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Adequacy of consent documentation in a specialty surgical unit: 
time for community debate?
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ment options.1 Royal Australasian College of
Surgeons guidelines appropriately highlight
consent as a process, rather than a docu-
ment.1 Nevertheless, the consent form
remains a critical element in the process of
obtaining patient consent for procedural
interventions.2
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ABSTRACT

Objective:  To determine the adequacy of consent documentation related to 
descriptions of intended procedures, associated risks and treatment alternatives, and to 
analyse trends in the adequacy of consent documentation in a specialty surgical unit.
Design, patients and setting:  Retrospective reviews of consent forms for all patients 
on the Urology Unit waiting list of the Repatriation General Hospital, Adelaide on three 

sions. Reviews were undertaken during 2005, 2007 and 2008, with a minimum of 12 
hs between reviews.
lts:  1280 consent documents were evaluated. No trend in the studied criteria of 
uacy of documentation was observed during the study period. Overall, 18.5% of 
ent forms described procedures using plain language. In 15.3% of consent forms, a 
ficant component of the procedure was described using only an acronym, without 
er explanation. In 6.6% of consent forms, procedure descriptions contained only 

acronyms, abbreviations or technical terminology, with no plain language word. The 
purpose of the operation was conveyed in 10.1% of consent forms. Relevant risks were 
provided in 4.1%. Any indication of the magnitude of procedural risks was provided in 
only four of 1280 forms. No consent form provided information about alternative 
treatments.
Conclusions:  We believe these findings are broadly representative of current hospital 
practice and that the community should consider whether an acronym or technical 
terminology is appropriate for documenting consent. If not, can minimum practice 
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standards be defined, and should any emerging recommendations be mandated?
lin
tha
sibC
 icians are responsible for ensuring

t patients, or those legally respon-
le for patients’ care, volunteer

consent in relation to intended procedures,
having understood the nature and purpose
of the procedure, material risks associated
with the procedure, and alternative treat-

The primary purpose of consent is not to
minimise the risk of subsequent litigation,
but to formalise the process by which
patients (or those responsible for their care)
are empowered to make appropriate deci-
sions regarding treatment options. The goal
of the consent process is to ensure that
relevant information has been presented
appropriately and understood. Written con-
firmation is not a mandated requirement of
consent.1 In addition, the provision of writ-
ten information may not necessarily
improve subsequent patient recall.

In practice, several factors are highly rele-
vant when imparting consent information:
older people are over-represented as con-
sumers of health care; limitations in sensory
acuity or cognitive capacity may impede
understanding; health care discussions may
be stressful; opportunities for expansive dis-
cussion are frequently constrained by time,
particularly in public hospital clinics; and
patients may feel compelled to make signifi-
cant treatment decisions in the absence of
those who form their usual network of social
support.

Audiotape analysis indicates that consent
information provided by practitioners
through verbal discussion is often deficient;3

studies show that the nature of consent
information for specific procedures varies
considerably between practitioners.4,5

For these reasons, we believe that a con-
sent process is not acceptable unless verbal
discussion is augmented by relevant written
information. Specific documentation pro-
vides patients and others an opportunity to
reconsider key points privately, or share
information with “significant others”. It also

ensures consistent and transparent provi-
sion of information.

Information provided on consent forms
has not been studied widely. To our knowl-
edge, no studies have assessed trends in the
adequacy of consent documentation, despite
the Royal Australasian College of Surgeons
and indemnity insurers emphasising the
importance of appropriate consent.

We reviewed the consent forms used in
the Urology Unit at the Repatriation General
Hospital, Adelaide. Adequacy of documen-
tation related to the intended procedure,
associated risks and treatment alternatives
was assessed, and trends in the adequacy of
consent documentation were analysed.

METHODS

The Repatriation General Hospital provides
urology services to the southern region of
Adelaide — a catchment population of
330 000. During the study period, bookings
for the elective surgery waiting list were
made using a generic A3-sized form that
comprised a patient consent form and a

separate booking form for the waiting list
manager. The procedure description was
handwritten onto the form, and the patient
received a carbon copy.

We undertook retrospective reviews of
combined consent and booking forms for all
patients on the Urology Unit waiting list on
three occasions. Reviews were undertaken
during 2005, 2007 and 2008, with a mini-
mum of 12 months between reviews. The
criteria assessed were: procedure description,
including use of technical terminology, acro-
nyms and plain language; completeness with
respect to the description of the intended
procedure; inclusion of information regard-
ing the purpose of the procedure, risks asso-
ciated with the procedure, and alternative
treatments. The procedure description on the
patient consent form was also compared with
that provided to the waiting list manager on
the adjacent booking form.

