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ARTICLE INFO ABSTRACT
Keywords: Introduction: Research studies on emergency care in low- and middle-income countries (LMICs) face many ethical
Research ethics considerations, including obtaining valid informed consent from vulnerable patients. This study aims to describe

Low- to middle-income countries
Emergency care
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the body of literature related to the ethical considerations associated with emergency care research in low- and
middle-income settings.

Methods: A scoping review was conducted to identify literature published between 2000 and 2020 related to
ethical considerations associated with emergency care research in the LMIC setting. Titles and abstracts were
screened in duplicate, and full texts were reviewed and extracted by the principal author.

Results: In total, 1087 articles were identified and 17 articles were included. Major themes identified in the liter-
ature included risk versus benefit assessments, patient vulnerabilities, consent, community engagement, clinical
roles, ancillary care provision, and regulation of research. Alternative models of consent are often used in emer-
gency care research, including surrogate consent, community consent, and waiver of consent. Challenges and
best practices with these alternative models of consent in LMICs are discussed.

Discussion: Gaps remain in the literature describing the ethics of emergency care research in LMICs, including clear
guidelines for protecting vulnerable patients and designing ethical consent processes. Best practices identified
include community engagement for designing research studies, identifying acceptable risk profiles, and allocating
benefits. Continuous and rigorous assessment of the quality of consent is also needed.

African relevance need for the development of African emergency care systems [2]. Simi-
larly, Resolution 72.16 in 2019 recognises the importance of emergency
* Strong, contextually relevant research will enable the development care as a vehicle for universal healthcare access in LMICs [3]. In order
of resilient emergency care systems in low- to middle-income coun- to inform and guide the development of emergency care systems, re-
tries. However, doing research in LMICs (and Africa), and especially search that is contextually relevant to the setting in which the healthcare
in.emergency care, comes with a series of complex ethical consider- interventions are performed is essential [1,4]. While there remains lim-
ations. ited published emergency care research overall, clinical studies focusing
+ Describing the ethical considerations previously outlined in associa- on LMICs are even more uncommon [1,4]. Conducting emergency care
tion with emergency care research in LMICs is an important first step studies in LMICs presents even more challenges as healthcare resources
in providing contextually relevant ethical guidance for researchers. are strained, and the emergency care system is overburdened. Conse-
» Understanding the gaps in the literature will help inform the devel- quently, research becomes a luxury that emergency care services might
opment of guidelines for ethical engagement and future research. not be able to support. Yet, research in these settings is essential as
LMICs carry a disproportionately high burden of emergency conditions

Introduction globally [5].
As the importance of emergency care research in LMICs becomes
It is estimated that the development of effective emergency care sys- ~ recognised, it is essential that good quality ethical guidance is provided
tems may reduce up to half of the deaths and over a third of disability- in order to ensure that the interests of participants are protected. Emer-
adjusted life years in low- and middle-income countries (LMICs) [1]. ~ gency care research studies in LMICs are often ethically complex. Owing

Resolution 60.22 of the World Health Assembly in 2007 highlighted the to the patient’s (or surrogate’s) emotional state, physical symptoms, or
cognitive impairment due to injury or illness [6], obtaining informed

* Corresponding author.
E-mail address: willem.stassen@uct.ac.za (W. Stassen).

https://doi.org/10.1016/j.afjem.2021.12.001

Received 20 May 2021; Received in revised form 26 October 2021; Accepted 15 December 2021

2211-419X/© 2021 The Authors. Published by Elsevier B.V. on behalf of African Federation for Emergency Medicine. This is an open access article under the CC
BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/)


https://doi.org/10.1016/j.afjem.2021.12.001
http://www.ScienceDirect.com
http://www.elsevier.com/locate/afjem
http://crossmark.crossref.org/dialog/?doi=10.1016/j.afjem.2021.12.001&domain=pdf
mailto:willem.stassen@uct.ac.za
https://doi.org/10.1016/j.afjem.2021.12.001
http://creativecommons.org/licenses/by-nc-nd/4.0/

S. Hirner, C. Saunders and W. Stassen

consent in an emergency situation is challenging and often impossible
[7,8]. For example, a comatose patient is unable to give consent. In an
LMIC, it may be difficult to identify a surrogate who can understand the
situation well enough to give valid consent due to a lack of research-
related jargon; or cultural norms may threaten the validity of consent.
For example, people from some cultural backgrounds in South Africa
might respond affirmatively to any question requiring a confirmatory
response. Although this might indicate agreement, in some cases, it in-
stead indicates respect for a person in authority. [17] Due to the nature
of the injury or illness, there may exist a real risk to the patient’s well-
being should consent or research procedures delay any clinical inter-
ventions [8]. This also places the patient at a much higher baseline risk
for poor outcomes and serious adverse events, increasing the patient’s
vulnerability. Vulnerability is also intensified by poor healthcare access,
relative poverty, and a high reliance on the limited care available [9].

