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Abstract
Introduction: there are many studies regarding informed consent in clinical trials, however, only few studies have assessed
adult patient’s knowledge and perception of surgical informed consent in clinical practice. Therefore, the purpose of this study
was to assess knowledge and perception of surgical informed consent and associated factors among adult surgical patients
in Gondar University Comprehensive and Specialized Hospital, Northwest Ethiopia, 2018 

Methods: responses from 312 postoperative adult surgical patients was taken using pretested structured interviewer
administered questionnaires for one month. 

Result: there were a total of 302 respondents, (40% males and 60% females). More than half, 178 (59%) were in age groups of
31-43 years. Of the study participants, 193(63.91%) of them had poor knowledge and 155(51.3%) had poor perception about
surgical informed consent in the study area. On the other hand, living in urban, being higher educational status and having
past history of surgery were positively associated with good knowledge of patients towards surgical informed consent while
being urban, higher education, being ophthalmologic patient & receiving consent from physician were positively associated
with perception of patients regarding surgical informed consent. 

Conclusion: majority of the study participants had limited knowledge and poor perception about surgical informed consent.
Adequate preoperative health education for patients should improve patients’ knowledge and perception.  

Keywords: Gondar University Comprehensive Specialized Hospital, Knowledge, patient  perception, surgical informed consent

Background
Surgical informed consent is the process whereby patients are informed of all the necessary information about health care
and subsequent treatment plans, risk, and alternatives. An informed consent is built by competent patient to make decision
about his/her surgical procedure with enough information which is clear and understandable and valid unless the patient’s
disease has not been changed, and or no new �ndings that may change the planned procedure are revealed(1). Whatever it is,
the patient has still full right to refuse the treatment, called informed refusal, but the reality is not true in clinical practice (2, 3).

Informed consent is an ethical and legal obligation for the physicians to communicate to the patient and results in the
patient’s agreement to undergo a medical procedure. It is taken as a safety tool for both patient and the surgical team and
Informed consent originated from legal and ethical principles ;this is done by improving patients’ knowledge and perception
about informed consent process that enables the patient to decide on their surgical procedure freely and intentionally without
enforcement(4).

However, now a day (starting from 20th Century) informed consent had been recognized as an issue in surgical health care
services (5). Evidence shows that Patients often feel powerless and vulnerable and it is a proven fact that patient’s awareness
of legal and ethical issues related to the consent process is often limited. The informed consent process should be seen as an
invitation to him to participate in his health care decisions(6).

Patients’ perceptions of what constitutes informed consent are diverse and many patients undergo surgery without knowledge
of even the identity of the surgeon or the reason for the surgery. Based on this literature  poor knowledge and perception  about
surgical informed consent process leads to poor patients’ participation in informed decision making leads to loss of patient
autonomy(7).

Signing a surgical informed consent has many bene�ts including increase patient cooperation, protects patient’s autonomy
thus minimizing surgical complications and increasing the chances of successful defense against possible medico-legal
cases (7-9). However, a systemic review on surgical informed consent revealed that substantial weaknesses and omissions of
SIC are evident and the current elements of the SIC process are largely neglected in daily practice. Based on this evidence
preconditions are ignored, information is incomplete, and the consent itself is not an accurate re�ection of the patient’s
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authorization; in the media surgeons are blamed for making mistakes and people are encouraged to ‘‘sue for every fault their
surgeons make,’’ leading to an increase in medico legal claims. However, it should be realized that most legal cases are not
due to failures in treatment but due to failure in communication during consent before surgery is undertaken(10).

Some literatures stated that patients had poor knowledge and perception about surgical informed consent process and they
have to be informed of the reason for operation, success of the operation, alternatives of the treatment, what would happen
during the operation, for how much the operation would take, precautions after the operation and information on post
treatment/post-operative/ care and free and willingness of the overall consent before consent is signed (11, 12).     

Lack of patient’s knowledge and poor perception on surgical informed consent compromise shared decision making between
the physician and the patient, increase the likelihood of a patient safety incident, patient anxiety and generally result in
postoperative patient dissatisfaction(13). 

Literature shows that patients with no formal education are unable to understand the information provided during informed
consent process this indicates the presence of gap in health education during consent process(4).  Even though evidence
suggested that every surgical patient should be informed by the surgeon about the proposed surgery prior to obtaining
consent form, but still patients are not aware and the reality is not true in clinical set up especially in developing countries(14).