Descriptions were regarded as technical if
the terminology employed was not in gen-
eral community use or not contained in a
standard dictionary,6 and plain language
descriptions were defined as those for which
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technical descriptors of procedures were in
common use (eg, circumcision, vasectomy).
Consent forms were regarded as incomplete
if significant information regarding the
intended procedure had been omitted; this
was determined on the basis of the accom-
panying diagnosis, or the booking informa-
tion provided to the waiting list manager.
Forms were still considered complete if they
used acronyms and technical terminology, as
long as they included a description of all
elements of the procedure.

The study was approved by the Repatria-
tion General Hospital Research and Ethics
Committee.

RESULTS

Combined consent and booking forms were
reviewed for 1854 patients, of which 574
forms were excluded as the consent form
had not been filled out at all. Forms for 17
patients who were booked to undergo radi-
cal prostatectomy or radical cystectomy
were also excluded, as these patients receive
additional information from educational
booklets, allied health providers and nurs-
ing staff.

The remaining 1280 forms were analysed,
comprising 352 for 2005, 491 for 2007 and
437 for 2008. No trend in the studied
criteria of adequacy of documentation was
observed during the study period (Box 1).

With few exceptions, the carbon copy of
the combined consent and booking form
was the only written information regarding
the intended procedure, risks and benefits
that was provided to the patient.

Description of procedure. Technical descrip-
tions of the intended procedure, alone or
combined with acronyms, were used in
81.6% of consent forms (Box 1). In 15.3%
of consent forms, a significant component
was described using an acronym, without
provision of any further explanation (Box 1).
In 6.6% of consent forms, the description
consisted entirely of abbreviations, acro-
nyms or technical terminology, with no
plain language. The frequent use of acro-
nyms within the surgical specialty was par-
ticularly common in consent descriptions
for six specific procedures (Box 2). Collec-
tively, these six procedures accounted for
28.0% of all procedures. Plain language

descriptions (Box 3) were provided in
18.5% of consent forms (Box 1). No consent
form provided a plain language description
of the proposed procedure together with
information regarding associated risks and
alternative treatments.

Completeness. Procedure descriptions were
complete in 85.9% of consent forms (Box 1).
The nature of omitted information varied. In
28.2% of forms, the description did not
mention the side of the procedure. In 71.8%
of consent forms, the location of the
intended procedure was not specified. In
26.5% of consent forms, activity related to
an unspecified prosthesis was mentioned
(eg, “cystoscopy and insertion of stent”).

Purpose of procedure. The purpose of the
procedure was included in 10.1% of consent
forms (Box 1). In this analysis, descriptions
such as “bladder telescope inspection” and
“circumcision” were not automatically
included, as these procedures may be per-
formed for a variety of reasons.

Associated risks. Information relevant to risks
associated with the intended procedure was
present in 4.1% of consent forms (Box 1).
One of these conveyed information about
risks using a structured sentence, and the
others used word lists. Four consent forms
included an estimate of the likelihood that an
adverse event would occur.

Alternative treatments. No consent form
included information regarding the avail-
ability of alternative treatments, or the
implication of declining intervention.

Differential description. The procedure
description provided on the consent form
differed to that provided to the waiting list

2 Proportions of consent forms for a urology unit waiting list that used only 
acronyms to describe common urological procedures*

* Data represent three reviews, undertaken during 2005, 2007 and 2008, with a minimum of 12 months 
between reviews. TURP = transurethral resection of the prostate. TURBT = transurethral resection of bladder 
tumour. ESWL = extracorporeal shockwave lithotripsy. PCNL = percutaneous nephrolithotomy. 
SPC = suprapubic catheter (insertion). RGP = retrograde pyelogram. ◆
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1 Proportions of consent forms for a urology unit waiting list according to 
language used in procedure description, completeness of procedure description, 
and inclusion of information on procedure purpose and associated risks*

* Data represent three reviews, undertaken during 2005, 2007 and 2008, with a minimum of 12 months 
between reviews. † Data represent consent forms on which a significant component was described using an 
acronym, without provision of any further explanation. ◆

0

20%

40%

60%

80%

100%

Associated 
risks

Purpose of 
procedure

IncompletePlain 
language

Acronym†Technical 
terminology

200820072005

C
on

se
nt

 fo
rm

s 
(%

)

Procedure description
260 MJA • Volume 191 Number 5 • 7 September 2009



R ESEARCH
manager on the booking form in 55.7% of
forms (41.8% for 2005, 65.2% for 2007,
29.1% for 2008). In 56.8% of these forms
(54.4% in 2005, 33.4% in 2007, 61.9% in
2008) the change entailed technical expan-
sion of an acronym or abbreviation (eg,
ESWL on booking form became extracorpor-
eal shockwave lithotripsy on consent form)
or different wording on the consent form that
persisted in the use of technical language.
Plain language descriptions on consent forms
were used in 29.2% of forms within this
category (32.7% in 2005, 23.0% in 2007,
22.7% in 2008). Differences in the remaining
forms were due to omission of specific anaes-
thetic or technical information on consent
forms, or minor grammatical variations.

