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Background: International application of existing guidelines and recommendations on anesthesia-specific informed consent

is limited by differences in healthcare and legal systems. Understanding national and regional variations is nec-
essary to determine future guidelines.

Material/Methods: Anonymous paper surveys on their practices regarding anesthesia-specific patient informed consent were sent
to anesthesiologists in Estonia, Latvia, and Lithuania.

Results: A total of 233 responses were received, representing 36%, 26%, and 24% of the practicing anesthesiologists in
Lithuania, Latvia, and Estonia, respectively. Although 85% of responders in Lithuania reported using separate
forms to secure patient informed consent for anesthesia, 54.5% of responders in Estonia and 50% in Latvia
reported using joint forms to secure patient informed consent for surgery and anesthesia. Incident rates were
understated by 14.2% of responders and overstated by 66.4% (P<0.001), with the latter frequently quoting in-
cident rates that are several to tens of times higher than those published internationally. Physicians obtaining
consent in the outpatient setting were more satisfied with the process than those obtaining consent on the
day of surgery, with 62.5% and 42.6%, respectively, agreeing that the informed consent forms provided a sat-
isfactory description of complications (P=0.03). Patients were significantly less likely to read consent informa-
tion when signing forms on the day of surgery than at earlier times (8.5% vs. 67.5%, P<0.001). Only 46.2% of
respondents felt legally protected by the current consent process.

Conclusions: Anesthesia-specific informed patient consent practices differ significantly in the 3 Baltic states, with these prac-
tices often falling short of legal requirements. Efforts should be made to improving information accuracy, pa-
tient autonomy, and compliance with existing legal standards.
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Background

The medicolegal aspects of anesthesia practice are becoming
increasingly challenging, with anesthesia-specific informed pa-
tient consent (ASIC) becoming more frequent. Different tradi-
tions, practices, and opinions result in significant differences
in obtaining consent worldwide. Although the International
Standards for a Safe Practice of Anesthesia, recently published
by the World Health Organization and the World Federation of
Societies of Anesthesiologists, highly recommend written ASIC,
these recommendations do not specify a satisfactory standard
of consent [1]. Guidelines and recommendations are available
at the national or regional levels [2], but their broader applica-
bility is limited by differences in legal systems, traditions, and
logistics dictated by different healthcare models. Major differ-
ences are apparent even within the European Union, with the
starkest example being the need for consent itself, with some
countries accepting the concept of ‘implied consent’ and do
not require formal and separate ASIC. Although most surgi-
cal procedures require anesthesia, making consent to anes-
thesia an inseparable part of patient agreement to undergo
these procedures, this somewhat paternalistic approach ig-
nores the multiple choices and combinations of anesthesia,
each of which has advantages and disadvantage. This ap-
proach also limits patient autonomy, and leaves healthcare
professionals open to legal challenges. The situation is not
helped by evidence showing that patients may not perceive
complications of anesthesia as being significant and are like-
ly to recollect less information related to anesthesia than to
surgical risks [3]. Nevertheless, the majority of patients pre-
fer to be well informed of the risks of anesthesia, even at the
cost of potentially increased anxiety [4]. Even when separate
ASIC is obtained, the process remains controversial. For ex-
ample, consent obtained on the day of surgery could be chal-
lenged at a later date, as it was obtained while the patient is
under stress, and the patient did not have sufficient time to
determine all the options, ask questions, or review or with-
draw consent [5]. This is also mirrored by patient preferenc-
es, as fewer than half of patients would prefer to be informed
on the day of surgery [4]. Unsurprisingly, concerns have aris-
en about the medicolegal implications of the current state of
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affairs, as anesthesiologists are exposed to multiple challenges
due to variations in practice and lack of a unified approach [2].
Such variations are noted even within the same country [6].

To the best of our knowledge, no study to date in the Baltic
countries has assessed the methodology and conditions under
which circumstances ASIC is obtained, how complications are
described and recorded during the consent process, and wheth-
er established processes meet legal requirements. The present
study therefore evaluated the practices and opinions of anes-
thesiologists in Estonia, Latvia, and Lithuania regarding ASIC.