One of the first logical steps towards providing ethical guidance is to
understand the full scope of the ethical considerations associated with
such research. The aim of this study is, therefore, to describe and sum-
marise the body of literature related to the ethical considerations asso-
ciated with the conduct of emergency care research in low- to middle-
income settings.

Methods
Study design

We conducted a scoping review of articles published between 1 June
2000 and 31 May 2020 according to an a priori developed search strat-
egy to identify literature related to ethical considerations in the conduct
of emergency care research in LMICs. Studies published before 2000
were excluded due to feasibility, nascency of emergency care in these
settings at the turn of the century, and numerous changes to important
research ethics codes (such as the Declaration of Helsinki) since 2000.
These changes might thus affect the relevance of studies published be-
fore 2000. Results are reported in accordance with the PRISMA Exten-
sion for Scoping Reviews (PRISMA-ScR) [10]. A protocol was not reg-
istered for this study. This study was considered exempt from ethical
review as no human participants were involved, and the literature in-
cluded was available in the public domain.

Search strategy and eligibility criteria

The search strategy included four elements:

(a) Ethics and ethical considerations

(b) Medical research and clinical trials

(c) Emergency care, including prehospital and facility-based care
(d) Low- and middle-income settings

A search string was developed for each of these elements using ap-
propriate keywords and synonyms, and these elements were combined
using Boolean operators (Appendix 1). The search was conducted using
Medline (via PubMed), CINAHL, and Web of Science databases.

Articles were limited to English articles describing or dealing with
the ethical considerations for any manner of medical research (not lim-
ited by study design), completed in the facility-based or out-of-hospital
emergency care settings in LMICs. Articles published outside of the
emergency care and the LMIC setting, outside of the timeframe (1 June
2000 and 31 May 2020), in languages other than English, or where the
full text was not obtainable, were excluded.

After the removal of duplicates, an eligibility assessment was con-
ducted independently by two authors (SH, WS) at the title and abstract
level. Disputes were resolved by a third author (CS). Finally, papers were
reviewed for inclusion based on the full manuscript, with any uncer-
tainties or ambiguity handled by consensus. The reference lists of any
articles included were also interrogated, and eligibility was determined
in a similar manner.
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Data extraction and analysis

Information from the included full-text articles was extracted by the
principal author (SH) into an Excel spreadsheet (Microsoft Corporation,
Washington, United States) using an a priori data extraction matrix (Ap-
pendix 2). Briefly, the extraction matrix included bibliographic details
of the full-texts reviewed, study aims, methodological details such as
setting, study population, and interventions performed, and a detailed
examination of ethical considerations. The extraction matrix was piloted
on the first five studies by two authors (SH, WS) independently. The
main themes contained in the literature were derived from several initial
studies and then revised using data from the extraction process. Here-
after, themes were refined through frequent debriefing sessions between
the authors. Regarding the expertise of the authors, SH, CS, and WS have
experience in conducting scoping and literature reviews, while CS and
WS have experience in qualitative and quantitative research. WS has
formal postgraduate education in applied ethics and serves on human
research ethics committees.

As is commensurate with scoping review methodology, a formal risk
of bias assessment was not performed [10,11]. Further, as most in-
cluded papers were of conference proceedings, narratives, or commen-
tary, rather than original research, a formal critical appraisal was not
performed.

Results

Our search was conducted on 17 May 2020 and resulted in 1087
records for initial review. After removal of duplicates and eligibility
screening, 60 full-text articles were deemed relevant (Fig. 1). Ten ad-
ditional articles were considered through interrogation of the reference
lists. Following full-text review, 17 articles were included in this review
(Supplementary Table 1).

The majority of articles originated from the United States of America
(n = 6; 35%), Kenya (n = 3; 18%), and South Africa (n = 2; 12%). Au-
thors with LMIC affiliations were among the author list in 71% (n = 12)
of articles and were first or senior authors in 47% (n = 8) of articles
included. Publication dates ranged between 2005 and 2019.

Ethical considerations in emergency care research were grouped into
seven main themes (Table 1). These themes included: risk versus benefit
assessments, patient vulnerabilities, consent, community engagement,
clinical roles, ancillary care provision, and research regulation. Much of
the literature dealt with issues related to consent, particularly consent by
surrogates, community-level consent, waivers of consent, and consent
assessment.

Discussion

This study identified several themes regarding ethical considera-
tions associated with the conduct of emergency care research in low-
to middle-income settings, which are discussed in detail below. Where
there exist clear gaps in the literature, these are highlighted.

