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Abstract

Background Informed consent (IC) represents one of the fundamental rights of patients in healthcare. An essential
aspect of the IC process is providing patients with equal access to information to enable them to make the right
decisions. However, failure to obtain IC undermines patient autonomy, lowers patient satisfaction, increases risks, and
negatively affects the patient’s trust in healthcare providers. This study aims to evaluate the surgical informed consent
(SIC) process from the patient’s perspective both for emergency and elective surgeries in obstetrics/genecology in
Saudi Arabia.

Methods This is a quantitative cross-sectional study. The study population included all hospitalized female patients
who had undergone obstetric or gynaecological surgeries, from February 2021 to March 2021. The total sample size
was 156 female patients.

Results Most of the participants were married (96.2%) and unemployed (80.1%). The most performed surgery was
caesarean Sect. (84%). Most of the patients were satisfied with their SIC experience which represents over 85%. No
significant difference has been found between the elective and emergency surgeries. However, person-in-charge of
SIC administration and the time provided to sign the IC were deemed to be significant predictors.

Conclusion Based on the findings, it is recommended that physician take responsibility for the SIC administration
rather than an unknown provider. It is also recommended to provide the patients with adequate time to understand
the SIC. Furthermore, ensuring the availability of emotional support is critical for enhancing the patient experience.
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Background

Overview and definitions

Informed consent (IC) is a legal and ethical document
that represents one of the fundamental rights of patients
in health care. Informed consent “is probably the most
revolutionary, the most rudimentary, the most misunder-
stood and misused term in all of health law and bioeth-
ics” [1]. The patients’ rights movement has been working
on establishing an intercorrelated relationship between
patients and healthcare providers (HCPs) to ensure that
patients are aware of health-related information, receive
the required education, and are familiar with their social
rights [2]. Moreover, patient rights emphasize equal
access to healthcare by all patients as well as compliance
of the HCPs with ethical standards in the required care
provided to patients [3]. This includes having patients’
rights standards based on the type of service provided by
the health care facility. For example, if there is no surgery
unit, a consent form will not include a section for this
service [3].

The general concept of patient IC involves “voluntary
authorization, by a patient or research subject, with full
comprehension of the risks involved, for diagnostic or
investigative procedures, and medical and surgical treat-
ment” [4]. IC guarantees patient autonomy in choos-
ing the preferred treatment with adequate knowledge
regarding the surgery to be performed [5-7]. The process
of obtaining IC should ensure that the patients under-
stand the treatment, care, services, and procedures they
will have to undergo [8]. Furthermore, IC is considered as
a legal document that protects HCPs from legal liability
[9].

This study focuses on surgical informed consent
(SIC) as a distinct type of the IC and its role in enhanc-
ing patients’ experience, improving patient satisfaction,
and improving the quality of services [6, 10]. The SIC is
defined as “a client’s right to receive adequate and per-
tinent information that allows the client to fully under-
stand the proposed surgery, including possible benefits
and complications” [7].

Although SIC has been extensively studied in litera-
ture, the actual implementation is still lagging [7, 11, 12].
Information provided by the HCPs should be in a com-
mon and clear language and sufficient time should be
allocated to allow the patients and/or their guardians to
discuss unclear steps or information regarding the sur-
gery [9]. A well-executed SIC signed by a patient who
has been properly informed is essential to every surgical
intervention [8].

Failure to obtain SIC undermines patient autonomy,
lowers patient satisfaction, increases risk, and negatively
affects the patient’s trust in the surgeon [12, 13]. If the
surgical procedure results in an undesired outcome, the
patient-physician relationship may deteriorate which
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could lead to an assault or battery [13, 15]. In addition, a
lack of proper documentation of SIC may result in a phy-
sician being sued for disciplinary actions [4, 9, 14].

On a national level, the Patient Experience Centre in
collaboration with the Patient Safety Centre in Saudi Ara-
bia has published an IC manual for Saudi healthcare set-
tings [16]. The ethical elements of IC information sharing
involve ensuring that a patient understands the treatment
plan, is aware of all available options, understands the
importance of their opinions, and is an integral part of
the team in shared decision making [16].

Surgical informed consent

Existing literature on SIC has reported smaller propor-
tions of patients who feel that physicians provide them
with all necessary information about their surgery [17,
18]. One study found a significant difference between
physicians and patients reports of the amount of infor-
mation provided regarding the surgery [18]. In this study,
patients were asked for their opinions on the information
they received during the outpatient visits before the sur-
gery [18]. In fact, patients’ view before the surgery could
affect their ability to evaluate the surgery information.
However, this study has not reached a conclusion regard-
ing the real quality of the entire SIC process [12].