Therefore, informed consent for surgery is expected to be more detailed as compared to general medical care and the
appropriate pre-operative counselling during informed consent process �lls the gap of patients’ knowledge & perception
towards consent and this will not only help to strengthen the patient-doctor relationship but also protect the doctor against
medico-legal risks(8, 15).   

According to Ethiopian guidelines developed in Addis Ababa in April, 2016 of Medical Ethics for doctors in Ethiopia, under
article 26, recommends that “It is the duty of the doctor to inform the patient about the treatment (Including surgical
procedures), she/he intends to carry out. The doctor is always obliged to obtain a written consent of the patient before
carrying out procedures. In the case of minors or persons who are unconscious or of unsound mind, the necessary consent
should be obtained from parents or legal guardians, if there is no other legal provision”(16), but in practice, patients are not
well informed about their overall treatments as result of suspicion of health care workers about patients against consent if
their treatment risks were informed as result of poor knowledge and perception about informed consent. 

In the study area there is poor perception and limited knowledge regarding surgical informed consent among patients, during
the clinical practice, that patients sign the informed consent as a medical obligation for surgery and thought that the decision
making regarding their treatment is the physician deal rather than their own rights.

Although studies showed that an informed consent during a surgical procedure leads to positive postoperative outcome, but to
the researcher, the patient’s knowledge and perception and factors towards the surgical informed consent is not known in
Ethiopia. Therefore, this study will assess patient’s knowledge and perception towards informed consent for surgical
procedures in Gondar University Referral comprehensive and specialized hospital.

Methods
The study was carried out in Gondar University Comprehensive Specialized Hospital, found in Gondar, Ethiopia. Gondar is one
of the ancient city in Ethiopia, located 750 km Northwest of Addis Ababa. According to the 2007 Ethiopian census report, it has
a total population of 206,987 and more than half (108,902) of them were female(31). The town is divided in to 12
administrative areas; there are two hospitals (1 referral and 1 defense hospital), eight health centers and one NGO clinic. The
study was conducted at Gondar University Comprehensive and Specialized Hospital (GUCSH) (surgical ward, orthopedics
ward, trauma unit, ophthalmology unit, Fistula center and Gynecologic (Maternity) wards). The Hospital is a referral and
teaching hospital found in Gondar town, Ethiopia.
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The source population were all adult surgical patients in Gondar University Comprehensive Specialized Hospital, Northwest
Ethiopia, 2018. While the study population were all adult post-surgical patients admitted in Gondar University Comprehensive
and Specialized Hospital surgery wards during the data collection period.

All adult post-surgical patients available in GUCSH surgery wards during the study period was included in the study; and
patients who are not fully conscious at a time of data collection and patients with post-operative complication at a time of
data collection were excluded from the study.

The actual sample size for the study was determined using single population proportion formula taking assumption 50%
proportion to maximize the sample size (and since this study is new and the �rst time in the area even in Ethiopia); with 95%
con�dence interval (1.96); α=0.05 ;5% marginal of error (5%).

n=(Zα/2)2 p(1-p); Therefore, n=384

                             d2              

Reports on annual surgical operations of the institution on Gondar University Comprehensive and specialized Hospital
(GUCSH) information and statistics center shows that as a summary 4,632 surgeries were done per year in the year of 2017.
When this value evenly distributed in months, on average 1,110 (N) surgical patients undergone major surgery in the Hospital
within one month.

As N=1,110, which is <10,000, then we could apply reduction formula, Nf=n/[1+(n/N)] = nf = 384/ (1+384/1,110) =284; by
adding 10%(28) non-response rate the �nal sample size became 312.  

Strati�ed sampling technique was used as sampling strategy and the study participants were divided into different strata
according to the surgical specialties. By allocating the sample size proportionally in each surgery wards of GUCSH (surgical,
orthopedic, obstetrics and gynecology, Fistula, ophthalmology and trauma unit), a Systematic random sampling technique
was used as sampling strategy to collect the study participants in each ward by calculating a constant ‘k’ skip interval.
Therefore, every surgical patient would have equal chance of being selected in the study

Good knowledge about surgical informed consent if s/he answered knowledge questions with a median of >12.5% otherwise
having poor knowledge(2, 32); good perception about surgical informed consent if s/he answers perception questions with a
mean score  > 62.04% and otherwise they were considered as having poor perception towards surgical informed consent(2,
32).  

