers, patient’s, clinicians
and policy makers among others make well informed decision and thereby improve the quality
towards the surgical procedures concerning on informed consent and health literacy for surgical
procedures. This study also intends to invite the interested intellectuals to perform a detailed,
careful and long period of study in informed consent and health literacy. Your cooperation and
willingness for the interview is very helpful in identifying the problems related to the issue. Your
name will not be written in the form and I assure you that all information that you give will be
kept strictly confidential. Your participation is voluntary, and you are not obliged to answer any
question you do not wish to answer. If you are not still comfortable with interview, please be free
to stop me any time you like there is no harm if you not answer the questions and no special
benefit you get if you answer the question the interview will take 20- 25 minutes. We would be
thankful if you spend some time with us answering questions related to the issues described

above.
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1. If yes,

Name of interviewer Signature

2. If not, skip to the other participant

For more information and question if there here is the contact address of investigator.

Meaza Birile

Tel: 0911422525/ 0912652789

email: meaza.abc@gmail.com

Consent form

I am informed on study to be conducted by Masters Student in AAU, college of health sciences
school of public health on informed consent before and after surgical interventions as part of
patient safety practice among hospitals of Addis Ababa city government.The objective of the
study and participation to this study is voluntary no obligation to answer any questioner there is
no harm by not answering the questions and no special benefit by answering the question and also
the interview will take 20-25 minutes .I heard all the information mentioned above and willing to

participate in the interview.

Name of interviewer Signature

(Signature of interviewer certifying that respondent has given informed consent verbally)
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Annex 2. Self-administered Questionnaires for quantitative part of study

Section 1: Background characteristics

INo Question and Categories Answer categories Skip to
Q101 |sex of patient 1. Male ©
2. Female o
Q102 |Age
Q103 |Marital status 1. Single,
2. married
3. Widow /separated
Q104 |Literacy level 1.Read and write Q106
2. Read only Q108
3. No read and write
Q105 |Have you ever attended 1. yes.
2 no
Q106 |Level of Formal Education: 1. primary school levell
2. Secondary school level [
3. Higher education
4. None
Q107 |Occupation 1. professional/lecturer [
2. civil servant ]
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3. trade/business [

4, Artisan (mason, carp etc.) [
5. teacher

6. student[]

7. Farmers]

8. unemployed [

9. others specify

Q108

Are you residing in Addis 1. Yesl]
Ababa city or from regional?

2. No, Region [

Section 2: Client’s Information, awareness and voluntariness

receiving surgical procedure you are waitingfor?

INo Questions categories Answer categories Skip to
Q201 |Are you informed about your health problem from your 1. Yes [ 2. nolJ
doctor?
Q202 [Were you informed about health consequences of refusal 1. yes[]
for the surgical procedure you will receive?
2. no [
Q203 |Who is participating in the decision about your surgical  |1. Physician. ! 3. family
procedure friend [
2. My self [
Q204 |Are you happy with the service of the hospital to decide 1. Yes [J 2.
for surgery during your stay time? No [
Q205 |[How would you express you’re feeling about the surgery 1. satisfied
you have received? )
2. not satisfied [
Q206 | Do you feel that you are benefited to your health by 1. Yes!!
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2. NolJ
Q207 |Are you informed on the alternatives about surgery? 1. yesl
2. nol’
Q208 |Do you know the risks related with surgery? 1. yesl
2. noll
Q209 [Can people prevent themselves from health problems that 1. yes[] 2.
need surgical interventions? nolJ

Section 3: Physician —patient communication during informed consent

INo Questions categories answer categories skip to
Q301 |Are you communicating freely with the doctor who 1. yes [
informed you about your surgical procedures?
2. no [
Q302 [Do you receive enough information about the risk of your 1. yes [
surgical intervention from your doctor?
2. no [
Q303 |Did the doctor informed you to decide on the procedure 1. yes [
you are waiting for? N -
Q304 |Were you informed about the health risks of your surgery 1. yes [
by your doctor? 5 -
Q305 |Were you informed about other methods of treatment? 1. yes [
2. no O
Q306 |Where did you informed about your surgical procedure? 1. OPD [I
2. . emergency [
3. ward [
4, at premise of OR
0
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Section 4:- Client’s comprehension and decision making