The knowledge provided for the IC differed from one
setting to another. Variations in the amount of informa-
tion provided for surgery have been reported in previous
studies. Kirane et al. (2015) and Weckbach et al. (2016)
reported that little information was provided to patients
regarding the surgery while Hallock et al. (2017) and
Yildirim et al. (2014) reported that a large amount of
information was provided [5, 19-21].

In other studies, patients reported receiving better
verbal explanations about the planned surgery [22-24].
Ochieng et al. (2015) have concluded that even if the
physician gives good verbal information about the sur-
gery, only 50% of the physicians allocate a suitable time
during the discussion to answer patients’ questions [23].
Furthermore, researchers have found that only 50% of the
patients read the SIC form thoroughly [22]. Two studies
have found that a high percentage of the patients could
not recall the information provided to them [22, 25]. In
addition, some patients reported they did not have suf-
ficient time to sign the SIC given within 24 h before the
surgery [22].

In obstetrics and gynecology, a study has reported that
only 53% of the physicians discussed possible alternative
treatments with the patient [26]. Although 94% of the
physicians asked the patients whether they had any ques-
tions, only 32.7% confirmed that the patient understood
the information by asking them to repeat it [26]. Fur-
thermore, 90% of trainee physicians were not sure about
the surgical risks involved when discussing the SIC with
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patients. However, most of the participants in this study
were female physicians, which affects the generalization
of the result from a gender perspective [26]. In general,
physicians may be biased when they explain the benefits
and potential risks of the proposed surgery [27].

Several studies have reported that only a low number of
patients were dissatisfied due to physicians not explain-
ing the required information [5, 22, 23]. In addition, one
study reported a significant association between the
information and awareness of SIC and the success rate of
the operation and patient satisfaction [5]. Shemesh et al.
(2019) have reported an association between high levels
of education and employment status to patient satisfac-
tion. However, no associations were identified between
patients’ demographic characteristics and satisfaction in
these studies [28].

A qualitative study by Gabay & Bokek-Cohen (2020)
stated that patients prefer personalized information tai-
lored to their needs [17]. While they argue that there is
time available for discussion, it was found that physicians’
behavior regarding explanations was below expecta-
tion, both in terms of time and emotion [7, 24, 29, 30].
All these studies reported the importance of time spent
on the SIC process. Other factors found to have effects
on the SIC process are patient participation and parents’
involvement [24], patient education [24, 30], the environ-
ment, and the opportunity for clarification for the patient
[7], and the amount of information provided [5, 29].

However, IC research is scarce in Saudi Arabia [31, 32].
One study found that 37% of the patients perceived IC to
be a shared decision; 50% believed that it is to inform the
patient; 45% think that it is to help the patient to decide;
and 40% believe that it is to ensure that the patient under-
stands the surgery [32]. However, the participants in this
research scored their experiences within six months of
having surgery. This can be viewed as a limitation of this
study since such a long timeframe could affect the accu-
racy of patients’ recall of their experience. In a different
study, researchers have found that only 54% of patients
were satisfied with their experience, and almost 50% eval-
uated the quality of IC as poor [31].

Elective versus emergency surgery

Several studies found some differences in the SIC pro-
cess for elective and emergency surgery. First, the over-
all quality of SIC was affected by the urgent nature of
the surgery required [28]. Second, patients who undergo
emergency surgery have less understanding than those
who have elective procedures due to the urgency, the
life-threatening nature of the patient’s condition, and
the little time allocated for patient discussion [28, 30]. In
Lemmu et al. (2020), most of the patients had had emer-
gency surgeries, and there was no clear statistical com-
parison between the two groups [30]. The patients’ ability
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to recall the SIC process, and to read the SIC form, and
patient satisfaction were low with emergency surgeries
[29, 33].

One of the earliest studies comparing elective and
emergency surgery patients was conducted by Khan in
2012 [29]. However, the surgery performed in the two
groups differed, which affected the comparison due to
the differences in the information obtained. Two studies
conducted in obstetrics and gynecology settings found
contradictory results [7, 34]. Teshome et al. (2019) found
no statistical difference between emergency and elec-
tive cases [7], while Peri¢ et al. (2018) had the opposite
result [34]. Researchers identified patient illness, analge-
sic medication, and fatigue as factors associated with low
patient comprehension in emergency surgeries [33, 34].

The previously discussed literature shows how SIC
is currently practiced nationwide and on an interna-
tional level. Furthermore, it shows that patients desire
to be more involved in SDM. However, there is a clear
gap between the information provided and the amount
of information the patients want, as well as the level
of involvement they prefer versus their actual level of
involvement [17]. In Saudi Arabia, the literature seemed
sparse, with only a few articles that discuss some aspects
of the SIC process [31, 32, 35-37]. None of these arti-
cles addressed SIC for surgery in the inpatient setting.
Obstetrics and gynecology settings are complex environ-
ments [38]. Thus, they should be examined.