A pretested structured interviewer administered questionnaires adapted from Ahmed S. et al  in Egypt (32) was used as a
standard tool. The reliability coe�cient (Cronbach alpha) analysis of the research instrument was calculated to keep internal
consistency (for knowledge=0.82; perception=0.79)

The questionnaire has 5 sections: -

Section A: sociodemographic data: which includes the personal descriptive data of participations.

Section B: - Knowledge questions. The response was rated on yes/No question whereby the one who answers yes was
considered as correct and had good knowledge otherwise poor knowledge. The overall score was calculated in percentage.

Section C: - Perception Questions, the response was rated on a Likert scale whereby the most favorable answer gets a higher
score and less favorable a lower score and the overall score was calculated in percentage. The minimum possible total score
for level of perception will be 10 and the maximum possible score is 40.

Section D: -Clinical related factor questions

Section E: -information and health care worker related factors
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Data was collected by using a pretested structured interviewer administered questionnaire in surgical ward, orthopedics ward,
trauma ward, Gynecologic & obstetrics ward, Fistula center and ophthalmology unit at GUCSH. A total of three clinical Nurses
were participated for data collection in the study and was supervised by one Bsc nurse.

To ensure quality of data, the questionnaire was prepared in English and translate in to Amharic and then back to English to
maintain consistency. To achieve the reliability, a closed ended questionnaire with the same words, same structure and same
format for each participant, was used to ensure consistency and accuracy of data. Two-day training was given for data
collectors and supervisor on data collection technique. Pretest was done on 5%(16) of sample size outside study area at
Debark Hospital. The data collection process was supervised by supervisor and principal investigator daily.

Data was cleaned manually, entered by EPI INFO version 7 and was exported to SPSS version 20 for further analysis. The
result was expressed by number, percentage, mean and standard deviation. Descriptive statistics were presented by table,
graph (pie chart) and text. Bivariable analysis was used primarily to check which variable have association with the dependent
variable and variables found to have p value of < 0.2 was entered into multivariable analysis for controlling the possible
effects of confounders. The adjusted Odds ratios together with their 95% CI and p-value were computed to measure the
association b/n the dependent and independent variables. Finally, in multivariable analysis, a p-value < 0.05 was considered
as statistically signi�cant in this study.

Ethical clearance was obtained from school of nursing, College of medicine and Health Sciences, and University of Gondar
ethical review committee. Permission letter was obtained from Gondar University Comprehensive and Specialized Hospital.
The purpose and the importance of the study were explained and informed consent was secured.

Con�dentiality was maintained at all level of the study. Participants’ involvement in the study were on voluntary bases and
that they could withdraw at any time if they want. All the information given by the respondents was used for research
purposes only.

Results
A total of 312 post-surgical patients were involved in this study with 302(97%) response rate. Out of the total of respondents,
more than half, 181(60%), of them were females. On the other hand, 178 (59%) were 31-43 years and only 44(15%) of patients
were age >57 years. One hundred and ninety-nine (65.9%) of patients were married and 61(20.2%) were single. more than half,
157(52%) were came from urban area. Regarding the educational status of the study participants, 138(45.7%) of patients were
illiterates (Table 1)

When we see knowledge of study participants, 238(78.8%) of them responded that signing an informed consent is a legal
requirement for every surgical procedure. On the other hand, 230(76.2%) of patients responded that signing surgical informed
consent means waving their rights to any compensation. Similarly, 245(81.1%) of the study participants responded that they
have no right to change their mind after signing the consent. (Table2)

In general, 193(64%) of patients had poor knowledge regarding surgical informed consent with the median of 12.5% + 25 IQR,
mean 19% and SD of 26.071%

According to these study,130(43%)of patients perceived that consent form was important to them; 80(26.5%) strongly disagree
that the consent form made clear what was going to happen to them while 73(24.2%) strongly agree. One hundred and sixteen
(38.4%) of participants strongly disagreed that consent form made them aware of the risk of the operation whereas 70(23.2%)
strongly agreed as they were aware of risk of their operation. The result also showed that 89(29.5%) patients strongly
disagreed that consent form made their wishes known.