Due to the unique environment of emergency care research in LMICs,
elevated baseline risks can skew the risk/benefit profile used to assess
traditional clinical research. Greater baseline risks in LMICs stem from
more underlying vulnerabilities, such as malnutrition, low literacy, and
comorbidities [9]. No clear consensus exists on the acceptable level of
risk in emergency care research in LMICs. The literature identifies that
researchers are responsible for conducting risk assessment within com-
munities and through continued community engagement; however, best
practices for conducting risk assessment are not described in detail [12].
Potential risks to research participants and their communities fall into
the categories of physical, psychological, social, and economic. A com-
munity’s definition of risk may include one or more of these categories
and will be influenced by local norms and culture.

Patients in LMICs experience intersecting vulnerabilities due to
poverty, healthcare access, and lack of power [13]. Most authors agree
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Fig. 1. Flow diagram depicting screening and review process of articles.

that vulnerable participants need to be included in emergency care re-
search. Failure to enrol these populations could undermine study gener-
alisability and result in increased uncertainty in treating those with the
greatest need [18]. While most authors expressed concern that vulner-
able populations may be exploited and special protections are needed
[12,14-16], what constitutes a vulnerable population is not clearly out-
lined. Studies did not describe how to design and employ special pro-
tections, nor did they explore mechanisms of accountability for special
protection of vulnerable groups.

Consent is one of the most important considerations for medical re-
search. In order for an individual to give true informed consent, three el-
ements are necessary: voluntariness, full disclosure of risks and benefits,
and capacity to consent [28]. The conditions that lead to the need for
emergency care can induce stress which may impair the decision-making
capacity of patients and their surrogates [12], and in turn, threaten the
validity of informed consent by calling into question the voluntary na-
ture of the consent and full disclosure of risks and benefits. The literature
reported that patients and surrogates in LMICs face significant barri-
ers to understanding research, including high levels of illiteracy and a
lack of research-related terms in vernacular [17]. In addition, cultural
norms may threaten the validity of consent [17]. Studies also describe
that researchers are responsible for understanding how local language,
education, and understanding of disease aetiology and medical research
may affect individual and community comprehension of the proposed
research and the consent process.

While solutions such as verbal explanations have been proposed, it
has also been noted that cultural norms may threaten the validity of con-
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sent even when obtained by alternate methods. [22] Since emergency
care researchers in LMICs often originate from high-income countries
that traditionally have high literacy, use written forms of communica-
tion, and have different cultural traditions around consent; these re-
searchers must carefully examine how they give information, how they
measure the comprehension of this information, and how responses to
questions of consent should be interpreted within the cultural context
of the population [12]. The literature fails to describe best practices in
designing and assessing methods of consent, yet the authors are of the
opinion that participatory methods of designing consent processes are
essential in establishing this on a study-by-study basis.

In situations where decisions need to be made quickly, patients
can become emotionally and psychologically dependent on health care
providers, and the validity of informed consent is further threatened
[15,18]. In order to address this challenge, alternative models of con-
sent may be used. Consent may be obtained from a surrogate, obtained
from the community, or waived. While the terms deferred, delayed, or
retrospective consent are sometimes used to describe consent models,
consent cannot be given per se to interventions that have already been
applied, and participants can only consent to prospectively including
their data within the study[8].

If a patient is unable to provide consent, a surrogate may be asked for
consent. While literature reports that using this consent model shows re-
spect for societal structures [19], it may potentially introduce delays to
treatment [24]. LMICs more commonly include surrogate consent provi-
sions compared to a waiver of consent provisions, suggesting that these
countries may consider surrogate consent preferable to waived consent
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Table 1

Themes and key messages identified during descriptive analysis of included literature.
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Themes

Key messages

Number of studies

References

Risk versus benefit assessments

Patient vulnerabilities

Consent
Surrogate consent

Community consent

How benefits are defined in the context of emergency care research in
LMICs varies, and these definitions may make research restrictive.
Research participants in LMICs have a greater baseline risk, and there is
not a clear consensus on the level of risk acceptable in emergency care
research.

There is an increased prevalence of vulnerable patients in emergency
care research in LMICs.

Vulnerable patients need to be included in emergency care research in
LMICs in order to improve care for these populations.

Surrogate decision-makers may experience impaired decision-making
capacity due to a high emotional and psychological burden and lack of
health literacy and knowledge.

A stepwise or continuous consent model may be considered to improve
the quality of surrogate consent.

There is no clear consensus on who is the most appropriate surrogate
decision-maker.

Community consent allows consent of members that the community

5

12

[9,12,17,18,25]

[9,12,13,14,15,16,18,22,23]

[8,9,12,13,14,15,17,18,20,22,26,27]
[9,12,14,26,27]

[9,14,16,17]

denies the right to give consent, which raises questions of the
appropriate balance of autonomy and risks/benefits between the

individual and the community.
Waived consent
waived consent.

