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ABSTRACT 

 
In the developed world one of the pillars of ethical conduct in surgical practise is informed surgical consent. In low 

income developing countries only a few researchers have explored the practise of surgical consent pre-operatively. 

During the informed consent process, independent decision-making and autonomy are recommended by the World 

Medical Association (WMA) Declaration of Lisbon. Family and cultural background, education, religion and 

socioeconomic status may all influence informed consent in surgical practise. This review reports the author’s personal 

experience of the practise of surgical consent among surgeons in Uganda and reviews the specific challenges faced in 

East Africa. In Uganda, administration and documentation of informed consent is still inadequate. Better medical ethics 

education and proper communication skills in medical schools needs to be addressed. Refresher courses on medical 

ethics and communication skills may also be necessary for fully trained surgeons. 
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Introduction 

 
Globally accepted guidelines on informed consent were only produced in the 20

th
 century although 

surgical practise has been guided by ethical principles for centuries. Documents from the ancient 

Egyptian, Greek and Roman civilisations have shown how patients had to agree to doctors’ 

interventions (1-3). In Europe, Christian physicians carried out much of the medical care and also 

became renowned for the care they gave to their patients. However they adopted an authoritative 

attitude towards their patients. They had the financial advantage, influence and had the tools to cure 

which gave them the power. For centuries, Christian physicians were a powerful figure in society 

resulting in poorly educated patients rarely having the confidence or knowledge to disagree with 

them (1). 

 

In the 1950s, the term ‘informed consent’ appeared after discovering that during World War II, 

Nazi party doctors had been performing experiments on unsuspecting prisoners. This resulted in a 

growing recognition in the medical community that medical or surgical intervention should require 

the patients’ agreement and also be legal (1). In 1981, the World Medical Association Declaration 

of Lisbon published the first draft in the World Medical Association (WMA) as a declaration) (3). 

 

In 2015 this declaration was updated and highlights the duty of surgeons and physicians to ensure 

autonomy and justice of patients. The patient has the right to the information which is necessary to 

make his/her decisions and the right to give or withhold consent to any diagnostic procedure or 

therapy (4). Patients’ autonomy should always be respected in order to respect the patients’ rights as 

an individual but also to make decisions that may affect their lives (5-9). It should be noted that one 

way to ground respect for autonomy is respecting individuals’ rights. 
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Surgery is an invasive practise with a higher intensity and frequency of association risks compared 

to general medical care. Therefore a more rigorous consent process for improved shared decision 

making is necessary. In order to role model for their students, surgeons should be well grounded in 

professional and ethical practise in University teaching hospitals (10). Nowadays surgeons are 

expected to ensure that their patients understand the clinical information given to them to the best 

of their capacity and then voluntarily authorize the procedure (4). This legal ethical framework has 

gained universal acceptance in East Africa and globally and should be applied in surgeons’ 

everyday practise. 

 

A personal experience working in the first two weeks in General Surgery in Northern Uganda 

 

Whilst practising emergency surgery in the rural part of Northern Uganda apart from lack of 

resources, diverse challenges were encountered in obtaining informed consent from patients. There 

was hardly any room for independent decision making among the female patients irrespective of 

age (10). Out of fifty (50) adult patients operated on by one foreign surgeon, twenty five (25) 

verbally consented with the help of a Ugandan doctor as a translator. Whilst the other twenty five 

(25) were fluent in English and did not require a translator. The consent process involved 

explaining the procedure, reasons why the surgeon taught they needed the operation, consequences 

of not having the surgery and complications that can occur post-operatively. Time was also given 

for the patients to answer any further related questions. Out of these fifty (50) patients in this group, 

forty (40; 80%) requested for the agreement to treatment by another family member which was 

either the wife or husband in thirty (30; 75%), mother-in-law in (9; 22.5%). Only one (1; 2.5%) 

patient requested for another family member in particular his brother in the decision-making. 

 

When treating minors a further challenge was encountered in the application of informed consent. 

Out of a total of twenty (20) patients there were five (5; 25%) patients under the age of 18 years 

requiring an emergency laparotomy. They came to hospital on their own and were only 

accompanied by another minor. The surgeons’ acted in what was deemed in their best interests to 

have the operation even though no clear legislation was in place for unaccompanied minors. For a 

trained surgeon it may appear obvious to make a decision based on the patients’ best interest.   This 

diminishes the need for informed surgical consent. However reality is more complicated and 

patients hold their own perspectives on surgery performed on them. The risks perceived vary upon 

their beliefs and personal values (11). 

 

In many parts of rural East Africa, colostomy management is a problem because of unacceptability, 

unavailability and unaffordability of colostomy bags (12). A limb amputation may also drastically 

affect the quality of life of the patient. A challenge with performing these surgical procedures in 

rural parts of East Africa is education in stoma care and postoperative physiotherapy. There is also a 

social stigma associated with mutilated patients returning to rural societies. 

 

Surgeons’ tend to face a dilemma when performing a fifth or sixth caesarean section on a woman 

living several miles from hospital in rural Africa. Birth control is still difficult in many situations 

and having another pregnancy may result in a ruptured uterus which may prove to be fatal. Surgical 

options are limited whilst these situations are not uncommon and some surgical colleagues of the 

author have performed tubal ligation without informed consent from the patient. 