Almost more than half, 178(58.9%), of patients perceived that consent form gave the doctors control over what they are going
to do. On the other hand, 174(47.7%) of them perceived as signing a consent did not as such time consuming process to be
prepared for surgery. (Table3)
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In general, almost more than half 155(51.32%) of patients had Poor perception about surgical informed consent with a
median of 60% and mean score 62.04% + 17.83% of SD. The minimum & maximum percentage score was 25% and 100%
respectively.

Bivariable and Multivariable analysis

Bivariable and Multivariable analysis were done between knowledge of adult surgical patients about surgical informed
consent and independent variables. Bivariable logistic regression was performed to assess the association of each
independent variable with knowledge of surgical informed consent. Variables that have p< 0.2 were added to multivariable
regression model to control the effect of confounding.

Applying Bivariable analysis, the result of these �nding showed that 7 variables (marital status, residence, education,
occupation, past surgical history of the participants, source of information, & time given for explaining consent process)
remains associated with knowledge of surgical informed consent. In the multivariable analysis, by adjusting variables, a total
of three variables (residence, educational status of the participant and past surgical history of the patient) were signi�cantly
associated with knowledge of adult surgical patients towards surgical informed consent. Surgical patients who were at
educational status of college and above were four times [AOR=4.25 ;( 95%CI=1.06, 5.10); p=0.042] more likely knowledgeable
than illiterates. On the other hand, participants at preparatory educational level were nearly four times [AOR=3.76; 95%CI (1.94,
5.04); p=0.039] more knowledgeable as compared to illiterates (Table 4).

Regarding factors which affects perception of post-surgical patients towards surgical informed consent, applying a Bivariable
analysis, (9 variables): residence, education, occupation, type of surgery, past surgical history, having information about SIC,
from where the participant gets information, from whom they had taken surgical consent process, and the time given for
consent process were associated with perception of surgical informed consent at p<0.2. When these variables were adjusted
by using a multivariable analysis, to avoid the confounding effect of variables, a total of four variables (residence, educational
status of patients, type of surgery and HCWs who gives consent process) were statistically associated with the outcome
variable. Based on these result, study participants living in urban area were two times [AOR=2.07; (95%CI (1.06, 4.04); p=0.033]
more likely having Good perception than rural dwellers. (Table 5)

A result of this study’s binary logistic regression analysis also showed that a study participant who had completed a
secondary (grades 9-10) school had two times [AOR=2.06 ;( 95% CI (1.70, 3.95); p=0.004] more likely good perception about
SIC than illiterate participants. On the other hand, patients having an educational status of college and above level were
almost nine [AOR=8.9 ;( 95%CI (8.25, 9.82); p=0.000] times more likely have good perception than illiterates.

The odds of having good perception regarding surgical informed in orthopedic patients were decreased by 91% [AOR=0.09 ;(
0.03, 0.3); p=0.000] as compared to ophthalmologic patients. Similarly, the odds of having good perception about surgical
informed consent(SIC) in patients who had taken SIC process from intern practitioners were decreased by 55% [AOR=0.45;
(95%CI (0.26,0.96); p=0.024] than patients received from a senior physician. (Table 5)

 

Discussion
This study was done to assess knowledge and perception of surgical informed consent and associated factors among adult
post-surgical patients in Gondar University Comprehensive and Specialized Hospital, Northwest Ethiopia. Knowing gap of
knowledge and perception about surgical informed consent and then identifying those factors that affect will have its own
contribution to strength decision making ability of the patient in surgical informed consent regarding their surgical procedure.

In this study, we demonstrated that 36.1% (95% CI (30.8, 41.4) of post-surgical patients had good knowledge about surgical
informed consent. This �nding was higher than the study done in Cairo University Hospital, Egypt where 27.3% of surgical
patients were knowledgeable about surgical informed consent(17). This variation might be differences in educational status
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of the study participants that unlike this study majority of participants (61%) in the above study were illiterate. Our �nding was
also different from the study done in Rwanda by Mbonera F. et.al(15) such that eighty-three percent (83%) had low knowledge,
12% had moderate and only 5% had high level of knowledge towards informed consent in surgical procedures. The possible
explanation for this difference might be the difference in study setting and sample size (147) difference.  This result was lower
than study’s done in Nigeria by Sulaiman A. et al(2), where knowledge of patients about surgical informed consent in Nigeria
was high (97.5%). The reason behind these difference might be difference in study setting, population difference and majority
of the respondents (89.4%) had formal education in the above study.