There is international variation in practices and policies regarding 1

[14]

Conditions for a waiver of consent vary across countries but include
that the research could not otherwise be performed and must

demonstrate an appropriate risk/benefit profile.
Consent assessment
appropriate is needed.
Community engagement

Assessment of the quality of consent and whether the consent model is 2

Communities can be engaged in emergency care research in a variety of 9

[12,17]

[1,12,13,14,15,16,20,24,26]

ways, and formal structuring of community engagement is helpful.
Engagement of communities in planning research activities is important

for the fair allocation of benefits and rewards.
Clinical roles

Therapeutic misconception, when there is a failure to distinguish 4

[9,15,17,18]

between research and clinical interventions, can be worsened when

clinicians obtain consent for research trials.
Ancillary care provision

Ancillary care provision, or capacity building, can include basic 6

[9,12,13,14,15,16]

infrastructure for healthcare and training personnel and helps ensure

that research is integrated into health systems.
Regulation of research

Ideally, research will be approved by a local institution, either a 5

[9,12,13,16,23]

research ethics committee or another collaborating institution.
There is currently a lack of governance for research ethics, and this role

currently falls on the investigator.

LMIC: low- and middle-income countries

[9]. However, the literature does not clearly describe whether surro-
gate consent, community consent, or waived consent is preferable; nor
is clear guidance provided on when which might be more appropriate.

Multiple authors noted that identifying appropriate surrogate
decision-makers is also a challenge [19]. Complicating this matter is
the International Conference for Harmonization Good Clinical Practice
(ICH GCP) guidelines which provide yet another opinion on the most ap-
propriate surrogate decision-maker, defining a surrogate as a patient’s
"legally accepted representative" [26]. However, it is challenging to ap-
ply this definition in LMICs, since patients here rarely have a legally
acceptable representative [26]. The most appropriate surrogate may be
determined by social and cultural norms. For example, data suggest that
proceeding with a clinical trial without the father’s permission in cer-
tain communities can result in domestic violence and households being
split [20]. The literature does not propose methods for identifying the
most appropriate surrogate decision-maker.

Community consent allows community leaders to make decisions
about whether individuals in the community can be included in the re-
search [16]. The literature reports that in some communities, individu-
als are denied the right to consent due to social structures (for example,
where only fathers are allowed to give permission for participation).
In these cases, community consent provides a framework for providing
consent when the father is not present [12]. It is also described that in
some traditional African cultures, it may be more appropriate to obtain
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consent from the extended family or community rather than the individ-
ual [17]. Yet, this model of consent brings into question the appropriate
balance of autonomy (between the community and the individual), es-
pecially if the research participant is vulnerable within the community
[16]. In order to implement community consent, representatives of the
community are selected. While studies caution that researchers must
carefully plan how to engage communities to develop a research plan
that balances risks and benefits between the individual and community,
best practices for engaging communities for emergency care research
are not described in the literature identified [9,14]. Further, methods
for selecting community representatives are not described, neither are
methods for resolving conflict between community members nor con-
flicts between community and participant consent.

Time pressure often makes it difficult to identify a surrogate decision-
maker. In this situation, consent to participate in research may be
waived. If a patient later regains capacity to consent, assent to include
the patient’s data in the study may be obtained. In the literature, there
is substantial international variation in practices and policies regard-
ing the waiver of informed consent. In some countries, such as Malawi,
there are no ethical guidelines dictating the appropriate use of consent
waivers. In other countries, such as South Africa, waivers must be ap-
proved by a research ethics review committee, with stipulated require-
ments for consideration of a consent waiver [14]. There appears to be
no consensus in the literature regarding what conditions are appropri-
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ate for a waiver of consent. In addition, studies fail to specify who is
responsible for reviewing and monitoring consent waiver practices.

Literature notes that the quality of consent, including barriers to un-
derstanding consent, community governance and structure, and whether
the consent model being used is appropriate should be continuously as-
sessed [16, 22]. Studies describe that consent assessment may be car-
ried out by research ethics committees or independent consent monitors
[17]. The presence of these committees and monitors in LMICs and their
current use is not described.

Community engagement involves a continuous, bidirectional conver-
sation between the communities and researchers that are not from the
community and may include local research ethics committees, recog-
nised community leaders, and community partnerships. How to plan
community engagement is described as involving a local co-investigator,
through national policy, descriptions of plans for community engage-
ment during funding and research ethics committee reviews, guidelines
and checklists, and training on community engagement at an institu-
tional level [13,14,21]. Yet again, literature does not describe how to de-
termine which communities are of interest in emergency care research,
nor exactly what form the engagement should take.

