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Abstract

Background

Informed consent (IC) constitutes an important part of obstetric anaesthesia services, but the
process of informed is not well described. The obstetric patient is deemed competent to make
an informed consent despite unique challenges such as time limitations, pain and the effects

of narcotic analgesia.
Aim

This study aims to describe the process of obtaining IC for obstetric anaesthesia as reported
by anaesthetists at hospitals associated with the University of the Witwatersrand Department

of Anaesthesia.
Methods

A descriptive cross-sectional study was conducted, and data was collected using an online
self-administered questionnaire using the Redcap® platform. The study collected data from
medical offers and registrars in the Department of Anaesthesia at the University of the
Witwatersrand between June and July 2023. Data was analysed using SPSS statistical

software.
Results

Of the 139 questionnaires sent out, 80 responses were registered, representing a 58%
response rate. The majority (52.8%) are confident in their ability to get adequate IC. Eighty-
five point one percent (85.1%) most commonly obtain verbal consent. Implied consent is
used by 6.8% of the respondents. Only 8.1% use written consent. There is a variation in the
risks disclosed to patients with common complications more frequently disclosed than those
associated with more severe consequences. The respondents frequently encounter language
barriers during the IC process and utilise other patients as translators, use mobile phone
translation applications or simplify the English used. Most respondents do not modify their

IC process based on whether the surgery is an elective or an emergency.

Conclusion

Vi



The process of obtaining IC for obstetric anaesthesia at hospitals associated with the
University of the Witwatersrand Department of Anaesthesia varies among anaesthetists with a

propensity for verbal consent.
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Section 1: Review of the literature

1.1 Overview of IC

IC is a process led by the health care provider to equip the patient with the information
needed to assist them in their decision-making. Information about risks, benefits and
alternatives to proposed treatment or interventions is shared with the patient. ! The benefit of
IC is that it promotes patient autonomy by involving the patient in the decision-making
process and helping them to make rational decisions. It protects the patient from possible
coercion and fraud, and it encourages the medical professional to scrutinise their own ideas of

what they think is beneficial to the patient. >

The anaesthetist has a fiduciary duty to obtain IC before providing a service to the patient. IC
is based on legal, moral, and ethical principles and needs to be done effectively despite any
potential challenges that may be encountered. * South African law states that any procedure or
treatment on a patient without proper IC constitutes an assault *. IC gives the anaesthetist
permission to perform procedures on the patient that may otherwise be impermissible. ? IC
should not be done with the primary objective of avoiding litigation or protecting against

accusations and civil suits but rather facilitate patient care. >

1.2 Ethics of IC

The four principles of medical ethics, as originally described in The Principles of Biomedical
Ethics by Beauchamp and Childress, are autonomy, beneficence, non-maleficence, and
justice. Autonomy is defined as the patient’s right to self-determination. This self-

determination is honoured by consent, confidentiality, privacy, and access to records. > °

South African laws that govern IC include the National Health Care Act 61 of 2003 (NHA),
the Constitution of the Republic of South Africa, The Children's Act 38 of 2005, the Health
Professional Council of South Africa (HPCSA) guidelines and various other statutes, as well

as the common law. 7 The other statutes that govern IC in the medical field include the



Sterilization Act (Act No. 44 of 1998) for sterilization and the Choice on Termination of

Pregnancy Act (No0.92 of 1996) for termination of pregnancy. ’

1.3 Elements of IC

The process of IC can be divided into three elements: threshold elements (or preconditions),
information elements and consent elements. Preconditions to valid IC include decision-
making capacity or competency and voluntariness. Information elements include adequate
disclosure of material information, recommendations and the patient's understanding of the
information. Consent elements are the patient's decision and authorisation based on the above

elements. > ®

The two main components of legally recognised capacity are age and decisional or mental
capacity. > Mental capacity to decide requires the decision-maker to understand the proposed
decision and communicate it after appropriate deliberations in light of their values and goals.
Decisional capacity is, however, not a static concept as one can have the capacity to make a
decision or IC about one thing but not capable of making decisions about other things. > The
anaesthetist is responsible for assessing the patient's capacity to give IC. 8 The anaesthetist
assesses decisional-making abilities by determining the patient's ability to understand,
express a choice, appreciate the gravity of the situation and reason through their decision. '°
There are often questions about the obstetric patient’s capacity to consent, especially in
labour. According to the Association of Anaesthetists of Great Britain and Ireland (AAGBI),
the obstetric patient is presumed capable of making informed decisions despite the
documented challenges such as opioid usage, pain, sedative effects of analgesics, fatigue, or
agitation. Any compromise in capacity due to the above must be severe to be considered

incapacitating. !!

Patients with the mental capacity to make an informed decision encounter instances where
this capacity is limited by emotional overwhelm, information overwhelm, or both. '?
Emotional overwhelm occurs when the patient perceives the risks involved as too serious to

make a decision. Informational overwhelm is when the patient cannot understand the medical



information and, therefore, cannot make decisions based on that information. '? Informational
overwhelm cannot be solved by using a surrogate because the information that overwhelms
the patient can also overwhelm the surrogate decision-maker. It requires a more personal
approach, such as shared decision-making. '> Shared decision-making allows the patients to

seek clarity on matters they may not fully understand.

The age of full legal capacity in the Republic of South Africa is 18 years. This means that
persons older than 18 are assumed to be able to make decisions independently. * Additionally,
The Children's Act states that sufficiently mature children of 12 years of age and older are
allowed to consent to medical treatment and to consent to surgical operations with the assent

of their parent or guardian. '3

Information disclosure, understanding of information, and authorisation to perform the
medical intervention are critical elements of IC. ' The information on the benefits and
material risks related to both general and neuraxial anaesthesia must be discussed with the
patient. The lists of risks and benefits can be very long, so there has been a shift towards the
“material risk” standard of information disclosure. '* According to the HPCSA guidelines,
information is material if "a reasonable person in the position of the patient, if warned of the
risk, would attach significance to it; and the health care practitioner should reasonably be

aware that the patient, if warned of the risk, would attach significance to it".’

According to a 2009 survey of IC practices in the United Kingdom (UK) for epidural
anaesthesia, the most frequently disclosed risks or complications are failed epidural or
partially working epidural, headache, drop in blood pressure and temporary nerve blockage. '°
In the same study, the rate of the anaesthetists quantifying the risks was low compared to the
disclosure of risks. The most frequently quantified risks were bad headaches and permanent

nerve damage. '°

1.4 Types of consent



Three types of IC for medical procedures are implied, verbal and written consent. Implied
consent is based on the principle of “peril invites rescue”, where individuals are assumed to
have consented to others’ efforts made in good faith to assist them. Implied consent must be
applied when necessary, not just for convenience. '° In such a case, there is no discussion
regarding consent and no evidence of consent. In other words, implied consent is when the
patient passively cooperates without discussion. !” A patient's apparent compliance or
submission to what is being done to them may not constitute consent. ’ Before anaesthesia
was established as an independent speciality, consent for anaesthesia was implied in the
surgical consent. This has changed, requiring anaesthetists to be responsible for IC for
anaesthesia practices. '® The South African Society of Anaesthesiologists (SASA) states that

consent for anaesthesia should never be implied. '’

Written consent (also known as express consent) comes with the patient's signature and date.
This writing is evidence that an agreement was entered in, but it is not binding as the patient

can withdraw at any time without requiring the withdrawal to be made in writing '°

Verbal consent is deemed adequate by the Joint Commission in the United States (U.S.) and
the AAGBI, requiring the discussions to be documented in the patient’s medical records. ®
Verbal consent entails the assessment of the patient’s capacity followed by discussions of the

proposed treatment, its benefits and risks, and any other alternative treatments. 8

Another consideration in IC is broad consent versus narrow specific consent for a stated
procedure. In broad consent, the scope of consent is widened to encompass other procedures
that may need to be done for a failed initial plan. Broad consent allows for more excellent

legal coverage but may compromise the patient’s understanding of the information shared. '*

1.5 Shared decision-making

The approach to obtaining consent for medical procedures has evolved from a paternalistic
approach with the healthcare provider being the primary decision-maker to one where patient
autonomy is the focus. ®> The paternalistic approach does not consider other factors such as the

patient’s cultural and religious beliefs, education level and understanding. 2°



Shared decision-making involves information sharing between the clinician and the patient. >
Shared decision-making represents the middle point between an autonomy approach, “patient
knows best”, and a paternalistic system of “clinician knows it all”. > Shared decision-making
is a collaborative approach focusing on understanding the patients’ circumstances and
perspectives to address their needs. ?° The American College of Obstetricians and
Gynaecologists Opinion Committee of 2009 considers shared decision-making the highest

ethical standard model for IC. 2!

Unlike IC, which focuses on the permission to proceed with a procedure already decided on,
SDM includes any situation where the patient’s preferences and values need to be accounted
for and where there are various options. The proper process of SDM requires time and space
for extensive discussions. Time constraints in obstetric anaesthesia may thus hamper true

SDM. A further distinction from IC is that shared information is significantly individualised

and not set to the reasonable patient or clinician standard. 2

In anaesthesia, IC still predominates with little progression towards shared decision-making,
with time constraint reported as the main barrier to SDM. ?* Decision aids have been used to
increase shared decision-making, even though there is no evidence to suggest that more
information shared with patients increases the engagement needed for successful shared

decision-making. %

1.6 Documentation

The entire IC process must be documented. This documentation must include a record of all

the risks and possible complications discussed. **

Litigations against anaesthetists are less than other specialities, but the lack of clear
documentation often leads to adverse findings against anaesthetists. Medicolegal claims
related to inadequate consent result in high payouts. Inadequate consent causes patient

dissatisfaction and the development of mistrust towards healthcare providers. 2°



1.7 Barriers to IC

A comprehensive review done in Africa on IC practices in obstetric anaesthesia revealed
multiple barriers to proper IC. These barriers were classified into four levels: at the women's
level, provider level, service level, and societal level. 2 Both surgical and anaesthetic IC were

assessed.