Findings of this result was also different from the studies done in Croatia, by Vucemilo L. et al(20) and England studied by
Akkad A. et al(13), in which half of study population were knowledgeable about surgical informed consent. The reason for this
difference might be sample size (3329) and all study participants were literate in Vucemilo’s study, sociodemographic
variation might also be a possible explanation for this difference with studies at England; in India by Singh A. et al(14) where
the overall understanding was poor in 17%, unsatisfactory in 33%, satisfactory in 32%, and good in 18% of the patients. This
difference might be as a result of differences in sociodemographic characteristics (educational status 20% illiterate) as
compared to our study setting) and or variation in sample size (n=582). On the other hand, the �ndings of this study regarding
knowledge of patients about surgical informed consent was higher than the study done in south Africa by Kalala T. et al(6)
such that the general knowledge of patients about components of a valid informed consent was only 8%. Time might be the
possible explanation for these difference as it was studied in 2008 and sample size (98)

During evaluation of perception of patients towards surgical informed consent, about half of post-surgical patients, 48.68%
(95% CI (47.7, 54.6)), had good perception about surgical informed consent.  this result is different from the study in Rwanda
by Mbonera F. et al(15)., where 23% had low perception, 50% moderate and 31% of them had high level of perception towards
informed consent in surgical procedures. The possible explanation for this difference might be differences in
sociodemographic factors, the models they used (ordinal logistic) and sample size difference (147). On the other hand, this
was different from the study reported by Sulaiman. Et al(2) in Nigerian Obstetric patients in which there was documented as
high perception of patients about surgical informed consent in Amino kano teaching Hospital. The difference might be
sampling technique difference which was non-probability type of purposive sampling.  Unlike this study, most of the study
participants (89.4%) were educated and this might also be another thing that makes perception difference in two study areas.
On the other hand, the result of this �nding was consistent with studies done in Egypt, by Ahmed S. et al(32), and England by
Akkad A. et al(13). Stated that patients in their study areas had a great deal of poor perceptions regarding informed consent in
surgical procedures.

Regarding perception of patients towards surgical informed consent, the result of this study showed that about more than
half, 59.6% (95% CI= (59.4, 66.3), of post-surgical patients perceived as consent form did not made them aware of the risk of
the operation during consent process. When we compare this result with other studies, it was consistent with �nds by Ahmed
S. et al in Egypt(32) where 62.66% of them did not be informed risk of their operation; different from studies in Nigeria by
Atanda O.et al.(18)(21.3%) and in England by Akkad A. et al.(13)(12%) of them were perceived as risk of their operation
couldn’t be informed during informed consent process. This implies that patients are not well informed about their operation
before surgery in the study area.

Findings of this result reported that the residence of study participants was signi�cantly associated with knowledge of
surgical patients about surgical informed consent. Based on this, the odds of having good knowledge towards surgical
informed consent in urban patients were 1.52 [95%CI (1.03, 3.10); p=0.016] times more likely than urban residents. This is in
line with a study conducted in Nigeria by Ezeome E. et al(27), con�rmed that patients came from urban areas had good
knowledge about surgical informed consent and in practicing consent in surgery than rural. But this result is different from the
study done in Saudi Arabia in Sohag University by EL-Nasser A. et al(11) such that living in urban or rural had no any
signi�cance (p=0.136) in patient’s preoperative satisfaction and  knowledge of patients regarding surgical informed consent.
This difference might be sample size difference (199) and study time (2011).
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Regarding the educational status of patients, the study con�rmed that there was a signi�cant association between knowledge
of adult surgical patients regarding informed consent and educational level of the participants. As educational level of
participants increased, so does their knowledge about surgical informed consent. Patients with an educational level of college
and above were four times [AOR=4.25;95%CI (1.06,5.10); p=0.042] more likely knowledgeable than illiterate patients. (Table
5)   

This is supported by �ndings in: - Nigeria by Sulaiman A. et al.(2) and by Agu K et al.(4) stated that educated patients are
conscious of their rights and are more likely to understand consent process in surgical procedures than non-educated; in
Rwanda by Mbonera F. et al(15) it was con�rmed that level of education in�uences signi�cantly the knowledge of patients
towards informed consent for surgical procedures; in south Africa by Minnies D. et al(33) and in Melendo M. et al(24) stated
as the more educated a patient, the more likely s/he was to link informed consent to the understanding of procedures during a
consent process.