This study explores and evaluates SIC for elective
and emergency surgeries in the obstetrics and gynecol-
ogy setting. This study will enrich the literature on SIC
in Saudi Arabia. In addition, it will help to identify the
weaknesses in the implementation of these concepts in
practice. Finally, the study will guide improvement plan-
ning, based on the findings and that of other research
in the local area in the obstetrics and gynecology field,
which may differ from what has been found in other set-
tings and countries.

This study focuses on the SIC process in obstetrics and
gynecology settings. These topics were evaluated from
the patients’ perspective. For the SIC, the issues dis-
cussed in the following section were considered.

These research data were obtained by eliciting patients’
recall of their experience during the SIC process for
obstetric and gynecologic operations, which is consid-
ered to be an effective method to judge the SIC process
[8]. The obstetrics and gynecology setting was selected
because it has not been widely covered in the literature,
compared to other specialties. Furthermore, this spe-
cialty may be different because of the urgency of some
operations, such as under conditions that are consid-
ered to be potentially life-threatening to the patient or
the fetus during pregnancy and delivery [39]. This study
aimed to assess the experience of the SIC process from
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the patient’s perspective both for emergency and elective
surgeries in obstetrics/gynecology in Saudi Arabia.

Methods

Research design

The study design is a quantitative cross-sectional study.
The null hypothesis examined in this study is that there
was no differences between the patients experience
undergoing elective surgery and those who had emer-
gency surgery. The data used to answer the study ques-
tions are primary data, gathered with an electronic
questionnaire from the patients who met the study inclu-
sion criteria. The data were analyzed by calculating the
frequencies and percentages to describe the data and chi-
square to compare the study variables. The independent
variables in this study are patient nationality, age, level
of education, employment status, marital status, sur-
gery title, and type of surgery. The dependent variables
were divided into many domains, starting with factual
and procedural questions; reading and understanding
the consent form; physical and emotional status of the
patient at the time of SIC form signing; patients’ agree-
ment to signing the SIC; and patients’ view on the impor-
tance of particular issues in the SIC process.

Study setting

The study was conducted in a specialized governmental
maternity hospital in the eastern region of Saudi Arabia.
The hospital has a 400-bed capacity. Different types of
obstetric and gynaecologic surgeries are performed in the
study setting, based on the patient’s diagnoses and condi-
tions. The average number of major Obstetrics and Gyn-
aecology surgeries performed in the hospital in a year is
around 2200 surgeries. The surgeries were scheduled for
all the elective cases, while emergency surgery would
be decided on and performed based on the patient’s
condition.

Participants

The study population included all hospitalized female
patients who had undergone obstetric or gynaecologic
surgery, whether elective or emergency. The partici-
pants were aged 18 years old and above. All hospitalized
patients scheduled for major obstetric or gynecology
surgery in the study period had an equal opportunity to
participate in the study. The following patients categories
were excluded from this study: (1) non-Arabic speakers,
(2) critically ill patients, and (3) isolated patients. It was
made clear to all participants that participation in the
study was anonymous and voluntary, answers would be
treated confidentially, and participation would not affect
their hospital treatment plan.
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Sample size

The sample in this study was all patients who under-
went surgery during the data collection period (1 Febru-
ary 2021 to 17 March 2021). All hospitalized patients for
major obstetric or gynecology surgery in the study period
had an equal opportunity to participate in the study. All
of them were asked if they would like to participate and
the study participants included all those who agreed to
participate and who were within the criteria included in
the study. The sampling technique used was a convenient
sample, including all patients who met the inclusion cri-
teria and would voluntarily complete the questionnaire
[40]. This resulted in a sample size of 156.

Data collection methods

Instruments

The data were collected with an electronic questionnaire
using a tablet, which consists of three main parts. The
first section involved the patients’ data. The second con-
tained questions on the informed consent process and
the importance of the process to the patient.

The first part of the questionnaire was developed based
on similar topics and questionnaires in the literature.
The second part was derived from a previous study that
examined the differences between the patient experi-
ence in elective and emergency surgeries [34]. This ques-
tionnaire was chosen because it was comprehensive and
covered many aspects of the informed consent process.
The original questionnaire used in the Peri¢ et al. (2018)
study [34] was developed based on research conducted
by Akkad et al. (2004), which was created with panelist
participation and piloted before starting the actual data
collection [41]. The last part was derived from another
study, and it focused on patients’ involvement in the
decision-making process for their treatment plan [42].
This part was tested for internal reliability and face valid-
ity in two stages, and it was translated from German to
English by two language experts [42]. The final version of
the questionnaire used in this study can be found in the
supplementary material.