At the women's level, young age, low level of education, distrust in the health providers,
labour pains and language barriers were cited as barriers. 2° Patients may not have received
antenatal education. There is limited time to provide thorough counselling when they present
for unplanned emergency interventions. 2’ Effective information sharing and consent are
difficult during labour due to distractions such as contractions, pain and medication with
opioids, but women in labour have the mental capacity to make an informed decision despite
these challenges. > 2® The informed consent process can become more complex during
pregnancy due to the physician’s responsibility to consider the health of both the mother and
the fetus. Possible conflict ensues when the mother’s autonomy endangers the life of the

fetus. !!

Language barriers have been identified as a prevalent barrier, especially among immigrant
women. 2! The National Health Act requires doctors to obtain consent in a language the
patient understands and that aligns with their literacy level. This is challenging in South

Africa, which has eleven official languages and many immigrants. *°

At the level of the providers, paternalism was implicated, as well as fear of blame and
litigation and poor knowledge of IC by healthcare providers.2® A study done in a South
African academic centre found that anaesthetists, even at an academic level, had suboptimal

knowledge of South African laws that govern IC. 3



Poorly designed consent forms and time constraints were identified as service-level
constraints. 2 The design flaw identified in the consent forms was that they were written in a
language that excluded some patients. 2 Time constraints in the perioperative period are a
limitation to IC for obstetric emergency cases due to the fast turnaround time and high

number of cases. 2> %6

At a societal level, cultural and gender norms in the African population significantly
influence women’s participation in the IC process. Some cultures value vaginal delivery, and
this pressurises women to refuse caesarean section. In Nigeria, it was found that the husbands

gave the majority of written consent for a caesarean section. 2

1.8 Regional variations of IC

Europe

A study 1in Ireland looking at the quality of IC for anaesthesia for elective caesarean deliveries
found that patients were not informed of the risks and complications of the anaesthesia plan.
The patients were also not offered other viable options, such as epidural or general

anaesthesia, as possible plans for caesarean delivery. 3!

A survey of heads of units of anaesthesia in the UK showed significant variations in the
reported practices of IC for epidural anaesthesia. !> For instance, verbal consent was
documented in different places such as the clinical notes, anaesthesia charts, separate

databases or various other places, including the labour chart or sticky notes. 1

A survey done in Lithuania, Latvia, and Estonia evaluated the practices and opinions of
anaesthesiologists regarding anaesthesia-specific informed patient consent (ASIC). It was
found that there was significant variation in the timing for obtaining ASIC and the rate of risk
disclosure. The majority of the respondents overstated the risk of intra-operative awareness. It
was also found that the responding anaesthesiologists inaccurately represented the incidences

of risks. 3> Anaesthesiologists who obtained ASIC in the pre-operative period viewed the risk



and complications shared as adequate compared to those who obtained consent on the day of

the surgery. *2

Africa

A study in a tertiary hospital in Southeast Nigeria found that only 27% of post-caesarean
section patients were satisfied with the counselling that they received regarding anaesthesia. >
Faysal et al. did a literature review on IC in sub-Saharan Africa and found that women
received limited or, in some cases, no information on anaesthesia for caesarean section. This

study also highlights the lack of research on IC in this region. 2°

South Africa

A South African study in a tertiary hospital found that patients who had already received
spinal anaesthesia had limited knowledge about the anaesthetic. ** The mean score on a
knowledge questionnaire was only 53%. Patient’s source of information about anaesthesia is

other sources other than the anaesthetists, hence the limitation in their knowledge. 3

An assessment of the IC processes from the perspective of patients undergoing surgery at
Inkosi Albert Luthuli Central Hospital found that although most patients interacted with
anaesthetists preoperatively, only 55% claimed to have received information about the
anaesthetic. ** In another study that reported on patients’ perceptions of IC as practised by
doctors and nurses in South Africa, it was found that patients are aware of their right to IC and
prefer disclosure of all material risks as well as better communication skills by health care
professionals and a shift towards shared decision-making. '* Healthcare workers often
underestimate the amount of information patients want about the proposed therapies to help

them decide. 2

1.9 Summary

The literature reviewed has demonstrated the importance of IC and its many complexities

related to ethical considerations. There are vast differences in the processes of IC in terms of

8



anaesthesia, with an evident paucity of evidence for how IC is obtained. Strategies to improve
IC in this vulnerable patient population will need an expansion of information sharing and
education that starts early in the antenatal period, where different scenarios are explored and

likely changes explained in anticipation of a dynamic period during labour.
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3.1. Abstract

Background

Informed consent (IC) constitutes an important part of obstetric anaesthesia services, but the process of
obtaining informed consent is not well described. The obstetric patient is deemed competent to make an
informed consent despite unique challenges such as time limitations, pain and the effects of narcotic analgesia.
This study aims to describe the process of obtaining IC for obstetric anaesthesia as reported by anaesthetists at

hospitals associated with the University of the Witwatersrand Department of Anaesthesia.

Methods

A descriptive cross-sectional study was conducted, and data was collected using an online self-administered
questionnaire using the Redcap® platform. The study collected data from medical offers and registrars in the
Department of Anaesthesia at the University of the Witwatersrand between June and July 2023. Data was

analysed using SPSS statistical software.

Results

Of the 139 questionnaires sent out, 80 responses were registered, representing a 58% response rate. The majority
(52.8%) are confident in their ability to get adequate IC. A significant 85.1% most commonly obtain verbal
consent. Implied consent is used by 6.8% of the respondents. Only 8.1% use written consent. There is a
variation in the risks disclosed to patients with common complications more frequently disclosed than those
associated with more severe consequences. The respondents often encounter language barriers during the IC
process and utilise other patients as translators, use mobile phone translation applications or simplify the English
used. Most respondents do not modify their IC process based on whether the surgery is an elective or an

emergency.

Conclusion

The process of obtaining IC for obstetric anaesthesia at hospitals associated with the University of the

Witwatersrand Department of Anaesthesia varies among anaesthetists with a propensity for verbal consent.

Keywords: Anaesthetist, General anaesthesia, Informed Consent, Obstetric anaesthesia, Patient autonomy,

Spinal anaesthesia
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3.2. Introduction

The anaesthetist has a fiduciary duty to obtain Informed Consent (IC) before providing a service to the patient.
This IC must be based on legal, moral, and ethical principles. ! South African law states that any procedure or
treatment on a patient without proper IC constitutes an assault.? The primary goal of IC, however, should be to

facilitate patient care and not to avoid litigation. 3

Modern medical ethical principles are based on four fundamental principles: autonomy, beneficence, justice and
non-maleficence. 3 IC honours patients' autonomy and protects them from abuse when applied correctly. It also

promotes the doctor-patient relationship. 4

The prerequisites to IC are voluntariness and capacity. >3 3 Voluntariness implies a decision made without a
promise of a reward, coercion, manipulation, or persuasion. > The two main components of legally recognised
capacity are age and decisional or mental capacity. ¢ Mental capacity to decide requires that the decision-maker
understands the proposed decision and can communicate their decision after appropriate deliberations in light of
their values and goals. It is not a static concept, as one can have the capacity to decide about one thing but not

about other things. 3> A woman in labour maintains her decision-making capacity as shown by their information

recall despite the pain and the use of opioids. 7

Information disclosure, understanding of information, and authorisation of consent to the medical intervention
are critical elements of IC. ® The benefits and material risks of general and neuraxial anaesthesia must be
discussed. The lists of risks and benefits can be very long, so there has been a shift towards the ‘material risk’
standard of information disclosure.® According to the HPCSA guidelines, the risk is deemed material if ‘a
reasonable person in the position of the patient, if warned of the risk, would attach significance to it; and the
health care practitioner should reasonably be aware that the patient, if warned of the risk, would attach

significance to it’.°

The approach to obtaining consent for medical procedures has evolved from a paternalistic one to one in which
patient autonomy is the focus. ! The paternalistic approach does not consider other factors such as the patient’s
cultural and religious beliefs, their level of education or their level of understanding. '° Shared decision-
making(SDM) is an improvement in that the patient's context and cultural beliefs are considered. !! SDM
requires the patient to have adequate information to participate in decision-making. It is the anaesthetist’s duty

to provide the information and ensure the patient’s understanding of the information.
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There are three types of IC for medical procedures. Implied consent occurs when the patient passively

cooperates without a discussion about the procedure taking place. Verbal consent entails a full discussion around
informed consent, but the patient does not sign a specific form. Written consent (also known as express consent)
comes with the patient's signature and date. This writing is evidence that an agreement was entered into, but it is

not binding as the patient can withdraw at any time without requiring the withdrawal to be made in writing. '2

A study done at a South African academic hospital assessed postoperative patients’ recall of the information they
received about spinal anaesthesia. The mean score on a 15-point knowledge scale was only 53%, and only 34%
of participants claim to have received the information from the anaesthetist. !* It is unclear whether anaesthetists’

process of obtaining IC contributes to this finding as there is a paucity of data in South Africa.

This study aims to describe the process of obtaining IC for obstetric anaesthesia as reported by anaesthetists at

hospitals associated with the University of the Witwatersrand Department of Anaesthesia.

3.3 Research Methodology

Research design

A descriptive cross-sectional study was conducted with ethical approval from the Human Research Ethics

Committee (Medical) of the University of the Witwatersrand (M-230522).

Study population

The study population consisted of medical officers and registrars in the Department of Anaesthesia at the
University of the Witwatersrand. At the hospitals in this study, obstetric anaesthesia is primarily a service
rendered by medical officers and registrars with distant consultant supervision; hence, the point of contact with
the patient is the medical officers and registrars. For this reason, the consultants were excluded from the sample

population.