On the other hand, this �nding was different from studies done:- in India by Rajesh A. et al.(9) and America by Fink A.et al(26)
reported as looking at the values the level of understanding is not different between those who had a primary level of
education and those who did not had formal education, but it was signi�cantly better in those who had higher education. The
justi�cation for this difference might be sample size (555).  A study in Saudi Arabia ,by EL-Nasser,(11) showed that education
was not a predictor variable for knowledge of patients towards SIC. The possible explanation might be difference in
educational status of study participants such that 62.8% of patients were illiterate in Saudi, while 45.7% in this study

This study also con�rmed that there is a signi�cant association between knowledge and past surgical history of patients.
Based on this result, patients having past surgical history were nearly two times [AOR=2.2; 95%CI (1.39, 6.42); p=0.005] more
likely to have good knowledge than those who didn’t have. The reason behind might be due to preoperative health education in
their previous surgery. This result was different from study by Kalala Tshimanga(6), in south Africa where past surgical history
of study participants showed no added advantage over those without it related to patients’ knowledge about informed
consent. The difference might be difference in time (2008), sociodemographic factor, and difference in sample size (1768),
surgical patients might not have had preoperative health education regarding informed consent.

Our study also tried to identify those factors which affects perception of patients about surgical informed consent. According
to this study, the odds of having good perception towards surgical informed consent in urban patients were 2.07
[AOR=2.07;95%CI (1.06,4.04); p=0.033] times more likely than surgical patients from rural setting. This might be because of
most of the time educated populations were living in urban areas in other words patients with a high educational level had
relatively good perception about informed consent in surgical procedures.

Findings in this result also reported that educational status of the study participants was signi�cantly associated with
perception of patients regarding surgical informed consent. But, it was con�rmed that there was no perception difference
between patients with educational status of primary school, preparatory and illiterate patients.  Based on this �nding, those
patients with educational level of college and above were nearly nine times [AOR=8.9; 95%CI (8.25, 9.82); p=0.000] more likely
having good perception than illiterate participants. This �nding was similar in studies done in Rwanda by Mbonera F. et al(15)
and in south Africa  by Kalala Tshimanga(6) where formal education had positive association with better perception of
informed consent.

The type of surgery was still another factor that affects patients’ perception towards surgical informed consent. Based on
these �nding, the odds of having good perception about surgical informed consent in orthopedic patients was decreased by
91% [AOR=0.09; 95% CI (0.03, 0.32); p=0.000] than ophthalmologic surgical patients. It might be due to difference in
preoperative health education. This �nding was consistent with study done in Nigeria by Sulaiman A. et al(2) Stated that there
was a statistically signi�cant association between type of surgery and patients’ perception about surgical  informed consent
(p=0.006). On the other hand the above �nding was different from studies done in:-Jerusalem, Israel by Brezis  M. et al.(21) ;
Rwanda by Mbonera F. eta al(15) stated as there was no perception difference between different surgical disciplines of the
patient. The justi�cation for this difference might be sample size (147 for Mbonera et al.’s study), time (2008 for Brezis et. al).
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The result of this �nding still reported that there was a signi�cant association between HCW profession from whom the
patient had taken informed consent process and patients’ perception regarding SIC (surgical informed consent). Based on this
�nding, the odds of having good perception about SIC in patients who had taken SIC process from intern practitioner were
decreased by 55% [AOR=0.45;95%CI (0.26,0.96); p=0.024] than patients received from physicians. This is supported by studies
done in Croatia by Vucemilo L.et al(22). and in Saudi Arabia by Abolfotohu M. et al(23), stated as higher quality was predicted
when the physician was the one who explained the informed consent. This implies that perception of patients about surgical
informed consent should increase as consent process was explained by physicians.

The strength of this study was since there were no similar studies so far in our country, therefore this study shows index of
knowledge and perception of patients towards surgical informed consent in our context, and being a base line for future
researchers. The study was also tried to include study participants in all surgery disciplines and as it was conducted at tertiary
care Hospital, so diversity of patients was obtained.