 

 

Discussion 

 



 

3 

 

This review focuses on the challenges faced and the practise of surgical consent in low income 

developing countries in East Africa. Studies conducted in Sub-Saharan Africa have looked at the 

effect education has on consent discussions. The knowledge of practise in informed consent showed 

an increase with the level of education. The reasons for leaving all decisions to surgeons included 

trust (faith in the surgeon’s knowledge), beliefs (leaving their health in the hands of God) and an 

inability to understand the information provided by the surgeon (13).  

 

It is the surgeon’s attitude and knowledge towards informed consent which determines its 

effectiveness although the patients’ education plays a vital role (14). In some parts of Sub-Saharan 

Africa the demand for medical students is growing however clinical ethics teaching is still limited 

(15). A study conducted in Nigeria in 2015 showed that poor communication between doctors and 

patients is often reported and that only 37.5% of final year medical students were satisfied with 

their knowledge in medical ethics (15). The practise of informed consent in surgical practise should 

involve a sufficiently details conversation between the surgeon and the patient. An improvement in 

surgeon-patient discussions is needed in Sub-Saharan Africa.  

 

In a study conducted in Uganda, consent was found to be obtained from nurses that may have little 

knowledge of the procedure and before each surgical procedure only half of the surgeons reported 

obtaining informed consent (16). In this study the respondents stated that very often patients are so 

many that surgeons did the operating whilst nurses would help in consenting which is a form of task 

shifting. Other respondents indicated that informed consent was obtained by the anaesthetic clinical 

officers or the anaesthesiologists. These findings highlight the fact that the practise and knowledge 

of an adequate informed consent process are not well appreciated by many surgeons (16). The same 

study which was conducted in a University teaching hospital showed that only 24% could identify 

the surgeon performing the operation and 17% of patients did not know which type of surgical 

procedure was performed on them (16). 

 

It should be stressed that the surgeon who is going to operate should obtain informed consent which 

is a continuous process which commences as soon as the patient meets the surgeon and should 

continue post-operatively to facilitate the patients’ understanding of the operation, anticipated risks 

of the operation, benefits and the postoperative follow up period. Good communication skills, 

ability to listen to patients’ wishes and concerns, knowledge about the surgical procedure and 

providing adequate information is required to provide an adequate informed consent to patients by 

the surgeon.  Busy surgical departments in hospitals in East Africa which have a lack of regulations 

regarding consent and are high volume patient centres may fall below the standards required for the 

patient to make an informed decision. 

 

At the core of many Sub-Saharan African cultures is a strong family. In African culture, younger 

members of the family and children are the responsibility of the head of the family for taking 

decisions regarding their care and consent (17). A study in Nigeria showed that the majority of 

decisions (61%) were made by their husband and only 6% of women were able to make an 

independent choice regarding their own health. Education and wealth, religion and region of 

residence were amongst the factors responsible with women’s independent decision-making (18). 

 

The practise of informed consent is unavoidably influenced by financial resources. A recent study in 

West Africa found that relatives who contribute financially to their family member’s care tend to 

receive more information than the patient sometimes without the consent of the patient (19). 

 

 

In African communities relying on the rumours of traditional healers due to poor education may be 

the only source of information regarding health. In Sub-Saharan Africa traditional healers using 
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non-evidence based treatments are popular and 60-80% of people tends to rely on this more 

accessible and cheaper alternative treatment (20). These traditional healers have the acceptance, 

respect and credibility in rural African communities (10). Many of these communities trust shamans 

who possess a knowledge of healing and a special power. Patients do not participate in any 

decision-making process. If they are involved in the decision-making process it is interpreted as a 

lack of trust. This paternalistic approach may result in the surgeon being requested to make 

decisions on surgical care in the hospital setting. These beliefs coupled with a poor communication 

among hospital staff makes effective transmission of information for the patient to take informed 

consent difficult (19). 

 

The practise of consent may also be influenced by the attitudes and beliefs towards health. 

Therefore illness is framed to be unexplainable or unjust with such beliefs and surgeons play no 

role in treating them however their treatment may only be accomplished through the will of God. 

Therefore patients tend to have no interest in consenting for a surgical procedure and have little 

ownership of their health and well-being. 

 

 

A comprehensive approach to obtaining informed consent by developing a consent template that 

has an adequate amount of information to facilitate the informed consent process may be necessary 

given the challenges faced in our setting (11). Continuing medical education with a focus on 

medical ethics should be mandatory in the surgical curriculum of all trainees in General Surgery 

with refresher continuing medical education courses for fully qualified surgeons. Challenges 

associated with obtaining informed consent during surgical care are not limited to East Africa but 

also to other parts of the world due to different reasons (21).  