Study sample

A convenience sampling method was used. This involves selecting the most readily available people for a study.

Sample size
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In consultation with a biostatistician, a sample size was determined based on a pool of 131 medical offices and
registrars. Interns and consultants were excluded from the study. The questionnaire was distributed to the entire
registrar and medical officer population through REDCap®. The RedCap® platform was set up to send emails
with the questionnaire link to the study participants. Consent for the study was via an acceptance button at the

bottom of the information and consent sheet.

A population proportion of 90% was assumed to achieve a maximum 95% confidence interval margin of error of
5%, and the sample size of 68 respondents was determined to be sufficient. Incomplete questionnaires were

included in the response rate calculations but not in the statistical analysis.

Questionnaire Development

The questionnaire was developed based on a questionnaire originally used in a similar study surveying IC
practices for epidural analgesia in labour in the United Kingdom (UK). ” Permission was obtained to use
relevant parts of the original questionnaire. The questionnaire was modified to satisfy the study objectives. A
panel of experts in anaesthesia and bioethics reviewed the newly composed questionnaire for validity. Changes
were made based on their recommendations. The questionnaire consisted of demographic questions and content

questions.

Data Collection

Participation in the study was voluntary, and the participants were given an information sheet upon accessing the
REDCap® link shared with them. The questionnaire was distributed via email. Follow-up reminders via email

and social media were sent weekly for three weeks.

3.4 Data Analysis

Data was downloaded onto a Microsoft Excel spreadsheet from REDCap® and analysed using SPSS Statistics
Software (v.25; IBM SPSS) with assistance from a biostatistician. Descriptive and inferential statistics were
used. Numbers and percentages were used to describe categorical data, and associations were sought between
calculated parameters using the Pearson correlation coefficient. The Chi-squared test of independence was used
to test whether two categorical variables were related. For the Likert scale data, the data were represented in

graphical form to illustrate the distribution of the responses.

3.5 Results
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Of the 139 questionnaires sent out, 80 responses were registered, representing a 58% response rate. Of the 80
responses, six were left entirely blank and excluded from the analysis, leaving a denominator of 74. The

demographics of the respondents are shown in Table 1.

Table I: Demographics of the respondents

n %
Gender Male 31 41.9
Female 43 58.1
Designation/rank Medical officer 18 243
Registrar 56 75.7
Work experience Up to 1 year 5 6.8
Up to 2 years 8 10.8
Up to 3 years 16 21.6
More than 4 years 45 60.8
Highest anaesthetic No formal anaesthetic 1 1.4
qualification training
Diploma in Anaesthetics | 5 6.8
FCA * Part 1 66 89.2
FCA ¥ Part 2 2 2.7

1 Fellowship of the College of Anaesthesiologists of South Africa

Respondents were asked to judge the adequacy of their IC process, and 52.8% deemed their IC process
adequate, while 29.7% admitted to deficiencies in their processes. The majority always introduce themselves by
name (96.0%), and three out of the 74 (4.1%) respondents only occasionally give patients their names. More

than two-thirds (68.9%) ‘never’ or ‘rarely’ introduced themselves by rank.

Verbal consent was the most common used IC used by 85.1% of the respondents. Implied consent is used by
6.8% of the respondents, while only 8.1% use written consent. Of those that used verbal IC, 49.2% either often
or always documented IC, and 22.2% never documented this process. Verbal consent is documented in the

anaesthetic chart (76.2%), the patient’s file (6.4%) and the surgical consent form (3.2%).

Only 23.0% of respondents ‘often’ or ‘always’ offer both spinal and general anaesthesia (GA), while 48.7% of

respondents ‘never’ or ‘seldom’ offer both.
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The risks of spinal anaesthesia and the frequency at which the anaesthetists disclose is shown in Table II. Death

(77.1%), cardiac arrest (78.1%) and anaphylaxis (74.3%) were the least likely risks to be disclosed, as shown by

those who selected never or seldom. Risk factors that were most frequently disclosed are nausea and vomiting

(79.7%), the need to convert to general anaesthesia (73.2%) and post-puncture headaches (51.4%), as shown by

those who selected often or always. The other complications mentioned by the respondents that were not listed

in the questionnaire are infections, patchy/partial block, hypotension, failed spinal, needle breakage, dizziness

and change in sensation below the block level.

Table II: Risks of spinal anaesthesia disclosed by the respondents and frequency of disclosure of the risks

Risk of spinal % % %
anaesthesia Never/Seldom Occasionally Often/Always
Anaphylaxis 74.3 14.9 10.8
Cardiac arrest 78.1 12.3 9.6
Compression froma | 41.9 18.9 39.2
vertebral canal

haematoma

Compression from 473 17.6 351
an epidural abscess/

meningitis

Death 77.1 16.2 6.8
High (total) spinal 36.5 33.8 29.7
Local anaesthesia 62.2 17.6 20.3
systemic toxicity

Nausea and 4.1 16.2 79.7
vomiting

Need to convert to 54 21.6 73.2
general anaesthesia

Post-dural puncture | 20.3 28.4 51.4
headache

Post spinal backache | 46.0 24.3 29.8
Pruritus 56.7 20.3 23.0
Shivering 36.5 243 39.2
Transient neurologic | 52.7 18.9 28.4
symptoms

Nerve injury 29.8 324 37.9
Urinary retention 60.8 23.0 16.2
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Figure 1 shows how often the above risks associated with spinal anaesthesia, are quantified. Local anaesthetic

systemic toxicity (51.3%), urinary retention (54.1%) and anaphylaxis (52.7%) are the least likely to be

quantified. The most often or always quantified risks are post-dural puncture headache (39.2%), the need to

convert to GA (47.3%) and nausea and vomiting (56.8%).

Anaphylaxis

Cardiac arrest

Compression from a vertebral canal haematoma
Compression from an epidural abscess/meningitis
Death

High (total) spinal

Local anaesthesia systemic toxicity

Nausea and vomiting

Need to convert to general anaesthesia

Post dural puncture headache

Post spinal backache

Pruritis

Shivering

Transient neurologic symptoms

Nerve injury

Urinary retention

Figure 1. The frequency at which anaesthetists quantified risks of spinal anaesthesia

® Seldom/Never

® Occasionally

30
Percentage
m Often/Always

60

Table III shows the risks of general anaesthesia disclosed by the anaesthetists. The risk of aspiration of gastric

contents (76.7%), depression of the foetus with narcotics (59.9%), and airway and dental trauma (60.2%) are the

most frequently disclosed risks of general anaesthesia. Risks that are least likely to be disclosed to the patients

about general anaesthesia are anoxia and brain damage (67.1%), increased risk of post-partum haemorrhage

(60.3%), and drug toxicity/side effects (43.8%). Risks disclosed that were not listed include the tocolytic effect

of anaesthetic volatiles, post-operative confusion, post-operative pain, sore throat, and inability to witness the

delivery of the baby.
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Table III: Risks of general anaesthesia disclosed by the respondents and frequency of disclosure of the

risks
Risks of general % % %
anaesthesia Never/Seldom Occasionally Often/Always
Airway and dental trauma | 19.1 20.5 60.2
Anoxia and brain damage | 67.1 16.4 16.4
Aspiration of gastric 6.8 16.4 76.7
contents
and its consequences
Awareness under general 41.1 19.2 39.7
anaesthesia
Depression of the foetus 19.2 20.5 59.9
with
narcotics
Drug toxicity/side effects 43.8 20.5 35.6
Increased risk of post- 60.3 16.4 233
partum
haemorrhage
Loss of airway control 30.1 27.4 42.4
(failed
intubation) and the need
for surgical
airway
Post-operative nausea and | 19.2 27.4 53.4

vomiting

Figure 2 shows how often the risks associated with GA were quantified. The most quantified risks of GA were

postoperative nausea and vomiting (37.8%), aspiration of gastric contents (39.2%) and airway and dental trauma

risk (39.2%). The least quantified risks of GA were drug toxicity or side effects (58.1%), anoxia and brain

damage (52.7%), failed intubation and need for a surgical airway (50.0%).
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Figure 2: The frequency at which anaesthetists quantified risks associated with general anaesthesia

70

Almost three-quarters (73%) of respondents often or always obtain IC in the patient’s preferred language. Most

anaesthetists surveyed (89%) ‘occasionally’ or ‘often’ encounter language barriers in their IC process. Figure 3

shows the methods used by anaesthetists to overcome language barriers if encountered during the process of IC.

Other methods to overcome the language barrier include contacting the patient's family members or using
another medical professional to translate. The majority (64.9%) of the respondents indicated that their IC

process was unaffected by whether the case was an emergency or an elective.
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Figure 3: Options used by anaesthetists to overcome language barrier.

A weak positive correlation exists between the anaesthetic experience and the frequency with which IC is
obtained in the patient’s preferred language, tho = 0.24, p = 0.04. Those with more experience are more likely to

address the patients in their preferred language.

There is a correlation between anaesthetic experience and using another patient as a translator when obtaining
IC, Fisher’s exact = 8.91, p = 0.02. A weak positive correlation exists between experience and discussing risks

for GA, rho=0.24, p=0.04. More experienced respondents more readily discussed risks with the patients.

3.6 Discussion

The study shows that the IC process for obstetric anaesthesia at hospitals associated with the University of

Witwatersrand is variable.

In the question regarding self-assessment of the adequacy of IC, ‘adequacy’ was deliberately not defined to
assess the respondent's subjective view of their practices. More than half of the respondents felt that their IC
process was adequate. Poor compliance with general and vital aspects of IC, such as documented written
consent, suggests a false sense of adequacy. Since ethics training forms part of the undergraduate and
postgraduate curricula, their perception of adequacy is an example of overconfidence bias rather than a lack of

knowledge. 4

The Patients’ Rights Charter stipulates that patients have the right to be treated by a named healthcare provider.