When clinicians are responsible for consenting participants for re-
search, this may accentuate a patient’s misconception that participation
in research is likely to provide a benefit. It is noted that in emergency
care research, ethical tensions can be intensified by time limitations,
which may limit the ability of the researchers to provide detailed infor-
mation and exacerbate power dynamics between physician-researchers
and patients or their proxies [12]. In addition, participants may have
no other method to access care (for example, specialist care provided
by ancillary health care providers in a low-resource setting). Studies
identify that ideally, someone other than investigators should obtain
consent [9,17,18]. However, differentiating the roles between investi-
gator and clinician in busy, under-staffed LMIC emergency centres may
not be practical nor responsible [9]. Solutions to this issue are not pro-
posed in the literature identified in this review.

Ancillary care provision, building the capacity of a local health sys-
tem, can help maximise the long-term benefits of research. Specific
methods of ancillary care provision are identified, including providing
basic health infrastructure [17] and training personnel, including local
research ethics committees [14], research staff [16], and health policy-
makers [22]. Research studies may also provide basic infrastructure for
healthcare in LMICs [22]. Literature reviewed recommends that plans
to build local health system capacity should be described in the pro-
posal phase of the research, and the research team should provide their
own personnel and materials [17]. Studies note that it is important to
consider the consequences of withdrawing such personnel and resources
upon study completion; however, examples are not given. The most eth-
ical methods of providing ancillary care are not described, nor how best
to decide which resources ought to be invested in. The authors again
recommend that transparent engagement with communities is essential
to facilitate this.

Typically in order to fulfil procedural research, ethics studies involv-
ing human participants are and should be approved by a local ethics
committee. However, literature shows that local research ethics com-
mittees in LMICs may not be available or may be underfunded and suffer
from shortages of staff, training, and institutional support [9,16]. If local
research ethics committees are not available, approval for research may
also be granted from a local collaborating institution and will ideally
involve representatives of the participants to be enrolled in the study
[13].

The literature does not describe who is responsible for ensuring that
research ethics are upheld. Governance is lacking in many LMICs, and
some authors believe that local governments are ineffective [15]. The re-
sponsibility to understand local ethics (including culture, social norms,
and the hierarchy of decision-making) and to ensure that research is
conducted ethically falls on the investigator [12]. Mechanisms of ac-
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countability or consequences, especially from foreign funders, are not
described.

It is possible that some ethical considerations are missing from this
review, especially as no grey literature or published policies were in-
cluded. Risk of bias assessment was not performed since most articles
were descriptive in nature. Further, only English papers were reviewed
and thus, some literature from LMICs that predominantly do not publish
in English may have been excluded.

The ethical considerations of emergency care research in LMICs cen-
tre around protecting vulnerable populations. Due to international vari-
ation in regulations and lack of governance, the responsibility for de-
signing and implementing ethical research practices falls on the inves-
tigator.

Clear guidelines for designing an ethical emergency care research
study in the LMIC setting are lacking. However, in order to be consid-
ered ethical, a study must demonstrate an acceptable risk-benefit profile,
yet the literature does not clearly describe what risks are acceptable in
emergency care research in LMICs. Including local research ethics com-
mittees and participating in community engagement is considered best
practice. By working with local individuals and groups, researchers can
identify acceptable risk profiles for the community and plan for fair al-
location of benefits.

While the literature acknowledges that patients participating in
emergency care research have an increased level of vulnerability, it fails
to identify what protections ought to be instituted for these patients.
One mechanism for addressing vulnerability is ensuring the validity of
consent. Many ambiguities remain around this process, including clear
guidelines for a waiver of consent. Best practices for designing consent
processes include considerations of how local language, education, and
cultural factors may affect consent processes, including the most ap-
propriate alternative methods of consent (surrogate consent, commu-
nity consent). Developing models for the continuous assessment of the
quality of consent have also been identified as best practice. When us-
ing alternative models of consent, the most appropriate way to balance
autonomy and the risk/benefit between the individual and community
remains ambiguous.

Consent is one of the most challenging ethical issues in emergency
care research in LMICs. Processes for identifying surrogate decision-
makers that are aligned with cultural norms and communication chal-
lenges will ideally be identified when designing research studies in
LMICs. In addition, it is important for consent processes to consider
the psychological dependence that can develop in the emergency care
setting. One best practice identified to address this challenge includes
having someone other than the investigator obtain consent.

Declaration of Competing Interest

Dr. Willem Stassen is an editor of the African Journal of Emergency
Medicine. Dr. Stassen was not involved in the editorial workflow for
this manuscript. The African Journal of Emergency Medicine applies
a double blinded process for all manuscript peer reviews. The authors
declared no further conflicts of interest.

Dissemination of results

No primary data collection was undertaken, and only publications
that were publicly obtainable were included in this scoping review. Dis-
semination is undertaken through open access publication.