Validation process

As the questionnaire was intended for distribution to
patients who use Arabic as their first language, there was
a need to translate it from English to Arabic. Two experts
in the English and Arabic languages did the translation.
The translation process consisted of two steps. The first
step was translating the original English questionnaire to
the Arabic language by one of the experts. The new Ara-
bic version was then sent to the second expert via email
to translate it back to English to validate the translation
and ensure that the language was correct and under-
standable. Independent reviews of the original and the
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re-translated version were performed to ensure the accu-
racy of the wording.

Content validity

The content validity of the questionnaire was assessed by
eight experts who were considered acceptable for a con-
tent validity assessment [43]. The participating experts
were from both academic and healthcare backgrounds.
The validation instrument consisted of two main sec-
tions. The first part contains questions for the expert
regarding the relevance of the questions in the question-
naire to the study purpose, the clarity of questions, and
the ease of responding. The second part contained an
open-ended question requesting the expert’s comments
on the tool, the sequence of the questions, the length of
the tool, and any other comments on how to enhance the
benefits of the tool. In addition, the scale-level (S-CVI),
item-level (I-CVI), and average deviation mean index
(ADm) were assessed [44, 45].

Reliability and validity result

Eight experts participated in the content validity study;
four are in an academic field and four are employed in
a hospital. The S-CVI score was 0.9, which is acceptable
according to Lynn, (1986) [45]. Three questions in the
I-CVI that scored 75% or less were removed. The clar-
ity of the questions was also evaluated. Fifteen out of
36 questions were modified, based on the clarity scor-
ing [43]. To evaluate the interrater agreement for the
Likert-scale items, ADm was calculated, and this calcu-
lation resulted in acceptable scores (for questions with
1 answer>0.1, 2 answers>0.3, 3 answers>0.5, and 4
answers >0.69) as maximum [44].

Internal consistency

The internal consistency was performed with Cronbach’s
alpha to measure the reliability of the study instrument.
The Cronbach alpha test was performed on the study
instrument to test the reliability of each scale to measure
what it was intended to measure. The questionnaire had
three scales (reading and understanding the SIC; and the
importance of the SIC process to the patient. The result
of the Cronbach alpha test for the first scale was 0.8, indi-
cating a good level, 0.69 for the second scale, indicating
an acceptable level, and 0.8 for the third scale [46].

After ensuring the validity and reliability of the ques-
tionnaire, the data collection phase commenced. Eligible
patients were approached, and after they had read the
study consent form and agreed to participate in the study,
they were asked to complete the questionnaire after the
surgery to ensure that they had undergone the SIC pro-
cess experience. Moreover, the questionnaire had to be
completed within 14 days of signing the surgery consent
form. The participants were asked to read and answer the
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questions by themselves, or the researcher would read
the questions and record the answers.

Ethics and limitations

Ethical approval (Number IRB- PGS-2020-03-432) was
obtained from the institutional review board at the Imam
Abdulrahman bin Faisal University. A limitation was the
time constraint, which resulted in collecting the data in
a shorter time and effect the sample size as well as using
convenient sampling as a sampling methodology.

Data analysis

For the statistical analysis of the data, the Statistical Pack-
age for Social Sciences (SPSS) program was used. For the
univariate analysis, the frequency and percentage were
used for all the categorical data. For the bivariate analy-
sis, the chi-square test was used to test the association
between the categorical variables The statistically signifi-
cant cut-point to compare differences between variables
was P-value = <0.05.

Results

Demographic characteristics

The data collection period was from 1 February 2021 to
17 March 2021. During this period, 181 patients were
contacted. Out of the 181, three patients were excluded
because they were not Arabic speakers, and 14 others
were excluded because of serious medical conditions,
which brought the total to 164 patients. Eight patients
chose not to participate in the study. Therefore, the total
number of participants is 156 patients. The response rate
was 95%. A summary of the demographic characteristics
is provided in Table 1.

The highest percentage of the participants 30.1%, were
aged between 31 and 35 years old, followed by 22.4% in
the age group 26-30, and 21.8% in the 36—40 age group.
The majority of patients were Saudi (87.2%). A high per-
centage of the participants (42.3%) had a high school
educational level, followed by a bachelor’s degree level
(32.1%), and 10.3% of the participants had little or no
education. The majority of the participants were unem-
ployed (80.1%) and married (96.2%). The most performed
surgery was cesarean sections (CS) (84%).