15 There is good compliance in our study as 83.8% ‘always’ introduce themselves by name. This is much better
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than in other Sub-Saharan countries such as Eritrea, where a study found that only 15% of anaesthetists

introduced themselves and in Ethiopia, where 23.5% introduced themselves. 1o 17

Despite the South African Society of Anaesthesiologists (SASA) guidelines recommending that patients be

informed of their anaesthetist’s qualifications and experience level '8

, the majority (68.9%) ‘never’ or ‘rarely’
introduce themselves by rank. Rank generally denotes the level of experience or expertise that affects the service
quality. A study done in Mthatha found that the rate of failed spinal is associated with the level of experience of
the anaesthetist. !° A study at Inkosi Albert Luthuli Hospital found that 42% of the patients preferred to know
the level of experience of their anaesthetist. !4 South African ethics experts were asked to validate a consent form
in its development phase, and they did not find rank essential for the IC process, as shown by a content validity
index (CVI) of less than 0.8.2° The influence of rank on the adequacy of informed consent is thus not clearly

defined.

According to HPCSA practice guidelines as outlined in booklet 4, consent must always be expressed and never
implied. ? It is concerning that 6.8% of the respondents used implied consent for an invasive procedure. The

definition of implied consent was provided in the questionnaire to eliminate confusion about its meaning.

The SASA guidelines stipulate that IC must be written or that some record or note be made in the patient file. '3
Written IC is needed if the proposed treatment is complex or carries significant risks. 2! Only 8.1% use written
consent and less than half of those who use verbal consent document it in the patient’s record. Undocumented

verbal consent is invalid.

There is no dedicated anaesthetic consent form at the hospitals where respondents work. This is likely the reason
for the low usage of written consent and the low documentation of verbal consent. A recent quality improvement
study at a South African university indicates that a standardised anaesthetic consent form increases the

documentation rate. 2

GA and spinal anaesthesia are seldom offered together as viable options for caesarean section (CS). This is in
keeping with a previous study finding that 95% of the postpartum women knew that spinal anaesthesia was an
option for CS versus only 43% who knew GA was also an option. !* This indicates that anaesthetists are still

applying a paternalistic approach in choosing the mode of obstetric anaesthesia.

In the literature, high-frequency and high-morbidity side effects and complications or those with implications
for adverse foetal outcomes are most frequently disclosed. 2* Nausea and vomiting, conversion to GA, and post-

puncture headaches were the most frequently disclosed risks in this study, while death and cardiac arrest were
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the least likely to be mentioned. This is similar to a North American study where death and cardiac arrest were
also less frequently disclosed compared to headache, local pain or discomfort and the risk of infection. 2* The
SASA practice guidelines require rare but catastrophic complications such as death and paralysis to be
mentioned to the patient. ' A possible reason why anaesthetists are reluctant to disclose these risks is to
decrease patient anxiety. The respondents frequently disclose conversion to GA, possibly because it changes the
patient's entire experience of the birth of her baby. A study in a South African academic institution found the

incidence of failed spinal anaesthesia to be 11.7%. !° Disclosure of this risk is thus warranted.

Respondents continue to show a bias towards spinal anaesthesia as they omit to mention GA. This may be
because spinal anaesthesia is safer for the mother and baby. General anaesthesia is associated with higher rates
of perioperative haemorrhage and a greater risk of neonatal depression. Respondents disclosed the risk of
aspiration of gastric contents significantly more than other complications. This might be because aspiration is

easier to explain, and prevention is relatively well established.

SASA recommends that common risks, as well as material risks, be fully explained. '® Quantification of risks is
vital to delineate the common risks from the rare ones. '8 While some risks are more often quantified than others,
achieving a 100% quantification rate is difficult. This limitation is often due to the absence of specific data for
the specific institutions. Accurate risk assessment requires data relevant to the specific healthcare system and

population. 7 The lack of quantification may reflect the lack of such data.

Anaesthetists frequently encounter language barriers. It is in keeping with the findings of a scoping review that
described counselling, IC and debriefing in sub-Saharan Africa and found language differences to be a barrier to
effective counselling. 2° Despite this barrier, most respondents claimed to address patients in the patient's

preferred language, demonstrating the diversity in their language capabilities.

Respondents use informal interventions to overcome language barriers. Nursing staff are frequently used to
translate. They are ideally placed to be translators due to their medical knowledge and being bound by patient
confidentiality. A significant advantage of the artificial intelligence era is that various translation applications are
available and are commonly used by respondents. The Association of Anaesthetists (ASA) advises against using
family members to interpret as it risks the patient being coerced and inaccurate information being relayed

between the patient and the anaesthetist. It also compromises the patient’s right to privacy and confidentiality. 26

Work experience was associated with the use of other patients as translators, as well as a tendency to disclose
more complications. An Ethiopian study assessing the practices and factors associated with IC found that work

experience of more than ten years was positively associated with adequate practice of IC. ?’
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Most respondents do not adjust their IC when dealing with elective or emergency surgery. Due to an
overburdened obstetric service at the hospitals where respondents work, it is common for most CS to be done as
emergencies. Elective CS are often unscheduled and performed between emergencies. They arrive in the
operating theatre in the same manner as emergencies. Patients in both categories are interviewed upon arrival at
the operating theatre. The emergency setting is characterised by time pressure and high stakes, as any delay can
compromise the mother or baby. The process of IC may be rushed under those circumstances. It is concerning
that even elective cases are treated in the same manner, especially given the other findings of this study that

point to an inadequate process of IC.

The strength of this study is that it serves as the basis for further research into the IC process and measures to
improve IC for obstetric anaesthesia. It also contributes to a body of evidence pointing to the inadequacy of IC
in obstetric anaesthesia. Anonymity allowed for frank reflection of the practices of individuals without fear of

retribution for wrongdoing.

This study must be read against certain limitations. This study is not generalisable as it only targeted anaesthetic
registrars and medical officers associated with the University of Witwatersrand. Self-reported studies pose the
risk of social desirability bias, a form of self-report bias where respondents give answers to paint themselves in a
better light than reality. 28 The lack of clear guidelines for IC makes it challenging to determine the IC process
objectively. Using a 5-point Likert scale meant that a significant portion of respondents chose the middle

category of ‘occasionally’, thus not committing to what their actual practice is.

Quality improvement projects can include the use of patient leaflets, informational videos, and dedicated
anaesthetic consent forms. The development and use of written consent tools require further research. Research

on the use of medical translation applications is also needed.

3.7 Conclusion

The process of obtaining IC for obstetric anaesthesia at hospitals associated with the University of the
Witwatersrand is variable. Undocumented verbal consent obtained by named anaesthetists in the patient’s

preferred language is the most common practice. Quality improvement strategies are recommended.
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4.1 Introduction

The anaesthetist has a fiduciary duty to obtain Informed Consent (IC) before providing a
service to the patient. This IC is based on legal, moral, and ethical principles, which need to
be done effectively despite any potential challenges that may be encountered. ! South African
law states that any procedure or treatment on a patient without proper IC constitutes an
assault. > IC gives the anaesthetist permission to perform procedures on the patient that may
otherwise be impermissible. > For anaesthetists, IC should not be to avoid litigation or protect

against accusations and civil suits but rather facilitate patient care. *

South African laws which govern IC include the National Health Care Act 61 of 2003 (NHA),
the Constitution of the Republic of South Africa, The Children's Act 38 of 2005, the Health
Professional Council of South Africa guidelines and various other statutes, as well as the
common law. > A study to determine the knowledge of anaesthetists at the University of the
Witwatersrand reveals gaps in their knowledge and a need for interventions to improve the
depth and understanding of consent law among anaesthetists. ® The surveyed anaesthetists
performed the worst at questions assessing knowledge of the Children’s Act and National

Health Act. ® Both these acts are fundamental for IC to promote patients’ autonomy.

IC is a process led by the health care provider for the patient's benefit in which information
about risks, benefits and alternatives to proposed treatment or interventions are shared with
the patient to assist in their decision-making. ’ It promotes individual autonomy, protects
patients, avoids fraud and coercion, encourages self-scrutiny by medical professionals,

promotes rational decisions, and involves the public in decision-making. *

Information disclosure, understanding of information, and authorisation of consent to the
medical intervention are critical elements of IC. ® The benefits and material risks related to
both general and neuraxial anaesthesia must be discussed with the patient. The lists of risks
and benefits can be very long, so there has been a shift towards the “material risk™ standard of

information disclosure. ® According to the Health Professional Council of South Africa
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guidelines, information is material if "a reasonable person in the position of the patient, if
warned of the risk, would attach significance to it; and the health care practitioner should

reasonably be aware that the patient if warned of the risk, would attach significance to it ".>

The prerequisites to IC are capacity and voluntariness. > ° Voluntariness implies a decision

made without a promise of a reward, coercion, manipulation, or persuasion

Patients with the mental capacity to make an informed decision encounter instances where
this capacity is limited by emotional overwhelm, information overwhelm, or both. Emotional
overwhelm occurs when the patient perceives the risks involved as too serious to make a
decision. Informational overwhelm is when the patient cannot understand the medical
information and, therefore, cannot make decisions based on that information. ° Informational
overwhelm cannot be solved by using a surrogate because the information that overwhelms
the patient can also overwhelm the surrogate decision-maker. It requires a more personal
approach, such as shared decision-making °. Shared decision-making allows the patients to

ask questions about things they do not understand.