Authors’ contributions

Authors contributed as follow to the conception or design of the
work; the acquisition, analysis, or interpretation of data for the work;
and drafting the work or revising it critically for important intellectual



S. Hirner, C. Saunders and W. Stassen

content: SH contributed 50%, WS 30%, and CS contributed 20%. All au-
thors approved the version to be published and agreed to be accountable
for all aspects of the work.

Supplementary materials

Supplementary material associated with this article can be found, in

the online version, at doi:10.1016/j.afjem.2021.12.001.

References

[1]

[2]

[3]

[4]

[5]

[6]

[7]

[8]
[91

[10]

[11]

[12]

Kobusingye OC, Hyder AA, Bishai D, Hicks ER, Mock C, Joshipura M. Emergency
medical systems in low- and middle-income countries: recommendations for action.
Bull World Health Organ 2005;83(8):626-31.

Reynolds T, Wallis L. Addressing African acute care needs through consensus-build-
ing. African J Emerg Med 2013;3:1-2.

(WHO) WHO. Emergency care systems for universal health coverage: ensuring
timely care for the acutely ill and injuredSeventy-second world health assembly
geneva; 2019.

van Hoving Dj Fau - Barnetson BK, Barnetson BK. Emergency care research priorities
in South Africa. (0256-9574 (Print)).

Chang CY, Abujaber S, Reynolds TA, Camargo CA, Jr., Obermeyer Z. Burden of
emergency conditions and emergency care usage: new estimates from 40 countries.
(1472-0213 (Electronic)).

Dickert NW, Brown J, Cairns CB, Eaves-Leanos A, Goldkind SF, Kim SY, et al. Con-
fronting Ethical and Regulatory Challenges of Emergency Care Research With Con-
scious Patients. (1097-6760 (Electronic)).

Davies H, Shakur H, Padkin A, Roberts I, Slowther AM, Perkins GD. Guide to the
design and review of emergency research when it is proposed that consent and con-
sultation be waived. (1472-0213 (Electronic)).

le Roux-Kemp A. Deferred consent in emergency care research: a comparative per-
spective of South African regulations. J Philos Sci Law 2014;14:47-62.

Millum J, Beecroft B, Hardcastle TC, Hirshon JM, Hyder AA, Newberry JA,
et al. Emergency care research ethics in low-income and middle-income countries.
BMJ Global Health 2019;4(Suppl 6):e001260.

Tricco AC, Lillie E, Zarin W, O’Brien KK, Colquhoun H, Levac D, et al. PRISMA
Extension for Scoping Reviews (PRISMA-ScR): Checklist and Explanation. (1539-
3704 (Electronic)).

Peterson J, Pearce PF, Ferguson LA, Langford CA. Understanding scoping reviews:
Definition, purpose, and process. (2327-6924 (Electronic)).

Hirshon JM, Hansoti B, Hauswald M, Sethuraman K, Kerr NL, Scordino D, et al. Ethics
in acute care research: a global perspective and research agenda. Acad Emerg Med
2013;20(12):1251-8.

76

[13]

[14]

[15]

[16]

[17]

[18]

[19]

[20]

[21]

[22]

[23]

[24]
[25]

[26]

[27]

[28]

African Journal of Emergency Medicine 12 (2022) 71-76

Levine AC, Barry MA, Agrawal P, Duber HC, Chang MP, Mackey JM, et al. Global
health and emergency care: overcoming clinical research barriers. Acad Emerg Med
2017;24(4):484-93.

Manda-Taylor L, Bickton FM, Gooding K, Rylance J. A formative qualitative study
on the acceptability of deferred consent in adult emergency care research in Malawi.
J Empir Res Hum Res Ethics 2019;14(4):318-27.

Ezeome ER, Simon C. Ethical problems in conducting research in acute epi-
demics: the Pfizer meningitis study in Nigeria as an illustration. Dev World Bioeth
2010;10(1):1-10.

Bain LE, Ngwain CG, Nwobegahay J, Sumboh JG, Nditanchou R, Awah PK. Research
Ethics Committees (RECs) and epidemic response in low and middle income coun-
tries. Pan Afr Med J 2018;31:209.

Morrow BM, Argent AC, Kling S. Informed consent in paediatric critical care research
- a South African perspective. BMC Medical Ethics 2015;16(1):62.

Kaye DK, Chongwe G, Sewankambo NK. Ethical tensions in the informed consent
process for randomized clinical trials in emergency obstetric and newborn care in
low and middle-income countries. BMC Med Ethics 2019;20(1):27.

Manda-Taylor L, Liomba A, Taylor TE, Elwell K. Barriers and facilitators to obtaining
informed consent in a critical care pediatric research ward in Southern Malawi. J
Empir Res Hum Res Ethics 2019;14(2):152-68.

Molyneux CS, Peshu N, Marsh K. Trust and informed consent: insights from commu-
nity members on the Kenyan coast. Soc Sci Med 2005;61(7):1463-73.