 

Conclusions 

 
Within resource-limited settings special emphasis should be placed on surgical consent where there 

is a higher amount of surgery-related risk. In Uganda as in many parts of East Africa the 

administration and documentation of informed consent for surgical care is still inadequate in 

hospitals. In these professionally challenging environments better medical ethics education and 

proper communication skills in medical schools needs to be addressed. This will improve surgeon-

patient discussions and provide an interactive environment for sufficient detail to be explained to 

the patient. Resources should be in place to provide comprehensible information to patients 

depending on their level of education. Refresher courses on medical ethics and communication 

skills may also be required for fully trained surgeons. 

 

 

CONSENT   

Not applicable 

 

 

ETHICAL APPROVAL   

As per international standard and University standard ethical approval has been collected and 

preserved by the author. 

   

 

 

 



 

5 

 

 

References 

1. Mallardi V. The origin of informed consent. Acta Otorhinolaryngol Ital 2005; 25: 312–327. 

2. Bhutta ZA. Beyond informed consent. Bull World Health Org 2004; 82: 771–777. 

3. The World Medical Association. Available at: https:// www.wma.net/who-we-are/ (accessed 

13 March 2017). 

4. The World Medical Association. WMA Declaration of Lisbon on the Rights of the Patient. 

Ferney-Voltaire: WMA, 2015. Available at: https://www.wma.net/policies-post/wma-

declaration-of-lisbon-on-the-rights-of-the patient/ (accessed 13 March 2017). 

5. Gillon R: Medical ethics: four principles plus attention to scope. BMJ 1994, 309:184. 

doi:10.1001/jama.292.4.435. 

6. Briss P, Rimer B, Reilley B, Coates RC, Lee NC, Mullen P, Corso P, Hutchinson AB, Hiatt 

R, Kerner J, George P, White C, Gandhi N, Saraiya M, Breslow R, Isham G, Teutsch SM, 

Hinman AR, Lawrence R: Promoting informed decisions about cancer screening in 

communities and healthcare systems. Am J Prev Med 2004, 26:67–80. 

7. Beauchamp TL, Childress JF: Principles Of Biomedical Ethics. Fifthth edition. Oxford 

University Press; 2001:77–103. 

8. The PLoS Medicine Editors: Making the “right” health care decisions: why values matter. 

PLoS Med 2009, 6(8):e1000136. doi:10.1371/journal.pmed.1000136. 

9. Frosch DL, Kaplan RM: Shared decision making in clinical medicine: past research and 

future directions. Am J Prev Med 1999, 17:285–294. 

10. Sophie CJ, De Skrzynno Dunin, Di Maggio Francesco. Surgical consent in Sub-Saharan 

Africa: a modern challenge for the humanitarian surgeon. Tropical Doctor. 2018. Vol. 48(3): 

217-220. 

11. Ochieng J, Buwembo W, Munabi I, et al. Informed consent in clinical practice: Patients’ 

experiences and perspectives following surgery. BMC Res Notes 2015; 8: 765. 

12. Jumbi G, Kuremu RT. Emergency resection of sigmoid volvulus. East Afr. Med. J. 2008; 

85(8): 398-405. 

13. Agu KA, Obi EI, Eze BI, et al. Attitude towards informed consent practice in a developing 

country: A community-based assessment of the role of educational status. BMC Med Ethics 

2014; 15: 77. 

14. Lawai YZ, Garba ES, Ogirima MO, et al. The doctrine of informed consent in surgical 

practice. Ann Afr Med 2011; 10: 1–5. 

15. Okoye O, Nwachukwu D and Maduka-Okafor FC. Must we remain blind to undergraduate 

medical ethics education in Africa? A cross sectional study of Nigerian medical students. 

BMC Med Ethics 2017; 18: 73. 

16. Ochieng J, Ibingira C and Buwembo W. Informed consent practices for surgical care at 

university teaching hospitals: a case in a low resource setting. BMC Med Ethics 2014; 15: 

40. 

17. Irabor DO and Omonzejele P. Local attitudes, moral obligation, customary obedience and 

other cultural practices: their influence on the process of gaining informed consent for 

surgery in a tertiary institution in a developing country. Dev World Bioeth 2009; 9: 34–42. 

https://www.wma.net/policies-post/wma-declaration-of-lisbon-on-the-rights-of-the
https://www.wma.net/policies-post/wma-declaration-of-lisbon-on-the-rights-of-the


 

6 

 

18. Osamor P and Grady C. Factors associated with women’s health care decision-making 

autonomy: empirical evidence from Nigeria. J Biosoc Sci 2017; 10: 1–16. 

19. Sippel D, Marckmann G, Atangana EN, et al. Clinical ethics in Gabon: the spectrum of 

clinical ethical issues based on findings from in-depth interviews at three public hospitals. 

PLos One 2015; 10: e0132374. 

20. Mhame P, Busia K and Kasilo OMJ. Clinical practices of African traditional medicine. 

African Health Monitor2010; Special issue 14: 32–39. Available at: 

https://www.aho.afro.who.int/en/ahm/issue/13/reports/ clinical-practices-african-traditional-

medicine (accessed 4 Sept 2017). 

21. Henley L, Benatar SR, Robertson BA, Ensink K: Informed consent – a survey of doctors’ 

practices in South Africa. S Afr Med J 1995, 85(12):1273–1278. 

 