The approach to obtaining consent for medical procedures has evolved from a paternalistic
approach with the healthcare provider being the primary decision-maker to one where patient
autonomy is the focus. ! The paternalistic approach does not consider other factors such as the

patient’s cultural or religious beliefs, their level of education or their level of understanding. '

Shared decision-making involves information sharing between the clinician and the patient. !
Shared decision-making represents the middle point between an autonomy approach, “patient
knows best”, and a paternalistic system of “clinician knows it all”. > Shared decision-making
is a collaborative approach focusing on understanding the patients’ circumstances and
perspectives to address their needs. !° The American College of Obstetricians and
Gynaecologists Opinion Committee of 2009 considers shared decision-making the highest

ethical standard model for IC. !
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In anaesthesia, IC still predominates with little progression towards shared decision-making.
12 Decision aids have been used to increase shared decision-making even though there is no
evidence to suggest that more information shared with patients increases the engagement
needed for successful shared decision-making. A proposed hindrance is the patients’ focus on
the IC given for surgery and not deeming anaesthetic consent as critical. Time constraint in

the perioperative period is another proposed limitation. '

In the United States of America (USA), the professional practice standard is the standard of
information disclosure, which focuses on the information the health care provider shares
rather than the patient’s understanding. > The patient either accepts or rejects the proposed

course of treatment. 4

The pregnant and labouring woman presents a unique set of challenges in obtaining IC.
Patients may not have received antenatal education. During unplanned emergency
interventions, there is limited time to provide extensive education. '* Effective information
sharing and consent are difficult during labour due to distractions such as contractions, pain

and medication with opioids. '®

Additional obstacles include language barriers, especially for immigrant women. !! The
National Health Act requires doctors to obtain consent in a language the patient understands,
which aligns with their literacy level. This is challenging in South Africa, which has eleven

official languages and many immigrants. '’

Despite these challenges, women in labour can make decisions even when disagreeing with
the clinician or family members. They must participate fully in shared decision-making and
give IC for treatments proposed. * ' A 2019 literature review concluded that there is
insufficient data to determine whether labouring women maintain their capacity to give
consent. '® The interests of the family, the woman’s partner and what is deemed best for the
foetus are competing interests that a labouring mother may need to consider in making an

informed decision. °
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A 2009 survey in the United Kingdom (UK) of the practice of anaesthetists in obtaining IC
for epidural anaesthesia shows variations in the information and risks mentioned and the
incidence of those risks. 2% This is attributed to some risks being poorly documented in the
literature with no reliable incidence data. !> The onus is on the anaesthetists to be updated on

the latest figures to enable better information sharing. '

In the African context, a study conducted in Nigeria in 2015 shows that only a third of the
anaesthetists surveyed obtained IC before performing epidurals on their patients. >! A survey
of the access to safe obstetric anaesthesia in five East African countries from 2013 to 2014
finds that 85% of the clinicians surveyed say they checked preoperative consent including
consent for both surgery and anaesthesia. 22 Both these studies were not explicit about how IC

1s obtained.

A study by Moller at Chris Hani Baragwanath shows that only a third of primigravidas got
information about spinal anaesthesia from the anaesthetist. Anaesthetists are the experts
concerning spinal anaesthesia and, ideally, should be the source of information for all

parturients. 23

A University of KwaZulu Natal (UKZN) study assessing the process of IC from the patient’s
perspective reveals a dismal amount and depth of information shared with patients

preoperatively. It also shows a lack of standardisation of the process. 2*

According to the 2020/2021 Health Professional Council of South Africa annual report, IC
constitutes 1.6% of complaints lodged with the statutory body about health care providers in
South Africa. * This small number may underestimate the extent of the problems as it only

represents cases reported to the Health Professional Council of South Africa. 2
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Taking into consideration available evidence that the knowledge of the laws governing IC is
lacking and IC from the patient’s perspective is lacking, this study aims to understand the
process of obtaining IC for obstetric anaesthesia as reported by the anaesthetists at hospitals

associated with the University of the Witwatersrand Department of Anaesthesiology.

4.2. Problem statement

The current practice in South Africa, as evaluated from a patient’s perspective at a tertiary
hospital in KwaZulu Natal, showed serious inadequacies regarding the information shared
with patients by the anaesthetist before administering anaesthesia. The researchers suggested
that a standardised process of obtaining IC for anaesthesia might alleviate some of the
weaknesses in the process. ?* Currently, there is no data on how IC is obtained and what
information is discussed by anaesthetists when consenting patients for anaesthesia in
obstetrics in South Africa. Medical practitioners are ideally positioned to provide information
for obstetric anaesthesia. ?*> There is evidence that anaesthetists lack knowledge of IC laws, so

an investigation of the current processes of IC is necessary. ®

43. Aim

This study aims to describe the process of obtaining IC for obstetric anaesthesia as reported
by anaesthetists at hospitals associated with the University of the Witwatersrand Department

of Anaesthesiology.

4.3. Objectives

The objectives of this study are to:

Describe the demographics (age, gender and years of experience) of anaesthetists obtaining

consent for obstetric anaesthesia.

48



Describe the documentation of IC

Describe the information provided to the patient

Describe language use in the process of IC

Describe the perception of anaesthetists regarding the adequacy of their IC process

Describe the process of IC in relation to years of anaesthetic training.

4.4  Research assumption

The following definitions will be used in this study:

Anaesthetists: Any qualified doctor working in the Department of Anaesthesiology. For this

study, an anaesthetist will refer to medical officers and registrars.
Respondents: Anaesthetists who will complete the survey questionnaire

Implied consent: Refers to when a patient passively cooperates in a process without

discussion. There is no documentation by either the patient or clinician.

Verbal consent: Consent in which a patient verbally states their agreement to a procedure but
does not sign any written form. The clinician must document that verbal consent has been

obtained.

Written consent: Consent when both the patient and the clinician sign and date a document

to show their agreement.

4.5. Demarcation of the study field

The study will be conducted in Johannesburg in the Department of Anaesthesia at the
University of the Witwatersrand. The staff complement of the department that will be sent a

questionnaire consists of 119 registrars and 21 medical officers.
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5.6. Ethical considerations

Ethics approval will be obtained from the Human Research Ethics Committee (Medical) and
the University of the Witwatersrand Graduate Studies Committee before data collection.
Approval to conduct the study will be obtained from Prof. Motshabi, the Academic Head of
the Department of Anaesthesiology of Wits (Appendix A). Permission to collect data will be
obtained from the Head of Department of Anaesthesia at each hospital (Appendix B).

To ensure confidentiality, respondents will be allocated a unique study number. The data will
be analysed without identifying information; only the researcher and supervisors can access
raw data. Data will be stored securely electronically on a password-protected database for six

years after completion of the study.

Consent is implied if a respondent completes the questionnaire after reading the study

information letter (Appendix C).

4.7. Research Methodology

Research design

A descriptive survey study will be conducted. Primary data will be collected using a newly
adapted questionnaire (Appendix D). The questionnaire will utilise Likert-type scale
responses and multiple-choice questions to be completed by the respondent on RedCap®.
Only invited respondents may complete the survey, and the respondents’ identities are

concealed.

Study population
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The study population comprises medical officers and registrars in the Department of

Anaesthesiology at the University of the Witwatersrand.

Study sample

Sample method

A voluntary response sample will be used where respondents can either respond or ignore the

questionnaire.
Sample size

Based on a pool of 131 anaesthetists and assuming a population proportion of 90% to achieve
a maximum 95% confidence interval margin of error of 5%, the sample size will be 68

respondents. This sample size was calculated using an online calculator at www.calculator.net

27

An initial email will be sent out, followed by reminders on the departmental social media
platforms to encourage participation. Reminder emails will be resent depending on response
rates. If the online response fails to reach the required sample size, hard copies of the
questionnaire will be distributed to respondents who have not yet completed the online

questionnaire.
Inclusion criteria

All medical officers and registrars working in the Department of Anaesthesiology at the time
of the study will be included. All questionnaires, including partially completed

questionnaires, will be included in the data analysis.
Exclusion criteria

Interns are excluded from the study because they rotate through the department every two
months. The interns within the department at the time of data collection will not be a
representative sample of all the interns. Consultants will be excluded due to their lack of

involvement in daily obstetric anaesthesia.
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Data collection

An online self-report questionnaire will be used as the primary data collection tool. A link to
the questionnaire will be emailed to the target population after approval by the Human

Research Ethics Committee. The questionnaire will take 10 minutes to complete.

Questionnaire validation

The adapted questionnaire is based on previous work by Middle and Wee and has been
validated for internal and content validity by a panel of experts in South Africa. 2° Permission
has been obtained to use the questionnaire (Appendix E). The validation process will ensure

that the survey is reproducible. 2

Data analysis

Descriptive statistics will describe the survey data. These statistics include frequency and
measures of central tendency such as mean, median and mode, and dispersion measures such

as standard deviation and range, as well as a percentage.

A biostatistician was consulted in the development of the research protocol and will be
consulted for data analysis. SPSS will be used as the data management software for data

analysis.

4.8. Significance of the study

This study will document how IC is obtained for obstetrics anaesthesia. This data will inform
other quality improvement projects aimed at optimising the interaction of the anaesthetist and

the patient to obtain IC for obstetric anaesthesia.

4.9. Validity and reliability of the study
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Bias and confounding factors

Nonresponse bias is a severe threat to this study as the population targeted are busy and
focused on other things. To counter this, sufficient time will be given for respondents to
participate, and the emails will be sent from a reputable source such as the Faculty Office or
Head of the Department. Respondents will be reminded to participate after the initial email.

Hard copies will be available to respondents who did not complete the online questionnaire.

Random error is minimised by selecting the correct sample size representative of the
population. Selection bias is addressed by including all registrars and medical officers and

excluding medical interns and consultants

Surveys that require clinicians to report on their practices are predisposed to self-report bias,
where respondents may try to underreport perceived bad practices. This will be addressed by

maintaining anonymity and confidentiality.