Runyon MS, Sawe HR, Levine AC, Pousson A, House DR, Agrawal P, et al. Clinical
and translational research in global health and emergency care: a research agenda.
Acad Emerg Med 2013;20(12):1272-7.

van Belle G, Mentzelopoulos SD, Aufderheide T, May S, Nichol G. International vari-
ation in policies and practices related to informed consent in acute cardiovascular
research: Results from a 44 country survey. Resuscitation 2015;91:76-83.

Hunt A, Banner N, Littler K. The global forum on bioethics in research meeting,
"ethics of research in pregnancy": emerging consensus themes and outputs. Reprod-
uct Health 2017;14(3):158.

Jackson A, Neighbors H. Is acute care-oriented research ethical in resource-limited
settings? AMA J Ethics 2017;19:978-88.

Maitland K, Molyneux S, Boga M, Kiguli S, Lang T. Use of deferred consent for
severely ill children in a multi-centre phase III trial. Trials 2011;12:90.

Molyneux S, Njue M, Boga M, Akello L, Olupot-Olupot P, Engoru C, et al. "'The words
will pass with the blowing wind’: staff and parent views of the deferred consent
process, with prior assent, used in an emergency fluids trial in two African hospitals.
PLOS ONE 2013;8(2):e54894.

Cheah PY, Parker M. Consent and assent in paediatric research in low-income set-
tings. BMC Med Ethics 2014;15(1):22.

Shah P. Informed consent [Internet]. StatPearls [Internet]. US Na-
tional Library of Medicine; 2021. [cited 2021Sep7]. Available from:
https://www.ncbi.nlm.nih.gov/books/NBK430827/ .