INo questions and filters coding categories skip to
Q401 |What type of surgical procedure you are 1.Generalsurgery 6. Gynecology
going to receive 2.orthopedics 7. maxillo-facial
) 3.Obstetrics /EENT
(Circle one)
8. Urology
9. Neurology
4.0Ophthalmology 10. Others
5.Cardio/thoracic
Q402 |Were you informed of the nature of surgery? 1. yes [
2. nol’
Q403 |Were you informed of the reason for 1. yes[]
surgery?
se 2. nol
Q404 |Were you informed of the expected benefits 1. yesl]
of the surgery?
s 2. nol
Q405 |Were you informed of the possible 1. yes [
complications of the surgery?
2. nol
Q406 |Were you informed of the alternatives to the 1. yes[]
surgery?
s 2. nol’
Q407 [Were you informed of the possible 1. yes[]
complications if surgery is not done?
2. nol’
Q408 |Did the doctor informed you to decide on the 1. Yes[]
procedure you are waiting for?
2. nol
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Q409 |Where did you heard pre-operative 1. opd on emergency!’
counseling on your surgery? 2. on admission/in the ward[]
Q410 [Surgery pre-operative counseling done by; 1. consultant surgeon [
2. medical officer(]
3. consultant anesthetists [
4. nursing officer[]
5. surgery clinical office
intern[’]
6. other[]

Section 5:- assessment of participants right

no questions and filters coding categories skip
up
Q501 | Reasons for requiring full 1. it is my right to know
disclosure and be allowed to| 2. i may sue the doctor or hospital if this is
make a choice not done
3. i am worried about the possible effects
of the procedure
4. i want to ensure the doctor is competent
5. it is important for my health insurance
policy
Q502 |Level of received information as| 1. high[12. average 3. lowl]
demanded:
Q503 |Were you able to give your 1. yes, taken into account [
consent or refusal of proposed
2. nolJ
surgical procedures?
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Q504

Were you able to express opinion
after receiving information about

proposed surgical procedures?

2.

yes, taken into account[’]

not taken into account[]

59




Annex 3. Guide for in- depth Interview with Physicians and direct service providers-
Qualitative part of study
Greetings — My name is Meaza Birile student in Addis Ababa university school of public health I

am currently doing a research to assess the perception of informed consent as part of patient safety
practice before and after receiving surgical intervention among patients and health professionals in
Addis Ababa to fulfill my thesis. I am going to ask you some questions that are very important for
the health care decision makers, patient’s, clinicians and policy makers among others make well
informed decision and thereby improve the quality towards the surgical procedures concerning on
informed consent and health literacy for surgical procedures. Your response to this interview will
remain confidential and anonymous.

Thank you for your participation in the interview.

Would you tell me about your profession/position ?
1. How important is to discuss the proposed surgery as part of patient safety practice?
2. What is the reason of implementation of Patient Safety Practice?
3. What is the limitation of patient safety practice?
4. How informed consent is implemented through the process of patient safety
5. Why patients are involved in the participation of decision making
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Annex 4: Information sheet and consent form for the quantitative part of the study

“Status of Informed consent and Health Literacy during surgical procedures among health professionals
and patients in Addis Ababa.” Amharic Version
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Annex 5. Self-administered Questionnaires for quantitative part of study
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Annex 6. Guide for in- depth Interview with Physicians and direct service
providers- Qualitative part of study
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Annex 7: Consent form of surgical procedures in different study hospital
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OooDoooo/ooo00 FhiC g 70 hETL Ll

Client name Hospital na Age - Sex

+AE HheET O PrLALa & uhTS FET-

Surgeon(s) name Procedure (specily site)

A FlAR NFIEFINYT BChEFT "LARA "Tdhd P"L7%F 20 L nhom oo AISE Fm.S
it FRISE AATONAS A vhPS OFRTAN vhE AL N-IARAY oemid

PoLAMY Phovesdy PLELTAT +2 uh?™y APNRTA PRLTFADD *THE1™ 47 WML DAk T ANA AISE
PG g AR PRLOATAT PUbG @AaL FLETE RS HhRTE feeoed AremARG ATAART Acuil) seidf)
AfIndlEl L WSS hhd-C AN EAN MAssesIS R UIFRS FRAT ATLECH "1STFEme 9y A
+AE UhTF ifhenen} Md @F LS PATHA DALY WIE*TEmd  oofle ' WL FPMAGR HY emiid RUYY $2
URFS ATIELT enle =14 MEACTTR RETTOAIE MRd-dr Y239 ARTF 1Fh:F NFLE2TENT 1L AN TURPS TP
s PACEhA &S Wb ILF 2y AATLE eoift 35 AAeFY-) YURY™S @A AMohh pALYFE G TFde

I Jeurrently a patient in  Myungsung medical center, have recebved sdequate explanation and
understand the infarmation provided to me by Dr about the operation or procedure stated abowve;
along with the possible complication, benefits, and other possible interventions related to the operation. | understand and sccept that
nelther MCM nor the surgeonis), nor anesthetist will be held responsible for what happens during the operation or anesthesia process
as long as all the standard procedures and care is provided, | heraby authorize and consent to the performance of the operation or
procedure. In the ease of criteal complication taking place during the procedure, | authorize the surgical and anesthesia team to
undertake whatewer urgent procedures are required for my medical benefit.