Our study has the following limitations: Lack of triangulation (data source and methodological triangulation might provide the
investigator with better insight towards knowledge of patients towards surgical informed consent among adult surgical
patients if there were qualitative data); the study was conducted in a single referral hospital and Institution based study, not
generalizable for the community as whole.

Conclusion
This study revealed that the patient’s knowledge towards surgical informed consent for surgical procedures was limited and
their perception towards informed consent was poor as compared to other literatures. Being urban, being higher educational
status and having past surgical history were signi�cantly associated with Good knowledge of surgical informed consent while,
being urban, higher education, type of surgery and receiving consent explanation from the physician were statistically
associated with good perception of patients about surgical informed consent
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Table 1: Socio-demographic characteristics of the study participants, Gondar University Comprehensive
and Specialized Hospital, Northwest Ethiopia, 2018  (n=302)

 

Characteristics Categories Numbers(n=302)
 

Percent  

Sex Male 121 40.1  

Female 181 59.9  

 

Age 18-30year 57 18.9  

31-43years 178 58.9  

44-56years        23 7.6  

>57years 44 14.6  

Marital status  Single 61 20.2
 Married 199 65.9
 Divorced 25 8.3
 Widowed 17 5.6

Religion  Orthodox 231 76.5
 Catholic 18 6
 Muslim 48 15.9
 Protestant 4 1.3
 Others 1 0.3

 

Residence rural
Rural

145 48  

Urban
 

157 52  

Education Illiterate 138 45.7  

Primary (grade 1-8) 64 21.2  

Secondary (grade 9-10) 28 9.3  

preparatory (grade 11-12) 33 10.9  

College/TEVT 39 12.9  

Occupation Farmer
 

76 25.2  

Housewife 102 33.8  

Government employee
 

52 17.2  

Private employee
 

41 13.6  

Daily laborer
 

6 2  

Merchant
 

3 1  

Other
 

22 41.4  
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Table 2: Respondents Knowledge on surgical informed consent in Gondar University Comprehensive and
Specialized Hospital, Northwest Ethiopia, 2018     (n=302)                                  
Characteristics Frequency(n=302) Percent
Signing the consent form is a legal requirement    
             Yes

 
238  78.8

             No* 64  21.2
Signing the consent form does removes your right to compensation    

  Yes 230  76.2
No*   72 23.8

Have the right to change your mind after signing a consent    

  No   245 81.1
Yes*   57 18.9

If you are not able to sign the consent form, the operation couldn’t take
place, even if this means you could die

 
 

 
 

  Yes   249 82.5
No*   53 17.5

If you refuse to sign the consent form  you could die  
  Yes   239 79.1

No*   63 20.9
If you can't sign the consent form, your next of kin can sign on your behalf  

 
  No   260 86.1

Yes*   42 13.9
After consent the doctor can do anything different from what was on the form as s/he wants.  

 
  Yes   255 84.4

No*   47 15.6
Doctor cannot do anything different from what was on the form unless it is
life saving

 
 

 
 

  No   241  79.8
Yes*   61   20.2
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Table 3: Results on perception of the respondents about surgical informed consent Process, GUCSH,
Northwest Ethiopia, 2018 ;(n=302)
Characteristics Frequency

(n=302)  
Percent

The consent form was important to me    
  strongly disagree 41 13.6

Disagree 60 19.9
Agree 71 23.5
Strongly agree 130 43.0

Consent form made it clear    
  Strongly disagree 80 26.5

Disagree 69 22.8
Agree 80 26.5
Strongly agree 73 24.2

Consent form made me aware of the risks of the operation    
  Strongly disagree 116 38.4

Disagree 64 21.2
Agree 52 17.2
Strongly agree 70 23.2

Consent form made my wishes known    
  Strongly disagree 89 29.5

Disagree 78 25.8
Agree 53 17.5
Strongly agree 82 27.2

Consent form prevents mix-ups during the operation            
  Strongly disagree 119 39.4

Disagree 83 27.5
Agree 43 14.2
Strongly agree 57 18.9

Consent form was just another piece of paper    
  Strongly disagree 93 30.8

Disagree 60 19.9
Agree 47 15.6
Strongly agree 102 33.8

I just signed the consent form so I could have the operation    
  strongly disagree 77 25.5