Material and Methods

A voluntary and anonymous survey was sent to anesthesiolo-
gists in Estonia, Latvia, and Lithuania. The survey sample size
was calculated at 226 respondents, based on the estimated
number of anesthesiologists in the 3 countries, a 95% confi-
dence level, a 5% confidence interval, and an average 70/30
opinion split to index questions based on previously published
data [6]. The number of practicing anesthesiologists in the 3
countries was estimated to be 750 using data from national
specialist registries and membership registries of the national
societies of anesthesiology. The numbers were proportionally
reduced to account for those working solely in intensive care
medicine. The survey consisted of 3 parts: core demograph-
ic data, information related to common and severe compli-
cations of general anesthesia, and facts and opinions about
the process of consent in their hospitals. Results were com-
pared with a predetermined range of incidence rates of com-
plications based on recently published data (Table 1) [7-13].

Survey responses were collected using anonymised paper forms.
Data were processed and analysed using Microsoft Excel (Excel
2019, v16.30) and SPSS Statistics (v23; IBM, Armonk, New York,
USA). Categorical data were analysed using the cross-tabula-
tion z-test and y? tests, whereas continuous variables were
compared using analyses of variance (ANOVA) and Student’s
t-tests, followed by Bonferroni adjustment for the 3 pairwise

Table 1. Anesthesia complication rates reported by the respondents in Estonia, Latvia, and Lithuania and their predetermined ranges.

Respondents, median% (IQR)

Dental damage 0.25% (0.95)* 1.0%
Anaphylaxis 005% (099 01%
Awareness 01% (049 01%
Death 0001% (009 01%

(1.9) 1.0% (4.8) 0.05-0.15%
@45 05% (09  0005-001%
%) 0s% (o) 01-07%
009 001% (08) 0.0004-0.0007%

* P=0.022 compared with Latvia and Lithuania.
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Table 2. Demographic characteristics of survey respondents.

Estonia (n=33)

Consultant

CLINICAL RESEARCH

Percentage of respondents

Latvia (n=33) Lithuania (n=146)

comparisons. P values less than 0.05 were considered statis-
tically significant.

Based on the definitions stipulated by the Republic of Lithuania
Law on Ethics of Biomedical Research, this project was not
classified as biomedical research; therefore, ethics approval
for this project was not necessary. The survey protocol, how-
ever, was submitted for further analysis by the institution-
al review board of the Department of Bioethics of Lithuanian
University of Health Sciences. This analysis confirmed that, as
this project did not involve patients and vulnerable individu-
als from the general public, did not collate data on individual
health, and was anonymised, ethics approval was not required.
Choosing to fill in the questionnaire form was considered an
implied consent to take part in the survey.

Results

Responses were received from 233 physicians, 146 from
Lithuania, 54 from Latvia, and 33 from Estonia, representing an
estimated 36%, 26%, and 24%, respectively, of the practicing
anesthesiologists in these countries. The gender distribution
of respondents was comparable to that of the memberships
of the national societies. Doctors in training and younger doc-
tors were overrepresented in this survey (Table 2).

Dedicated ASIC forms were found to be prevalent in Lithuania,
whereas approximately half the respondents from Estonia and
Latvia used combined consent forms for surgery and anesthe-
sia. However, the reported incidence of surgeons obtaining con-
sent or consent being obtained and recorded as a free text en-
try was low (Table 3). More than half the respondents from
Latvia saw their patients well in advance of surgery, whereas
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Table 3. Respondent practices of obtaining patient consent.

Number of respondents (percentage)

Type of anesthesia consent form used in your hospital

A separate hospital (ministry) approved form 14 (42.4) 24 (44.4) 124 (84.9)

 Combined consent form for anesthesia and surgery 18 (545 7 (s00) 19 (130
Freetextentry in the medicalnotes 0 3 (56 2 (4
CPersonobtaining consent
 Anesthesiologist performing anesthesia 19 (576 19 @52 15 (788
 Anesthesiologist on call not involved in anesthesia 2 (61) 13 Qa1 4 @)
CSugen 8@ 4 08 107
Noresponse a4 @) 18 (333 2% (78
Time and location of elective patient consent
Outpatient visit prior to hospitalisation 9 (@73) 2 (519 6 @1
Hospital ward, prior to surgery 19 (5760 9 (67 120 (822)
Operating room/preparatory oom a4 Q21 2 @7 3 @1
 Other (or combinations of the above) 1 60 14 (59) 14 06
Do you describe possible anesthesia complications in the consent form?
es 13 (394) 36 (667) 130 (89.0)
N 20 (08 18 (333 2 @2
Noresponse 9o 0o 4 @n
 How are the complications described in the consent form?
 General anesthesia complications (no details of specific complications) 8 (242) - 15 (78 111 (760)
 Each possible complication discussed and documented separately 5 (152) 15 78 5 (4
CNoresponse 20 (606 2 @48 0 (05