4.10 Potential limitations of the study

This study will depend on the response rate of the participants and may be limited by a poor
response rate. Responses given may not be truthful. This descriptive study is specific to the
Department of Anaesthesia at the University of the Witwatersrand, so the results may not

reflect the practice of the province or country.
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4.11 Project outline

Year 2022-2023
Months J F M

Literature

review

Preparing

protocol

Protocol
assessment

Ethics

application

Collecting
Data

Data

analysis

Writing up

thesis

Writing up

paper

Financial plan

The cost will be kept at a minimum. The University of the Witwatersrand will subsidise

printing costs.

RedCap® is an open source free online platform; therefore, it will not incur any monetary

costs.



Item Price Number Copies Total
per page of pages

Proposal 2 20 10 R 400

Ethics 2 20 25 R1000

Postgraduate form | 2 2 6 R24

Complete report 2 100 4 R 800

Total R 2224
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4.13. Appendices

Appendix A: Permission from the Head of Department of Anaesthesiology

UNIVERSITY OF leé \Qi)mu‘-m ‘ %WITS
WITWATERSRAND, ¥ @ HEALTH SCIENCES (P ScHooL &

JOHANNESBURG k Ml’—‘méjl‘.\l 3

08 August 2022

Postgrad Office

School of Clinical
Medicine Faculty of
Health Sciences
University of the

Witwatersrand

To Whom It May Concern

Permission T )11 t Research: Dr Wazha Andr nvahala- St nt Number:

2640699

This is to confirm that [ have read and given permission for Dr Wazha Andrew

Senyahale toconduct research at in the Department of Anaesthesiology towards his/her
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Mmed project titled “The process of IC for obstetric anaesthesia in the Department of

Anaesthesia at the University of Witwatersrand: a descriptive cross-sectional study”

Thank you.

Assoc. Prof. P Motsha

Ass Prof P. Motshabi Chakane

. S
. %WI [§S
N | ret:+270)11488 432 ‘ SCHOOL OF | racutry ot

Q CLINICAL |HEALTH

W ITS E;:gi?:ssa‘lseasza?r?\g?shabi@v.rits.ac,za | N\ [ D ] Cl N [ |

UNIVERSITY | Website: www.wits.ac.za SUIEINCULLED

Charlotte Maxeke Johannesburg Academic Hospital, 6th Floor, Area 361/16, Jubilee Road, Parktown, Johannesburg
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Appendix B: Request for permission to conduct research at various hospitals in the
Department of Anaesthesia

University of the Witwatersrand,

Department of Anaesthesiology

Head of Department Anaesthesia

Charlotte Maxeke Johannesburg Academic Hospital (CMJAH)
Chris Hani Baragwanath Academic Hospital (CHBAH)

Helen Joseph Hospital (HJH)

Rahima Moosa Mother and Child Hospital(RMMCH)

27 July 2022

Dear Sir/Madam,

Re: Permission to conduct research in your department

My name is Dr Wazha Andrew Senyahale.

I am studying for a Master of Medicine in Anaesthesiology at the University of the

Witwatersrand. I am seeking permission to do research in your department.

I am researching the process of IC for obstetric anaesthesia. This study documents how IC

for obstetrics anaesthesia is obtained, including challenges encountered during the process.

The research will collect data from medical officers and registrars in the Department of

Anaesthesiology. If they agree, they will be asked to complete an online questionnaire via
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RedCap®. The questionnaire will take less than 10 minutes to complete. The participants

will be able to complete the questionnaire at any time they choose.

By completing the questionnaire, consent to participation will be implied. Their responses
will be treated confidentially, and identities (their names and the name of the organization)
will be anonymous unless otherwise expressly indicated. Individual privacy will be

maintained in all published and written data from the study.

The results will be communicated via master’s thesis or published in academic journals.

The research participants will not be advantaged or disadvantaged in any way. They will be
reassured that they can withdraw their permission at any time during this project without any
penalty. There are no foreseeable risks in participating in this study. The participants will

not be paid for this study.

All research data will be stored securely in a password-protected platform for six years.

I, therefore, request permission in writing to conduct my research at your organization.

Please let me know if you require any further information. I look forward to your response

as soon as 1S convenient.

Yours sincerely,

Cara Redelinghuys
Dr Wazha Andrew Senyahale

071 506 2499 076 738 5493

2640699 @students.wits.ac.za carared003@gmail.com

Supervisor’s name

Dr Dorinka Nel
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083 362 3061

neldorinka@gmail.com

Please sign below to grant permission (cross out the rest)

CMJAH
Prof E Oosthuizen

CHBAH
Dr P Mogane

HJH
Dr B Gardner

RMMCH
Dr T Kleyenstuber

64




Appendix C: Information letter

Dear colleague,
My name is Wazha Andrew Senyahale. I am a registrar in the Department of Anaesthesiology

at the University of the Witwatersrand.

I invite you to participate in my Master of Medicine in Anaesthesia research study entitled:
The process of IC for obstetric anaesthesia at hospitals associated with the University of
Witwatersrand; a descriptive cross-sectional study. This will be achieved by describing the
demographics (age, gender and years of experience) of the anaesthetists obtaining consent for
obstetric anaesthesia, describing documentation of IC, describing the information provided to
the patient, describing the impact of language on the IC process and describing the perception

of anaesthetists regarding the adequacy of their IC process.

I would like you to participate by completing the attached questionnaire.

The questionnaire is anonymous, and all responses obtained will be stored in a secure,
confidential, password-protected manner. The only people who will access the raw data will
be my supervisors and me. No identifying data will be requested or captured. If, at any stage,
you feel uncomfortable participating in the questionnaire, you are welcome to withdraw from
the study. Participation in this study is entirely voluntary, and consent will be implied by

completing the questionnaire.

Answering this questionnaire should take less than 10 minutes. No incentives will be offered
to complete this questionnaire.

If you have any questions about this study, please get in touch with me, Dr Wazha Andrew
Senyahale, or either of my supervisors, Dr Cara Redelinghuys (+27 76 738 5493) or Dr
Dorinka Nel (+27 83 362 3061).
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This study has been approved by the Human Research Ethics Committee (Medical) of the
University of the Witwatersrand. The role of this committee is to protect the dignity and rights
of all research participants. If you have any queries about the conduct of this study, please get
in touch with the chairperson of the Human Research Ethics Committee, Professor Clement
Penny, who may be contacted via:

. Email: Clement.Penny@wits.ac.za

. Telephone number: 011 717 2301
Telephone numbers for the Committee secretaries are 011 717 2700/1234, and the email

addresses are Zanele.Ndlovu@wits.ac.za and Rhulani.Mukansi@wits.ac.za

Thank you for your time and participation.
Kind Regards,

Dr Wazha Andrew Senyahale
071 506 2499

monangagilo@yahoo.co.uk
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Appendix D: Questionnaire

1. Demographics

a. What is the year of your birth?

b. Gender
e Male
e Female
e  Other

e Decline to answer

c. Designation/rank
e Medical officer

e Registrar

d. Total anaesthetic experience?
e <1year
e < 2years
e < 3years

e > 3years

e. What is your highest anaesthetic qualification?
e No formal anaesthetic qualification
e Diploma in Anaesthetics
e FCA part 1
e FCA part 2

3. In your opinion, do you regard your process of IC for the obstetric patient as adequate?
e Strongly agree

e Agree



e  Undecided
e Disagree

e Strongly disagree

4. Do you introduce yourself by name prior to getting IC obstetric anaesthesia?
e Never
e Seldom
e  Occasionally
e Often

e Always

5. Do you introduce yourself by your rank (medical officer or registrar) prior to getting IC

for obstetric anaesthesia?

e Never

e Seldom

e Occasionally
e Often

e Always

6. What type of IC do you use most commonly in obstetric anaesthesia?
e Implied consent (Refers to when a patient passively cooperates in a process without
discussion.)
e Verbal consent (Consent where a patient states their agreement to a procedure verbally
but does not sign any written form.)
e Written consent (Consent when both the patient and the clinician sign and date a

document to show their agreement.)
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In the event of verbal consent, do you document the verbal consent? (branching logic on
Redcap)

Never

Seldom

Occasionally

Often

Always

If yes, where do you document it? (Branching logic on Redcap)

Patient’s file
Anaesthetic chart
Surgical consent form

Dedicated anaesthetic consent form

Other: Please specify (branching logic on Redcap)

In the event of written IC, where is it documented? (branching logic on Redcap)
Patient’s file
Anaesthetic chart
Surgical consent form
Dedicated anaesthetic consent form

Other: Please specify (branching logic on Redcap)

9. How often do you offer both spinal anaesthesia and general anaesthesia as viable options

for caesarean section?

Never

Seldom
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Occasionally
Often

Always
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10. How often do you discuss the following risks of spinal anaesthesia?

Risks > Q| g z %
18 |2 |2|3s
< [P |8 | <=
=
Anaphylaxis

Cardiac arrest

Compression from a vertebral canal haematoma

Compression from an epidural abscess/ meningitis

Death

High(total) spinal

Hypotension

Inadequate analgesia

Local anaesthetic systemic toxicity

Nausea and vomiting

Need to convert spinal to general anaesthesia

Post dural puncture headache

Post spinal backache

Pruritis

Shivering

Transient neurologic symptoms

Nerve injury

Urinary retention

Other (branching logic on Redcap)

DESCIIDE. . . e

11. How often do you quantify the risk of the following complications of spinal anaesthesia?

Choose "Not Applicable" for those complications that you never discuss with patients.
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Risks

skemy

uYOo

SOWINaWog

Kjorey

IOAON

a[qeoriddy JoN

Anaphylaxis

Cardiac arrest

Compression from a vertebral canal haematoma

Compression from an epidural abscess/ meningitis

Death

High(total) spinal

Hypotension

Inadequate analgesia

Local anaesthetic systemic toxicity

Nausea and vomiting

Need to convert spinal to general anaesthesia

Post dural puncture headache

Post spinal backache

Pruritis

Shivering

Transient neurologic symptoms

Nerve injury

Urinary retention

Other (branching logic on Redcap)

DESCIIDE. . .
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12. How often do you discuss the following risks of general anaesthesia?