Patient experience with the SIC process

The majority of the patients were satisfied with the SIC
process (85.9%). Figure 1 represents the patient satisfac-
tion with the SIC between elective and emergency sur-
geries in Gynecology. Most of the time, SIC was given
by another physician (38%). However, data shows differ-
ent distribution across elective vs. emergency surgeries.
Approximately, 48% of elective SIC were given by the
surgeon compared to only 15% of their emergency coun-
terparts. Details are shown in Fig. 2. Regarding patients’
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Table 1 Demographic characteristic

Demographic variables N (%) Demographic N (%)
variables
Citizen- Citizen 136 (87.2) Resident 20(12.8)
ship status
(156)
Age (156)  18-25 25(16) 36-40 34(21.8)
26-30 35(224) 41-45 11(7.1)
31-35 47 (30.1)  46-50 2(1.3)
56-andabove 2 (1.3)
Level of Elementary or 16 (10.3) Diploma 11(7.1)
education  /ess
(155) Intermediate 11(7.1) Bachelor 50 (32.1)
High school 66 (42.3) Master orupper 1 (0.6)
level
Employ- Employee 31(19.9)  Not-employee 125
ment sta- (80.1)
tus (156)
Marital sta- Single 1(0.6)le Widow 2(1.3)
tus (156)  Married 150(96.2)  Prefernottotell 1 (0.6)
Divorce 2(1.3)
Type of Elective 52(333)  Emergency 104
surgery (66.7)
(156)
Surgery (&) 131 (84) Hysterectomy 5(3.2)
name (156) (S g&fallopian 1 (0.6) Myomectomy
ligation
D&C 4(2.6) Ovarian 3(1.9)
Cystectomy
D&E 1(0.6) Salpingectomy 4 (2.6)
E&C

emotional status, 85% of the patients felt reassured when
signing the SIC. This looks consistent across all surger-
ies. More information is provided in Fig. 3. The overall
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patient satisfaction with the SIC was 85.9%, as shown in
Table 2.

In general, higher percentages of patients who were
satisfied with their experience were scheduled for elec-
tive surgeries, given consent by the surgeon in more than
24 h, and had emotional support as shown in Fig. 4. In
contrast, patients who had a negative experience of the
SIC, were mostly given less than 24 h to sign the consent
and had no emotional support. Further details are shown
in Fig. 5.

Reading and recalling the SIC

In general, only 36.5% of the participant reported remem-
bering at least some of the information provided to them
in the SIC form. 61% of the elective cases were able to
recall at least some SIC information, compared to 24%
of the emergency cases. Only 23.7% of the participants
had read at least some of the written information in the
form. Only 34.6% of the patient reported that it easy for
them to understand the written information in the form
which is similar to the number of patients who read the
form. It was found that between the participant 42% of
the elective cases read and understood the handwritten
section, compared to 14.4% of the emergency cases. Fur-
ther details are presented in Table 3.

The association between the participants’demographics
and the importance aspect of SIC

There were significant differences in the perception of
the importance of SIC based on the demographics data
as shown in Table 4. The importance of having someone
check patient understanding was found to differ signifi-
cantly between age groups, with X*=21.7 and p-value
of 0.001. In addition, participants’ opinions about the

Patient Satisfaction with the SIC Process (Elective vs. Emergency)

100.0%
90.4%

90.0% 83.70%
80.0%
70.0%
60.0%
50.0%
40.0%
30.0%
20.0%
10.0%

0.0%
Very Satisfied/ Satisfied

m Elective

5.80%

Neither Satisfied nor
Dissatisfied

13.50%
3.80%
|

Dissatisfied/ Very
Dissatisfied

2.90%

Emergency

Fig. 1 Patient satisfaction with the SIC process between elective and emergency surgeries



Al-Meshkhas et al. BMC Medical Ethics (2025) 26:33

Page 7 of 13

Distribution of Person-in-charge of IC Administration

60.0%

50.0% 48.1%

. 0

40.0%

20.0%

10.0%

0.0%
The surgeon

H Elective

Fig. 2 Person-in-charge of the SIC administration

36.5%

Another Physician

38.5%
34.6%

15.4%

Other/ not sure

Emergency

Patient Emotional Status When Signing the Consent Form

100.0%
90.0%
80.0%
70.0% 65.4%

60.0%

48.1%
50.0%

40.4%

40.0%

30.0%
17.3%

Unwell

20.0%
10.0%

0.0%
Scared

H Elective

Fig. 3 Patient emotional status when signing the SIC

importance of having an opportunity to ask questions
showed significantly different scores according to edu-
cation (X?>=19.5, p-value of 0.002), employment sta-
tus (X?=4.8, p-value of 0.02), and nationality (X*=5.1,
p-value of 0.02).