DISCUSSION
In this study, the description of intended
procedures was most often provided in a
format that could not be interpreted without
specialist medical knowledge. As a result,
most patients did not receive any informa-
tion resource that would facilitate later
reflection or discussion. No consistent trend
towards improved standards of documenta-
tion was observed over the 3-year period.

Observed practice fell short of the stand-
ards that we believe would be expected by
indemnity insurers and the community. We
believe the majority of consent documents
that we reviewed would be unlawful in most
non-medical contractual contexts. It is dis-
turbing that about one in 15 patients did not
receive a procedure description on the con-
sent form that could be interpreted even
with reference to a standard dictionary.

The use of technical jargon or acronyms
on patient consent forms is unacceptable.
This underscores a view of consent as a
documentary hurdle, rather than an educa-
tional opportunity. In about half the forms
that we reviewed, identical technical
descriptions of the intended procedure were
provided to the patient and waiting list
manager. This suggests that the differing
capacity of each to interpret abbreviations
and jargon was not considered. Even when
attempts were made to expand the descrip-
tion for the benefit of the patient, most
documents persisted with use of technical
terminology or acronyms.

A recent United States study of two uro-
logical procedures also showed significant
deficiencies in the provision of information
related to consent.7 Overall, however,
information disclosure was far more com-
prehensive than in our review. For example,
51% of patients received at least some writ-
ten information regarding treatment alterna-
tives.7 To our knowledge, no study has
reviewed consent documentation across a
broad spectrum of procedures.

Ultimately, the provision of appropriate
information is an issue of social responsibil-
ity. In settings other than health care, con-
sumers of products or services are typically
cognisant of documentation in terms of
warranties, explanations or descriptions. In
contrast, critical appraisal of the consent
process does not usually occur in acute care
settings. Despite the efforts of clinicians, the
consent process may be perceived as threat-
ening. We do not believe that the commun-
ity would endorse a system that allows
patients to undergo complex and potentially
morbid treatment when the only informa-
tion provided for private reflection is a non-
English acronym.

In response to our findings, structured
consent forms and patient information
sheets containing identical information have
been embedded within procedure-specific
elective surgery booking forms for the Urol-
ogy Unit at the Repatriation General Hospi-
tal. This linkage ensures that information
relevant to consent is necessarily generated
with every patient booking. The use of
preprinted forms is also more efficient for
practitioners than handwritten descriptions.
This does not diminish the duty of clinicians
to ensure that specific risks relevant to indi-
vidual patients have been addressed.

Our study did not measure or account for
information provided verbally at the time
consent was obtained. Neither did it meas-
ure the impact of more detailed documenta-
tion on patient recall. Rather, we have

identified that most patients consented to
undergo procedural intervention without
the provision of any useful written informa-
tion resource. Many tools are available to
facilitate the provision of information rele-
vant to consent. These include information
sheets endorsed by the Royal Australasian
College of Surgeons, and more specific
information provided by individual clini-
cians. Previous studies have emphasised the
importance of addressing both readability
and content.8,9

We acknowledge that a detailed docu-
ment does not equate to an adequate con-
sent process.10 However, we believe the
extent of information provided should be
governed by mandatory practice standards.
We propose that the minimum requirements
for valid consent documentation in elective
procedures should include:
• a plain language description of the
intended procedure;
• an explanation of the purpose and
intended benefit;
• information regarding material risks; and
• information regarding established treat-
ment alternatives.

The present findings reflect the spectrum
of consent documentation in one hospital
unit. However, we believe that the practices
we have observed are endemic in Australian
public hospitals. In the past decade, there
has been a burgeoning interest in redesign-
ing the process by which care is provided in
Australian hospitals. We would welcome
broader review of the extent to which con-
sent principles are translated into practice,
and we propose that the community should
consider:
• Is an acronym or technical terminology
appropriate for documenting consent?
• If not, can minimum practice standards
for documentation be defined?
• Should any emerging recommendations
be mandated?

The principles and practice of informed
consent are critical issues for the medical
profession and the community. Verbal
information provided by clinicians is often
deficient, and there is no uniformity in
regard to the nature or extent of information
that is provided. At present, the provision
and documentation of information is discre-
tionary and unregulated. We argue that the
best interests of the community, and ulti-
mately the medical profession, would be
served by implementation of mandatory
practice standards for documentation of
procedural consent.

3 Examples of terminology used for 
procedure descriptions on consent 
forms for a urology unit waiting list

Technical descriptions

Extracorporeal shockwave lithotripsy

Ureteropyeloscopy

Diverticulectomy

Acronyms

TURP

PCNL

RGP

Plain language

Circumcision

Telescope inspection of bladder

Removal of kidney for cancer

TURP = transurethral resection of the prostate. 
PCNL = percutaneous nephrolithotomy. 
RGP = retrograde pyelogram. ◆
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