Risk

skem|y

uayo

SauInauwIoS

KJorey

IOAON

Airway and dental trauma

Anoxia and brain damage

Aspiration of gastric contents and its

consequences

Awareness under general anaesthesia

Depression of the foetus with narcotics

Drug toxicity/side effects

Increased risk of post-partum haemorrhage

Loss of airway control (failed intubation) and

need for surgical airway

Post-operative nausea and vomiting

Other(branching logic on

Redcap)Describe...........ccooeviiiiiiiiiiinn.n.
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13. How often do you quantify the risk of the following complications of general anaesthesia?

Choose "Not Applicable" for those complications that you never discuss with patients.

Risk

skem|y

uYOo

SOWITOWOS

KJorey

FEYEING

o1qeordde 10N

Airway and dental trauma

Anoxia and brain damage

Aspiration of gastric contents and its

consequences

Awareness under general anaesthesia

Depression of the foetus with narcotics

Drug toxicity/side effects

Increased risk of post-partum

haemorrhage

Loss of airway control (failed

intubation) and need for surgical airway

Post-operative nausea and vomiting

14. How often do you obtain IC from obstetric patients in their preferred/home language?

15. a. How often do you encounter a language barrier in the process of obtaining IC from

Never
Seldom
Occasionally
Often

Always

obstetric patients? Tick one
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Never
Seldom
Occasionally
Often

Always

b. Once you encounter a language barrier do you use any of the options below to over the

language barrier? Tick all options that apply (branching logic)

Use nursing staff as a translator

Use another patient as a translator

Attempt the patient’s language

Use simplified English

Use a translational application on your mobile device

Other: Please describe (branching logic on Redcap)

16. Does your process of IC for obstetric anaesthesia change with elective cases versus

emergency cases?

Yes

No
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Appendix E: Permission to use questionnaire

8/4/22, 9:39 AM Yahoo Mail - Re: Permission to adapt parts of your questionnaire

Re: Permission to adapt parts of your questionnaire

From: Michael Wee (michaelwee533@gmail.com)
To: monangagilo@yahoo.co.uk

Date: Sunday, 13 February 2022 at 12:44 GMT+2

Dear Senyahale,

Thank you for contacting me. Please feel free to adapt our guestionnaire for your dissertation provided you give
proper acknowledgement to our publication. If possible, can you also send me a copy of your questionnaire with a
statement that it was adapted from ours. | wish you very best wishes in your academic endeavours.

Kind regards

Prof. Michael Wee

On Sun, 13 Feb 2022 at 08:28, monanga gilo <monangagilo@yahoo co uk> wrote:
Good day

I am Wazha Senyahale currently a first year registrar in the department of Anaesthetics at Chris Hani Baragwanath Academic
Hospital affiliated with the University of Witwatersrand in Johannesburg, South Africa.

In February 2009 you published a study in Anaesthesia: Perioperative medicine, critical care and pain journal volume 64,
Issue 2 pages 119 to 234. T would like to use themes from your questionnaire and some questions to fornmulate a new
questionnaire for my dissertation study on the process of informed consent at my institution for obstetric anaesthesia.
Could you please permit me to use parts of your work.

I am looking forwad to hearing from you or your team.

Kind regards

Dr Wazha Senyahale

MBChE, DA(SA)

+27 71 506 2499
Student mumber 2640699



5. Section 5: Annexures

5.1. Human Research Ethics Committee (Medical) approval

pog

UNIVERSITY OF THE [Gi
WITWATERSRAND,
JOHANNESBURG

R14/49 Dr Wazha Senyahale
HUMAN RESEARCH ETHICS COMMITTEE (MEDICAL)

CLEARANCE CERTIFICATE NO. M230205 MED22-09-119

NAME: Dr Wazha Senyahale

(Principal Investigator)

DEPARTMENT: Anaesthesia

PROJECT TITLE: The process of informed consent for obstetric

anaesthesia in the Department of Anaesthesia at the
University of Witwatersrand, a descriptive cross-sectional
study

DATE CONSIDERED: 24/02/2023

DECISION: Approved unconditionally
CONDITIONS:
SUPERVISOR: Dr D. Nel and Dr C. Redelinghuys

APPROVED BY: //fpé%mj/

DrCB Pé@yﬁ@ﬁpﬁson, HREC (Medical)

DATE OF APPROVAL: 23/05/2023 EXPIRY DATE: 23/05/2028

This clearance certificate is valid for 5 years from date of approval. Extension may be applied for.

DECLARATION OF INVESTIGATORS

To be completed in duplicate and ONE COPY returned to the Research Office Secretary on
the Third Floor, Faculty of Health Sciences, Phillip Tobias Building, 29 Princess of Wales
Terrace, Parktown, 2193, University of the Witwatersrand. l/we fully understand the
conditions under which | am/we are authorized to carry out the above-mentioned research
and I/we undertake to ensure compliance with these conditions.Should any departure be
contemplated, from the research protocol as approved, |/we undertake to resubmit the
application to the Committee. | agree to submit a yearly progress report. The date for
annual re-certification will be one year after the date of convened meeting where the study
was initially reviewed. In this case, the study was initially reviewed in February and will
therefore be due in ke month of February each year. Unreported changes to the application
may invalidate the

30/07/2023

ure Date

LA
Vel

Pring

PLEASE QUOTE THE PROTOCOL NUMBER IN ALL ENQUIRIES



5.2. Graduate Studies Committee Approval

b Private Bag 3 Wits, 2050
UNIVERSITY OF THE Fax: 027117172119
WITWATERSRAND, Tel: 027117172076
JOHANNESBURG
Reference: Mrs Sandra Benn
E-mail: sandra.benn@wits.ac.za
06 January 2023
Dr WA Senyahale Person No: 2640699
45 Hospital road PAG
Brakpan,Ekurhuleni
Aeroton
2013
South Africa

Dear Dr Wazha Senyahale

Master of Medicine in Anaesthesia: Approval of Title

We have pleasure in advising that your proposal entitled The process of informed consent for obstetric
anaesthesia in the Department of Anaesthesia at the University of Witwatersrand, a descriptive cross-
sectional study has been approved. Please note that any amendments to this title have to be endorsed
by the Faculty's higher degrees committee and formally approved.

Yours sincerely

LC/(g_,CM.JM

Mrs Sandra Benn
Faculty Registrar
Faculty of Health Sciences

109=



5.3. Permission letter by the WITS Anaesthesiology Head of Department

UNIVERSITY OF THE \(l)* of Q)W]TS
WITWATERSRAND. \/ HEALTH SCIENCES ¢ SCHOOL OF
JOHANNESBURG | MEDICINI
08 August 2022
Postgrad Office

School of Clinical Medicine
Faculty of Health Sciences

University of the Witwatersrand

To Whom It May Concern

Permission To Conduct Research: Dr Wazha Andrew Senyahala- Student Number:

2640699

This is to confirm that I have read and given permission for Dr Wazha Andrew Senyahale to
conduct research at in the Department of Anaesthesiology towards his/her Mmed project titled
“The process of informed consent for obstetric anaesthesia in the Department of Anaesthesia at the

University of Witwatersrand: a descriptive cross-sectional study”

Thank you.

Assoc. Prof. P Motshabj '\

SCHOOL OF | 4 of
CLINICAL (HEALTH
MEDICINE |SCIENCES

Charfotio Maxoke Johannesburg Acadomec Hospaal, 6th Floor, Ares 361/16, Jubdee Rood. Packiown, Johannesbur

Tel: +27 (0)11 488 4344

Cell: 083 432 1994
W l TS Email: palesa. motshabi@wits.ac.za
UNIVERSITY | Website: www.wits.ac.za

4 Ass Prof P. Motshabi Chakane \('
HOD Wits Anaesthesia I /ID
HOU Cardiac Anaesthesia ' =
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5.4. Research Permission Letter by The Deputy Registrar

Y

UNIVERSITY OF THE

WITWATERSRAND, &7
JOHANNESBURG

OFFICE OF THE DEPUTY REGISTRAR

02 June 2023

Wazha Senyahale

Student Number (2640699)
Master of Medicine in Anaesthesia
Faculty of Health Sciences

TO WHOM IT MAY CONCERN

“The process of informed consent for obstetric anaesthesia in the
Department of Anaesthesia at the University of Witwatersrand, a
descriptive cross-sectional study.”

This letter serves to confirm that the above project has received permission to be
conducted on University premises, and/or involving staff and/or students of the University
as research participants. In undertaking this research, you agree to abide by all University
regulations for conducting research on campus and to respect participants’ rights to
withdraw from participation at any time.

If you are conducting research on certain student cohorts, year groups or courses within
specific Schools and within the teaching term, permission must be sought from Heads of
School or individual academics.