Significant predictors of SIC experience

The result shows that more than half of the participants
(34% and 37.8%) reported that the SIC process was done
by their surgeon or another physician, respectively, and
28.2% said that another HCP had done the SIC process
with them. The educational background of the HCP with-
ier physician or nurses who did the SIC process with the
patient showed a significant difference between elective

86.4%
82.7%
7.2%
2.2%
—
Under pressure Re-assured

Emergency

and emergency surgery, with X?=9.14 and a p-value of
0.02. It was shown from this finding that a high num-
ber of patients with emergency surgery get the SIC with
nurses and other staff rather than the physician.

In general, 62.2% of the patients reported they were
given the SIC to read it and sign it in less than 24 h before
the surgery time. Of the emergency cases, 76.9% signed
the SIC within 24 h before surgery, and 83.7% of the elec-
tive cases signed the SIC between 1 and 14 days before
the surgery, which means a significant difference between
elective and emergency surgery of X*=72.6 and p-value
of 0.0001. The patients also expressed that the time allo-
cated to think about the consent form before signing it
was enough for 75.6% of the total participants. Only
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Table 2 Patient experience in both elective and emergency surgeries (bivariate analysis)
Patient experience Total Elective Emergency X2 P-value  Adjusted
N (%) N (%) N (%) =>0.05 P-value
Overall satisfaction with the process Very satisfied/ satisfied 134 (85.9) 47 (90.4) 87(83.7) 2.16 0.339 0678
of giving consent (156) Neither satisfied nor 17.(10.9) 3(5.8) 14(13.5)
dissatisfied
Dissatisfied/ very dissatisfied 5 (3.2) 2(3.8) 3(29)
Who asked you to sign the consent  The surgeon 53(34) 25 (48.1) 28 (26.9) 9.14 0.010* 0.02*
form (156) Another Physician 59 (37.8) 19(36.5  40(385)
Other/ not sure 44 (28.2) 8(154) 36 (34.6)
When did you sign the consent > 24 h before operation 97 (62.2) 10(19.2) 40 (76.9) 726 0.000* 0.000*
form (156) <24 h before operation 50 (32.1) 87(83.7) 10 (9.6)
Not sure 9 (5.8) 2(3.8) 7(6.7)
Was the amount of time you had Enough 118 (75.6) 49 (94.2) 69 (66.3) 14.8 0.002* 0.004*
to think about the consent form Not enough 28(17.9) 2(3.8) 26 (25)
before you signed (156) Too long 3(1.9) 0 329
Not sure 7 (4.5) 1(1.9 6 (5.8)
Did you have a partner/ relative/ Yes 34 (21.8) 22 (42.3) 12 (11.5) 19.2 0.000* 0.000*
friend with you when you signed  No 122(78.2) 30(577)  92(885)
the consent form (156)
Emotional and physical factors
Feeling in pain, unwell, drugged, Yes 77 (49.4) 9(17.3) 68 (65.4) 32.05 0.000* 0.000*
tired, or exhausted at the time of No 79 (50.6) 43 (82.7) 36 (34.6)
signing the consent form
Feeling scared or frightened by Yes 67 (42.9) 25 (48.1) 42 (40.4) 0.83 0.360 0.72
signing the consent form No 89 (67.1) 27 (51.9) 62 (59.6)
Feeling under pressure by signing Yes 8(5.6) 1(2.2) 7(7.2) 15 0.220 0.44
the consent form No 135 (94.4) 45 (97.8) 90 (92.8)
Feeling re-assured by signing the Yes 132 (85.2) 43 (82.7) 89 (86.4) 037 0.539 1.078
consent form No 23(14.8) 9(17.3) 14 (13.6)
Patients with Positive Experience with the
Infomred Consent Process (%)
100.0% 94.2%
90.4%
90.0% 83.7%
30.0% 76.9%
70.0% 66.3%
60.0%
48.1%
50.0% 42.3%
40.0%
30.0% 26.9%
19.2%
20.0% 11.5%
10.0%
0.0%
Very satisfied/ IC given by surgeon  >24 hours before Enough Time Family support
satisfied operation
M Elective Emergency

Fig. 4 Patients with positive SIC experience (%)
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Patients with Negative Expereicne of the Informed Consent
Process (%)
100.0%
88.5%
90.0% 83.7%
80.0%
70.0%
57.7%
60.0%
50.0%
40.0% 34.6%
30.000 25.000
20.0% 15.4%
9.6%
10.0% 3.8% 2.9% l 3.8%
0.0% | |
Dissatisfied/ very Uknown Person <24 hours before Not Enough Time ~ No Family Support
dissatisfied Giving IC operation
M Elective Emergency
Fig. 5 Patients with negative SIC experience (%)
Table 3 Reading and understanding the SIC
Reading and understanding the SIC Total Elective Emergency X2 P-value  Adjusted
N (%) N (%) N (%) =>0.05 P-value
Remember at least something about signing consent form Yes 57 (36.5) 32(61.5) 25 (24) 21.02 0.00* 0.00*
No 99 (63.5) 20 (38.5) 79 (76)
Read at least some of consent form—handwritten part Yes 37(23.7) 22 (42.3) 15(14.4) 14.8 0.00* 0.00*
No 119 (76.3) 30(57.6) 89 (85.6)
Found handwritten part of consent form easy to understand Yes 37 (23.7) 22 (42.3) 15(14.4) 14.8 0.00* 0.00*
No 119 (76.3) 30(57.7) 89 (85.6)
Found printed part of consent form easy to understand Yes 54 (34.6) 30(57.7) 24.(23.1) 18.3 0.00* 0.00*
No 102 (65.4) 22 (42.3) 80 (76.9)