*Famale only: in the best of ray knowledge | and pregnant I:I Mot pregnant I:]

Foenr 5o LO7T T O L i Bl P B
Patient's signature Responsibie Dr's signature Dale of signaiure
MEF P PRCA Himfs L0077 WL

Ov, parent /Guardian' proxy's signature Relationship

P AT SOAT WIEFINE P el i AAMTE: AMETE T3 CHH"LE Hewf sl SFAAG
YWinesses: (Al least bwo nurses must sign as wilnesses. Third signatory can be the palent's relative)

1. ™ WS TTALT &L
Title and namea Signature
2, [l Ll T AL
Title and name -Signature
a3 he™ NG "7 LL=7
Title and name Bignatune

PO DA ECF AN LD endif® WANTE  TIC T AHNTLE 0RY WFYS hbemes P43 Aemd L 0-TETFANY
UL MAE @EF PRCA HemE WILLCPAT FRLA AT AR @EF FPCA HesE DAANT UL OTizF@ MFLAPT hAFY
ANET PLAECT P ALTE A PSS om-PTF mOES LCenm 2 URFRS ARLST BFAAG

.Hﬁ:lnthlr:.lsewhenI:he\:I-Iﬂ-mtlsunderthemﬂﬂmhunimmﬂwdmwmmmwhﬂﬂlﬂw
Guardian/proxy will sing on behall of the patient. if parent/guardian/proxy is not svailable to sing, the health care practitioner will sing
in their stead, if the aperation is mandatory and urgent a5 a life saving maasure,
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"GENERAL HOSPITAL
Pre-Op Checklist
HOSPITAL NO. LWHD. DEPT.
MNAME AGE SEX
Physician's Name: Name of Dperation:
Pre-Op Vital Signs Anesthasia
Date: Tirne: Problems with anesthesia in the past
T O Oral CAx CRectal OTym 1 Yes = No
P Jmin
R: Jmin If yes, please describe
Bp: CRtArm  CieArm
Weight Kg Hight Cm
Review [¥-Yes, N-No, N/ A-Not applicable) Allargies
OYes cNo
History & Physical oy = COM/ A
Operation Consent oy ON COM/A | If yes, pleasa describe
I0 Checked ay CON COM/A | Medication:
Operation Site Verified oy N COnN/A | Food:
Voided or catheterized ~ CY OM ON/A | Medication taking et present
NPO(sice ] DY ON CN/A| COYes CiNo
Pre-op enama (=) on OO/ A
Pre-op medication ordered CY ON cIN/A | i yes, please describe
Mame Dosa,/ Route Last Dosa Time
Pre-op Medication
Name,/ Route: ____Given Tima
Diose: Give Nursa:
Others Lab Result in Chart
CBC oY N CON/A
Dentures 1 Remiowed I N/A] Blood Group oY CON CN/A
Glasses/Contact lans O Removed I M/A| Chest X-ray oy ON Onya
Hearing aids I Remaoved O NyAl USA oy On CN/A
pewelry ClRemoved O mny/a| EKG Oy ON ON/A
Manicure O Remoued O N/A| Other [ 1 Oy OnN SnNsA
xhers| ] I Remaved O N/A
Murse's Name
Murse's Signature
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(Copied directly from the patients document)
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Annex 8: List of Addis Ababa Hospitals

L PLTF Peudnd- PIPOT AT hEd-i

s PALVEE (7™ NAl #TC

1, ETE AN PE A 011-123-42-72 i
2, el 12 FVEA 011-155-30-66/011-156-65-11

a. N TR g ) 011-155-33-99 -
4, Har&ok on O AT 011-551-80-B5

5. |2 e OE PRT A 011-551-B1-B5

6. | TeN LAY UNTIA 011-434-23-06
(7. B LR 011-551-12-11
| B. REN Ao PNEAA 011-276-83-03

9. LENYT ANF AL 011-551-32-05 ]
10 MR PAOTE IPRT A 011-213-15-16 )

1. | 7an ratra 011-515-50-17

12, | MC pRAT PNEFA [ 011-371-20-20

13. PEO ATCN FVESA [ 011-551-32-05
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