same-day consent was more frequent in Estonia and almost
universal in Lithuania (p <0.001). Consent forms varied in de-
scribing the potential risks of anesthesia. Risks were not de-
scribed in a significant proportion of consent forms in Estonia
and Latvia, whereas most consent forms in Lithuania contained
some information on the risks of anesthesia. However, this in-
formation was usually limited to a generic statement on an-
esthesia risks, rather than specifying each of them individual-
ly (Table 3). We found that 79% of respondents either did not
record the risks on ASIC forms or used generic risk statements
without identifying those risks. Of the 233 respondents, 155
(66.5%) stated that they were aware of the incidence rates of
frequent and major complications of general anesthesia. A high-
er percentage of respondents in Lithuania (73%) were confident
about their knowledge than respondents in Estonia (66%) and
Latvia (53%) (p<0.001). However, this did not correlate with
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the accuracy of information provided to the patients. Exception
for intra-operative awareness, risks were found to be overstat-
ed by 64.4% of anesthesiologists in the Baltic states, who fre-
quently quoted incidence rates that were several to tens of
times higher than those published internationally (Figure 1).
In contrast, only 19.4% of respondents correctly stated the in-
cidence of risks within the predefined range, whereas 14.2%
understated these risks (P<0.001). This tendency was less evi-
dent in Estonia, in which quoted incident rates were closer to
those published internationally, but the difference was statis-
tically significant only for dental damage (Table 1). While an-
esthesiologists of both sexes reported very broad ranges, men
tended to report lower median incidence rates for all 4 com-
plications included in the questionnaire than women, with the
difference being statistically significant only for dental dam-
age: (0.2% [IQR 0.1-1.0%] vs. 1% [IQR 0.2-5.0%], P=0.006).
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Figure 1. Information on the incidences of risk provided to patients. Bars represent percentages of responders from each country.
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Figure 2. Percentage of respondents agreeing with the corresponding statements regarding consent forms.

Respondents from all 3 countries were critical about the pro-
cess of obtaining consent and the quality of information pro-
vided by the consent forms (Figure 2). Anesthesiologists in
Estonia were significantly less satisfied with this information
than anesthesiologists in Latvia and Lithuania (P=0.001). A
large proportions of patients in all 3 countries signed consent
forms without reading them, with this proportion being signif-
icantly higher in Lithuania (P<0.001), with analysis indicating
that signing consent forms without reading them was signif-
icantly more likely when separate anesthesia consent forms
were used (P<0.001). Respondents who used separate ASIC
forms were more likely to believe that a consent form signed
less than 1 hour before surgery was legally valid (P<0.001),

but fewer than half the respondents from all 3 countries felt
legally protected by current consent practices.

The process of obtaining ASIC also influenced the opinions of
respondents. Generally, 62.5% of respondents who obtained
ASIC forms during outpatient pre-assessment agreed that these
forms described all the major complications of anesthesia,
compared with 42.6% of respondents who obtained consent
on the day of surgery (P=0.03). Patients were significantly less
likely to read ASIC information when the forms were signed
on the day of surgery than during pre-assessment (8.5% vs.
67.5%, P<0.001). All of these outcomes were independent of
age, sex, and level of experience (Figure 2).
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Discussion