Table 4 The association between the participants’demographics and the importance aspect of SIC (the items presented here is the

one that shows significant result)

Important topics to patient

Demographic characteristics

x2 P-value=>0.05/ X2 P-value=>0.05 X2 P-value=>0.05
Adjusted Adjusted Adjusted
importance of having someone check patient understanding Age
217 0.001
0.008
importance of having an opportunity to ask questions Education Employment status Nationality
19.5 0.002 4.8 0.02 5.1 0.02
0.012 0.04 0.04
interest in knowing the details of the surgery Nationality
37 0.05
0.1
knowledge of the possible complications Age
151 0.01
0.08
importance of having time alone before signing the SIC form Education Nationality
14.3 0.01 5.1 0.02
0.06 0.04
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3.8% of the patients who had undergone elective surgery
described that the time to think about the procedure
before signing the SIC form was not enough, compared
to a quarter of the patients who had had emergency sur-
gery, with X? = 14.8 and a p-value of 0.004.

A high number of the participants (78.2%) reported
that they signed the SIC form alone. The study also shows
that there was a significant difference between the per-
centage of patients who had a partner with them at
the time of signing the SIC, based on the surgery type,
42.3% for elective cases and 11.5% for emergency cases,
with X?=19.2 and p-value of 0.000. Half of the patients
expressed that they were experiencing pain or felt unwell,
drugged, tired, or exhausted when signing the SIC; most
of this half had emergency surgery, with X>*=32 and a
p-value of 0.00 between the two surgery types. Although
42.9% reported that they felt scared or frightened when
signing the SIC, 85.2% felt reassured, and only 5.6% felt
pressured.

Discussion

Obtaining SIC has been recognized as a fundamen-
tal part of informing the patient about the surgery. This
study examined the SIC process and the elements affect-
ing it, including the process and the discussion time. The
null hypothesis in this study is that there are no differ-
ences between obtaining SIC for elective and emergency
surgeries. The study found that 85.9% of the patients
reported that they were satisfied with the overall SIC pro-
cess, and 75.6% reported that enough time was allowed
for reading and signing the consent form. The study
also found that 64.5% of the patients received a verbal
explanation regarding the surgery, 49.4% of the patients
reported suffering pain during the SIC process, and only
34.6% of the patients had read and understood the SIC
form.

Patient demographic characteristics were found to be
affecting factors related to evaluating the SIC. Patient
education is one of the demographic characteristics that
play a positive role in the quality of the delivered SIC and
the patient comprehensiveness to the surgery knowledge
[23, 24, 28, 30]. At the same time, a younger patient’s
age was found to be a significant predictor of the qual-
ity of SIC [31]. In a study conducted by Ochieng et al.
(2015) found even more demographic characteristics
that affect the patient perception of the SIC as the region
of the country where the patient lives and the socioeco-
nomic factors together with age and education [23]. Our
study also examined the effect of patient nationality and
employment status and found a relationship between
them and the SIC important aspect.