Ethical clearance has been obtained. (Protocol number: M230205 MED22-09-119)
Research Expiration: (23 May 2028)

(Prgoer

Nicoleen Potgieter
University Deputy Registrar

Private Bag 3, WITS, 2050, South Africa | T +27 11 717 1204/8 | E nicoleen.potgieter@wits.ac.za | www.wits.ac.za l(y
1922
J 2022

IYUNIVESITHI YASEWITWATERSRAND | YUNIVESITHI YA WITWATERSRAND
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5.5. Information sheet

Page 1

The process of informed consent for obstetric
anaesthesia in the Department of Anaesthesia at the
Utniarersity of Witwatersrand, a descriptive cross-sectional
study

Dear colleague,

My name is Wazha Andrew Senyahale. | am a registrar in the Department of Anaesthesiology at the University of the
Witwatersrand.

| invite you to participate in my Master of Medicine in Anaesthesia research study titled: The process of informed
consent for obstetric anaesthesia at hospitals associated with the University of Witwatersrand; a descriptive
cross-sectional study. This will be achieved by describing the demographics (age, gender and years of experience) of
the anaesthetists obtaining consent for obstetric anaesthesia, describing documentation of informed consent,
describing the information provided to the patient, describing the impact of language on the informed consent
process and describing the perception of anaesthetists regarding the adequacy of their informed consent process.

| would like you to participate by completing the attached questionnaire,.

The questionnaire is anonymous, and all responses obtained will be stored in a secure and confidential,
password-protected manner. The only people who will access the raw data will be my supervisors and me. No
identifying data will be requested or captured. If, at any stage, you feel uncomfortable participating in the
questionnaire, you are welcome to withdraw from the study. Participation in this study is entirely voluntary, and
consent will be implied by your completion of the questionnaire.

Answering this questionnaire should take less than 15 minutes. No incentives will be offered for the completion of
this questionnaire.

If you have any questions about this study, please get in touch with me, Dr Wazha Andrew Senyahale (cell phone
+27 71 506 2499), or either of my supervisors, Dr Cara Redelinghuys (+27 76 738 5493) or Dr Dorinka Nel (+27 83
362 3061).

This study has been approved by the Human Research Ethics Committee (Medical) of the University of the
Witwatersrand. The role of this committee is to protect the dignity and rights of all research participants. If you have
any queries about the conduct of this study, please get in touch with the chairperson of the Human Research Ethics
Committee Professor Clement Penny, who may be contacted via:

Email: Clement.Penny@wits.ac.zaTelephone number: 011 717 2301Telephone numbers for the Committee

secretaries are 011 717 2700/1234, and the email addresses are Zanele.Ndlovu@wits.ac.za and
Rhulani.Mukansi@wits.ac.za

Thank you for reading this participant information sheet.

Click 'Next Page' to proceed

16-05-2023 18:40 projectredcap.org ‘ﬁEDCa p”
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5.6. Questionnaire

Page 1

The process of informed consent for obstetric
anaesthesia in the Department of Anaesthesia at the
University of Witwatersrand, a descriptive cross-sectional

study

Demographics

How old are you in years?

What is your gender?

O Male

O Female

() Other

(O Decline to answer

What is your designation/rank?

(O Medical officer
O Registrar

Total anesthetic experience?

What is your highest anaesthetic qualifications?

No formal anaesthetic qualification
Diploma in Anaesthetics
FCA part 1

O
®)
O
O
O
O
O
[J FCA part 2

Content questions

In your opinion, do you regard your process of

(O Strongly agree

informed consent for the obstetric patient as O Agree
adequate? (O Undecided
O Disagree
O Strongly disagree
Do you introduce yourself by name prior to getting O Never
informed consent for obstetric anaesthesia? (O Seldom
(O Occasionally
O Often
O Always
Do you introduce yourself by your rank {(medical O Never
officer or registrar) prior to getting informed (O Seldom
consent for obstetric anaesthesia? (O Occasionally
O Often
O Always

16-05-2023 18:40

projectredcap.org ‘hE DCa p”
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Page 3

Urinary retention
Other

Local anaesthesia systemic O O O O O
toxicity
Nausea and vomiting O O O O O
Need to convert to general O O O @) O
anaesthesia
Post dural puncture headache O (@) O O O
Post spinal backache O @] O O @)
Pruritis @) @] O @] @)
Shivering @] @] O O O
Transient neurologic symptoms O O O O @)
Nerve injury O O O @) O
O O O O O
O O O O O

Please specify.

How often do you quantify the risk of the following complications of spinal anaesthesia?
Choose "Not Applicable" for those complications that you never discuss with patients.

Never Seldom Occasionally Often Always  Not Applicable
Anaphylaxis @] O O O O @]
Cardiac Arrest O O @] O O O
Compression from a vertebral O O O O O O
canal haematoma
Compression from an epidural O @) @) O O @]
abscess/ meningitis
Death @] O O O O O
High (total) spinal @] O @] O O O
Local anaesthesia systemic O O O O O @]
toxicity
Nausea and vomiting ) O O O S, O
Need to convert to general O @) @) O 8, O
anaesthesia
Post dural puncture headache O O O O O O
Post spinal backache O O O O O O
Pruritis O O @) O O O
Shivering O O O O O O
Transient neurologic symptoms O O @] O O @]
Nerve injury O O O O O O

16-05-2023 18:40 projectredcap.org ‘ﬁEDCa p"



Page 4

Urinary retention O O O O O O
How often do you discuss the following risks of general anaesthesia?

Never Seldom Occasionally Often Always
Airway and dental trauma O O O @) O
Anoxia and brain damage O O O O O
Aspiration of gastric contents @] @) O O O
and its consequences
Awareness under general O O O O O
anaesthesia
Depression of the foetus with O O ) @] @)
narcotics
Drug toxicity/side effects O O O O @)
Increased risk of post-partum O O O O ()
haemorrhage
Loss of airway control (failed O O O O &)
intubation) and need for surgical
airway
Post operative nausea and O O O @) O
vomiting
Other O O O

Please specify.

How often do you quantify the risk of the following complications of general anaesthesia?
Choose "Not Applicable" for those complications that you never discuss with patients.

Never Seldom Occasionally Often Always Not Applicable
Airway and dental trauma O O O O @) O
Anoxia and brain damage © O O O @) O
Aspiration of gastric contents ®] O O O O &)
and its consequences
Awareness under general O O O O @) O
anaesthesia
Depression of the foetus with O O O O O O
narcotics
Drug toxicity/side effects O O O O O O
Increased risk of post-partum O O @) O O O
haemorrhage
16-05-2023 18:40 projectredcap.org ‘ﬁEDCa P
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Page 5

Loss of airway control (failed O O O O O O
intubation) and need for surgical
airway
Post operative nausea and ) O O O O O
vomiting
How often do you obtain informed consent from O Never
obstetric patients in their preferred/home language? O Seldom
(O Occasionally
() Often
O Always
How often do you encounter a language barrier in the O Never
process of obtaining informed consent from obstetric O Seldom
patients? (O Occasionally
(O Often
O Always

Once you encounter language barrier do you use any of
the options below to get over the language barrier?
Tick all options that apply

[] Use nursing staff as a translator

[] Use another patient as a translator

[] Attempt the patient's language

[J Use simplified English

[] Use a translations application on your mobile phone
[] Other

You have selected the option "other" as a means to get
over language barrier. Please describe.

Does your process of informed consent for obstetric
anaesthesia change with elective cases versus
emergency cases?

16-05-2023 18:40

O Yes
O No

projectredcap.org

REDCap
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5.7. Permission to adapt the questionnaire

6/11/24, 10:59 AM

HOME

Compose

hitps:/imail yahoo.

(3,101 unread) - monangagilo@yahoo.co.uk - Yahoo Mail

MaIL HEWS FINANCE SPORT CELEBRITY STYLE WEATHER MORE...

Find messages, documents, photos or peoplt Advanced v

Archive Move Delete Spam L]

Permission to adapt parts of your Yahoo/Inbox
questionnaire 2

@ monanga gilo Good day | am Wa:  Sun, 13 Feb 2022 at 10:28 Y

Michael Wee S Sun, 13 Feb 2022 at 1244
r- From:
michaelwee533@gmail.com
To: monanga gilo
Dear Senyahale,

Thank you for contacting me. Please feel free to adapt our

for your P you give
acknowledgement to our publication. If possible, can you atso send
me a copy of your questionnaire with a statement that it was adapted
from ours. | wish you very best wishes in your academic endeavours.

Kind regards

Prol. Michael Wee

~ Hide oniginal message

On Sun, 13 Feb 2022 at 08:28, monanga gio
<monangagiodyahoo co uk> wrate:
Good dir

T am Wazha Seavahale oarseatly a first veas cegistrar i the department
of Ansesthetics at Chein Hani Basagwanath Academsc Hospital affiliated
with the Universty of Witmatesunand i Johannesbusg, South Africa

In Feboaary 2009 rou publahed a sudy i Anaesthesa: Penoperate
medicine, citeal care and pain jourmal volume 64, Issne 2 pages 119 1o
234 Dwould Lke to use themes from yow questonnase md some
questions to fermulate 2 aev queshonaase fog my davestation soxly oa
mptzun of micimed consent at my msuronon for obitetne

tkeyword=michaeMWEE/ 135283 invalid_crumb

@

Upgrade now

Home

mn
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5.8. Turnitin report

2640699 mmed turnitin-2.docx

ORIGINALITY REPORT

10, 6 8 Gy

SIMILARITY INDEX INTERNET SQURCES PUBLICATIONS STUDENT PAPERS

PRIMARY SOURCES

samj.org.za

Internet Source

2%

Submitted to North West University

Student Paper

Van Huyssteen, Nina. "A Legal Analysis of the
Emergency Medical Services in South Africa",
University of Pretoria (South Africa), 2023

Publication

2%
2%

wiredspace.wits.ac.za

Internet Source

1w

Submitted to Volunteer State Community
College

Student Paper

1w

Keith ] Geraghty, Charlotte Blease. "Cognitive
behavioural therapy in the treatment of
chronic fatigue syndrome: A narrative review
on efficacy and informed consent”, Journal of
Health Psychology, 2016

Publication

1w

Submitted to University of North Florida

Student Paper
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1w

www.scielo.org.za

Internet Source

T

Exclude quotes On

Exclude bibliography On

Exclude matches
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