Obtaining informed patient consent prior to any diagnostic or
interventional procedure is vital in modern medicine [14]. This
process helps to ensure the patient’s autonomy, i.e., the abil-
ity to independently make important personal decisions [15].
The main principles of informed patient consent include ade-
quate provision of information, a competent patient, voluntary
consent, and the ability to withdraw consent at any time [14].
However, many patients are often unable to describe the risks
described by their doctors [3]. The results of this survey corre-
late well with previously published data suggesting significant
variations in practice [16]. Physicians in Latvia have established
effective systems of early pre-operative assessment, which is
reflected in a large proportion of patients being seen in the out-
patient setting well before the surgery. In addition, more than
two-thirds of responding anesthesiologists in Latvia reported
that the forms they used fully describe all possible complica-
tions of anesthesia. Lithuanian respondents were less satisfied
with the information provided by their forms, and Estonians
were even less satisfied, which may be related to the predom-
inant practice of same-day consent or even surgeons receiving
consent to anesthesia. Interestingly, completeness of informa-
tion may come at a cost of clarity and simplicity, as a higher
proportion of anesthesiologists in Latvia than in the other 2
countries regarded their consent forms as being too complex
for their patients. This survey revealed a behavioural pattern
affecting both physicians and patients in all 3 countries, in
that most physicians believed that their patients signed con-
sent forms without reading them, with a similar proportion be-
ing unable to recall how complications were described on the
standard consent forms. The combination of these 2 factors
suggests that neither physicians nor patients regard ASIC as
an important part of perioperative care. This was supported by
the phenomenon of ‘tick-box-exercise consent’, which is a lot
more prevalent with the use of separate ASIC forms and same-
day consent. Models of current practice rarely allow sufficient
time for the consent process, thus re-enforcing the belief that
ASIC is nothing more than an unavoidable medicolegal bur-
den. Unsurprisingly, fewer than half the respondents believed
that these consent forms provide protection against complaints
or legal challenges, and nearly a third question the validity of
such consent. The proper amount of information and its man-
ner of presentation remain unclear, as providing too much in-
formation may increase the level of pre-operative anxiety in
patients [17], whereas providing insufficient information may
affect patient expectations and lead to worse subjective out-
comes [5,18]. Except for intra-operative awareness, anesthe-
siologists tend to overstate the risks of anesthesia. Our sur-
vey methodology was not sensitive enough to establish the
reasons for this practice, which could be related to major re-
gional variations in surgical outcomes, as demonstrated by the
European Surgical Outcomes Study [19] or the use of different
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sources of information and outcome data specific to institu-
tions. Alternatively, this practice could be related to perceived
self-protection or even insufficient knowledge of up-to-date
complication rates. Our survey found that anesthesiologists
were not inclined to present all possible complications of pro-
cedures and use very broad ranges when describing their likeli-
hood. All 3 countries have laws protecting the rights of patients
and defining the practice and requirements for informed con-
sent. Independent legal advice obtained when designing this
survey indicated that current consent practice does not com-
ply with the standards described in the Lithuanian Law on the
Rights of Patients and Compensation of the Damage to Their
Health [20], in the Estonian Law of Obligations Act [21], and in
the Latvian Law on the Rights of Patients [22]. These laws ob-
ligate physicians to provide information regarding both typi-
cal and rare complications [20-22], whereas our survey found
that these obligations remain unfulfilled. Thus, there is a need
for a more structured system, which could assist in providing
patients with relevant information and ensure adequate legal
protection of doctors. We believe that the following recom-
mendations will improve the ASIC process:

- Nationally agreed criteria should be formulated for the out-
patient anaesthetic pre-assessment and consent process.
This mainly relates to complex cases and/or surgeries with
higher peri-operative risks, where there is potential for pre-
operative optimisation.

— Provision of multiple modalities of information on anesthe-
sia, including printed, online, interactive, and mobile appli-
cations, for low-risk patients undergoing relatively lower-risk
surgeries. Current healthcare systems are unable to support
outpatient pre-assessment for all patients due to both finan-
cial and logistical reasons. Therefore, provision of pre-oper-
ative information in a format that is more acceptable to the
patient would more likely improve patient understanding
and allow for a better ASIC process on the day of surgery.

— ASIC should be recognised and included in job contracts and
operating day planning protocols.

- Institutions should recognise the need for outpatient anaes-
thetic services and allocate the necessary resources to im-
plement them.

Conclusions

ASIC practices vary significantly among the 3 Baltic states, with
these practices often falling short of legally required standards.
Recommendations have been made to improve the accuracy
of information, patient autonomy, and compliance with exist-
ing legal frameworks.
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