The HCPs who provide the required information about
the surgery to the patients should have appropriate
knowledge regarding the reasons for, benefits of, possible
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complications of, and alternatives to the proposed treat-
ment. A physician should discuss the patient’s condi-
tion with them and propose all possible solutions, rather
than only presenting information relevant to the option
preferred by the physician [18]. In this study setting,
although 71.8% of the patients had done the SIC process
with either the treating physician or the surgeon who
performed the surgery, which indicates that a reasonable
level of information was provided, 28.2% of the patients
still received the SIC process from nurses or other staff,
who were not recognized by the patients. This indicates
that in this study physicians and surgeons showed more
involvement compared to other studies [10, 34]. The
study also found that there is a significant difference in
the job title of the HCP who gives the SIC form between
elective and emergency surgeries, indicating that the phy-
sicians depend on nurses or other HCPs to provide the
patient with surgery information in emergencies which
may result in receiving less information than elective sur-
gery. A contradictory result was found in one study that
was performed in Bosnia and Herzegovina which found
that 83% of the patients do the SIC process with the
nurses [34]. While in two other studies, a high percentage
of the patients did not recognize the staff member who
did the SIC process with them, 76.3% by Ochieng et al.
(2015), and 51% in a study by Dogan (2015) [10, 23].
More than 60% of the patients (62.2%) in our study
declare signing the SIC form less than 24 h before sur-
gery; out of these patients, only 19.2% were elective
cases, while the majority (76.9%) were emergency sur-
geries. A similar result was found in a study conducted
in an obstetrics and gynecology setting where elective
and emergency surgeries are performed, which found
that 66.8% of the patients signed the SIC within 24 h
before surgery [24]. Talking about time, our study found
that 75.6% of the patients reported having enough time
to read and sign the SIC form. However, some patients
who underwent emergency surgery felt that the urgency
of their cases justified the limited time allowed for the
SIC process. The nature of an emergency condition due
to a life-threatening condition, can affect the process and
shorten the processing time [30]. This may result in the
patient ignoring the time inadequacy and assuming that
the SIC is just a tool for informing the patient about the
selected treatment by the physician, as was found in one
study where 50% of the patients reported that their deci-
sion was not valuable since the physician made the treat-
ment decision [31]. The short time allocated by the HCPs
implies that the SIC process did not receive the appropri-
ate attention in execution, especially in emergency cases.
A recent qualitative study that explored the patient’s pref-
erences before the surgery stated that patients tend to
think that, although there is sufficient time available for
a physician to discuss the issue with them, they did not
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receive the required information [17]. Another aspect
of patient experience in this current study, is that only
21.8% of the patients had an accompanying partner to
discuss their decision with them, which is due to the hos-
pital temporary policy at the time of the study aimed to
minimizing the risk of spreading the COVID-19 infection
by asking patients to attend without their partners. In
general, patients in this study setting had a similar expe-
rience during the SIC process to what was found by Peri¢
(2018) [34].

Furthermore, the study shows that patients undergoing
emergency surgery were in more need of an accompany-
ing partner or a relative to be involved in the decision-
making and were less demanding in asking questions,
which differed significantly from those who underwent
elective surgery. Al Abdullah et al. (2017) reported that
SIC was important for different aspects, and of the par-
ticipants, 75% agreed that it was important to understand
the surgery information, 62.1% to explain the diagnosis,
and 61.4% to disclose the risks of an operation [35].

The HCPs should discuss possible complications and
alternatives with patients in the outpatient setting, which
will help to reduce the knowledge gap for emergency
cases. With almost nine months for a normal pregnancy,
the result of patients having knowledge, understanding,
discussing, being involved in the treatment plan, and
choosing their preferred treatment plan should result in
a higher score than for patients with acute conditions
in other medical specialties. Increased efforts to involve
patients in their treatment plans were recognized in the
literature to positively contribute to higher patient satis-
faction [27, 47, 48].

Study limitations

This study had some limitations which might affect the
external validity of the research and the generalizability
of the findings. Since most of our patients had CS sec-
tions, findings might not be generalizable to other obstet-
rics and gynaecology patients with different types of
surgeries and medical interventions. Other factors that
could further affect the external validity and generaliz-
ability of this study’s findings also include the smaller
sample size and the brief data collection period.

In addition, since this study was conducted in a gov-
ernmental hospital, the patient demographics may have
affected the results, so a further investigation should
be undertaken to identify possible differences between
patients in government and private hospitals because
patients’ economic status treated in governmental hospi-
tal may vary from those who seek a private hospital. A
further observational study should be done to examine
the extent of the information provided to the patient by
the physician, based on the SIC standards.
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Conclusions

This study was designed to explore SIC in the obstetrics
and gynecology specialty from patients’ perspective. The
study examined the SIC process and explored possible
differences between patients’ experiences in elective and
emergency surgeries. In general, the study found that the
written information is not essential to some patients as
they did not read it while they still satisfied, highlight-
ing that patient-physician communication is critical for
the SIC process. Regardless, the SIC form should contain
all the surgical information necessary to guide the physi-
cian in providing the required knowledge for the patients
[49-51]. The study found that the type of surgery, elective
or emergency, affects many aspects of the patient expe-
rience. The patients undergoing emergency procedures
had less attention during the process of obtaining the
SIC in terms of who discuss the surgery to the patient,
the time period of receiving the information before the
surgery, the adequacy of time needed to read and sign the
SIC and the need for family support. However, patients’
medical conditions should not be a barrier to providing
them with the required information for SIC. The study
also found that the highest education and the younger
patient age were associated with a higher need for more
quality process in obtaining the SIC. The study findings,
however, have limited generalizability due to the smaller
sample size, brief data collection period, and type of set-
ting where the study was conducted.
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