Disagree 43 14.2
Agree 33 10.9
Strongly agree 149 49.3

Signing the consent form was mainly to protect the hospital    
  strongly disagree 98 32.4

Disagree 54 17.9
Agree 47 15.6
Strongly agree 103 34.1

     
Consent form gave the doctors control over what happen    
  strongly disagree 117 38.7

Disagree 61 20.2
Agree 32 10.6
Strongly agree 92 30.5

Signing the consent form was a waste of time    
  strongly disagree 104 34.4

Disagree 70 23.2
Agree 40 13.2
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Table 3: Results on perception of the respondents about surgical informed consent Process, GUCSH,
Northwest Ethiopia, 2018 ;(n=302)

Strongly agree 88 29.1

Table 4: Bivariable & Multivariable logistic regression analysis for factors that affect knowledge of adult
surgical patients towards surgical informed consent, GUCSH, Northwest Ethiopia, 2018; (n=302)

Variables Categories Knowledge COR(95% CI) p-
value

AOR(95% CI) p-
valuePoor Good

Residence Rural
 

108(56%) 49(45%) 1   1  

Urban 85(44%) 60(55%) 1.56(0.97,2.50) 0.067 1.52(1.03,3.10) 0.016*

Education Illiterate
 
 
 

34(87.2%)
 

5(12.8%)
 

1   1  

Primary 27(81.8%) 6(18.2%) 1.5(1.42,5.49) 0.10 1.46(1.37.4.15) 0.05*

Secondary 17(60.7%) 11(39.31%) 4.4(1.31,5.7) 0.016 3.25(1.70,6.99) 0.046*
Preparatory 80(58%) 58(42%) 4.93(1.82,6.37) 0.53  

3.76(1.94,5.04)
 

0.039*

College/TEVT  
35(54.7%)

 
 

 
29(45.3%)

 
 

 
5.6(1.95,6.26)

 
 

0.002 4.25(1.06,5.10) 0.042*

History
of               
surgery

No 48(78.7%) 13(21.3%) 1   1  
Yes 145(60.2%) 96(39.8%) 2.4 (1.26,4.75) 0.008 2..2(1.39,6.42) 0.005*

       [P is statistically significant at p<0.05 level of significance. (*= statistically significant)]
 

Table 5: Bivariable and multivariable logistic analysis for factors associated with perception of surgical
informed consent among adult surgical patients, GUCSH, Northwest Ethiopia, 2018
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Variables Categories Perception COR(95% CI) p-
value

AOR(95% CI) p-
valuePoor Good

Residence Rural 92 53 1   1  
 

Urban
 

63 94 2.59(1.63,4.12) 0.000 2.07(1.06,4.04) 0.033*

Education  

Illiterate
 

 
 

 
 
 

84 54 1   1  

Primary 35 29 1.29(0.71,2.347) 0.407 1.27(0.61,2.66) 0.519

Secondary 10 18 2.8(1.20,6.52) 0.017 2.06(1.70,3.95) 0.004*
Preparatory 21 12 0.89(0.40,1.95) 0.769 0.50(0.40,1.99) 0.854

College/TEVT 5 34 10.5(9.90,12.73) 0.000 8.9(8.25,9.82) 0.000*
Type of surgery  

Ophthalmological
 

86
 

58
 
1

   
1

 

Orthopedics 24 7 0.43(0.03,0.24) 0.000 0.09(0.03,0.32) 0.000*
Gyn &
Obstetrics

10 37 5.4(0.80,5.67) 0.058 3.19(0.74,6.48) 0.063

General surgery 27 21 1.15(1.03,2.52) 0.001 1.12(1.05,3.41) 0.037*
Others 8 24 4.4(0.29,4.96) 0.906 2.64(0.41,6.58) 0.482

HCW Who
explains  SIC

process

Physician 24 42 1   1  

Intern 118 95 0.46(0.26,0.813) 0.008 0.45(0.26,0.96) 0.024*
I don’t know
 

13 10 0.44(0.67,1.154) 0.918 0.38(0.36,1.45) 0.357

                 

                        [P is statistically significant at p< 0.05 level of significance.  (* = statistically significant)]