https://doi.org/10.1016/j.afjem.2021.12.001
http://refhub.elsevier.com/S2211-419X(21)00081-1/sbref0001
http://refhub.elsevier.com/S2211-419X(21)00081-1/sbref0001
http://refhub.elsevier.com/S2211-419X(21)00081-1/sbref0001
http://refhub.elsevier.com/S2211-419X(21)00081-1/sbref0001
http://refhub.elsevier.com/S2211-419X(21)00081-1/sbref0001
http://refhub.elsevier.com/S2211-419X(21)00081-1/sbref0001
http://refhub.elsevier.com/S2211-419X(21)00081-1/sbref0001
http://refhub.elsevier.com/S2211-419X(21)00081-1/sbref0002
http://refhub.elsevier.com/S2211-419X(21)00081-1/sbref0002
http://refhub.elsevier.com/S2211-419X(21)00081-1/sbref0002
http://refhub.elsevier.com/S2211-419X(21)00081-1/sbref0003
http://refhub.elsevier.com/S2211-419X(21)00081-1/sbref0008
http://refhub.elsevier.com/S2211-419X(21)00081-1/sbref0008
http://refhub.elsevier.com/S2211-419X(21)00081-1/sbref0009
http://refhub.elsevier.com/S2211-419X(21)00081-1/sbref0009
http://refhub.elsevier.com/S2211-419X(21)00081-1/sbref0009
http://refhub.elsevier.com/S2211-419X(21)00081-1/sbref0009
http://refhub.elsevier.com/S2211-419X(21)00081-1/sbref0009
http://refhub.elsevier.com/S2211-419X(21)00081-1/sbref0009
http://refhub.elsevier.com/S2211-419X(21)00081-1/sbref0009
http://refhub.elsevier.com/S2211-419X(21)00081-1/sbref0009
http://refhub.elsevier.com/S2211-419X(21)00081-1/sbref0012
http://refhub.elsevier.com/S2211-419X(21)00081-1/sbref0012
http://refhub.elsevier.com/S2211-419X(21)00081-1/sbref0012
http://refhub.elsevier.com/S2211-419X(21)00081-1/sbref0012
http://refhub.elsevier.com/S2211-419X(21)00081-1/sbref0012
http://refhub.elsevier.com/S2211-419X(21)00081-1/sbref0012
http://refhub.elsevier.com/S2211-419X(21)00081-1/sbref0012
http://refhub.elsevier.com/S2211-419X(21)00081-1/sbref0012
http://refhub.elsevier.com/S2211-419X(21)00081-1/sbref0013
http://refhub.elsevier.com/S2211-419X(21)00081-1/sbref0013
http://refhub.elsevier.com/S2211-419X(21)00081-1/sbref0013
http://refhub.elsevier.com/S2211-419X(21)00081-1/sbref0013
http://refhub.elsevier.com/S2211-419X(21)00081-1/sbref0013
http://refhub.elsevier.com/S2211-419X(21)00081-1/sbref0013
http://refhub.elsevier.com/S2211-419X(21)00081-1/sbref0013
http://refhub.elsevier.com/S2211-419X(21)00081-1/sbref0013
http://refhub.elsevier.com/S2211-419X(21)00081-1/sbref0014
http://refhub.elsevier.com/S2211-419X(21)00081-1/sbref0014
http://refhub.elsevier.com/S2211-419X(21)00081-1/sbref0014
http://refhub.elsevier.com/S2211-419X(21)00081-1/sbref0014
http://refhub.elsevier.com/S2211-419X(21)00081-1/sbref0014
http://refhub.elsevier.com/S2211-419X(21)00081-1/sbref0015
http://refhub.elsevier.com/S2211-419X(21)00081-1/sbref0015
http://refhub.elsevier.com/S2211-419X(21)00081-1/sbref0015
http://refhub.elsevier.com/S2211-419X(21)00081-1/sbref0016
http://refhub.elsevier.com/S2211-419X(21)00081-1/sbref0016
http://refhub.elsevier.com/S2211-419X(21)00081-1/sbref0016
http://refhub.elsevier.com/S2211-419X(21)00081-1/sbref0016
http://refhub.elsevier.com/S2211-419X(21)00081-1/sbref0016
http://refhub.elsevier.com/S2211-419X(21)00081-1/sbref0016
http://refhub.elsevier.com/S2211-419X(21)00081-1/sbref0016
http://refhub.elsevier.com/S2211-419X(21)00081-1/sbref0017
http://refhub.elsevier.com/S2211-419X(21)00081-1/sbref0017
http://refhub.elsevier.com/S2211-419X(21)00081-1/sbref0017
http://refhub.elsevier.com/S2211-419X(21)00081-1/sbref0017
http://refhub.elsevier.com/S2211-419X(21)00081-1/sbref0018
http://refhub.elsevier.com/S2211-419X(21)00081-1/sbref0018
http://refhub.elsevier.com/S2211-419X(21)00081-1/sbref0018
http://refhub.elsevier.com/S2211-419X(21)00081-1/sbref0018
http://refhub.elsevier.com/S2211-419X(21)00081-1/sbref0019
http://refhub.elsevier.com/S2211-419X(21)00081-1/sbref0019
http://refhub.elsevier.com/S2211-419X(21)00081-1/sbref0019
http://refhub.elsevier.com/S2211-419X(21)00081-1/sbref0019
http://refhub.elsevier.com/S2211-419X(21)00081-1/sbref0019
http://refhub.elsevier.com/S2211-419X(21)00081-1/sbref0020
http://refhub.elsevier.com/S2211-419X(21)00081-1/sbref0020
http://refhub.elsevier.com/S2211-419X(21)00081-1/sbref0020
http://refhub.elsevier.com/S2211-419X(21)00081-1/sbref0020
http://refhub.elsevier.com/S2211-419X(21)00081-1/sbref0021
http://refhub.elsevier.com/S2211-419X(21)00081-1/sbref0021
http://refhub.elsevier.com/S2211-419X(21)00081-1/sbref0021
http://refhub.elsevier.com/S2211-419X(21)00081-1/sbref0021
http://refhub.elsevier.com/S2211-419X(21)00081-1/sbref0021
http://refhub.elsevier.com/S2211-419X(21)00081-1/sbref0021
http://refhub.elsevier.com/S2211-419X(21)00081-1/sbref0021
http://refhub.elsevier.com/S2211-419X(21)00081-1/sbref0021
http://refhub.elsevier.com/S2211-419X(21)00081-1/sbref0022
http://refhub.elsevier.com/S2211-419X(21)00081-1/sbref0022
http://refhub.elsevier.com/S2211-419X(21)00081-1/sbref0022
http://refhub.elsevier.com/S2211-419X(21)00081-1/sbref0022
http://refhub.elsevier.com/S2211-419X(21)00081-1/sbref0022
http://refhub.elsevier.com/S2211-419X(21)00081-1/sbref0022
http://refhub.elsevier.com/S2211-419X(21)00081-1/sbref0023
http://refhub.elsevier.com/S2211-419X(21)00081-1/sbref0023
http://refhub.elsevier.com/S2211-419X(21)00081-1/sbref0023
http://refhub.elsevier.com/S2211-419X(21)00081-1/sbref0023
http://refhub.elsevier.com/S2211-419X(21)00081-1/sbref0024
http://refhub.elsevier.com/S2211-419X(21)00081-1/sbref0024
http://refhub.elsevier.com/S2211-419X(21)00081-1/sbref0024
http://refhub.elsevier.com/S2211-419X(21)00081-1/sbref0025
http://refhub.elsevier.com/S2211-419X(21)00081-1/sbref0025
http://refhub.elsevier.com/S2211-419X(21)00081-1/sbref0025
http://refhub.elsevier.com/S2211-419X(21)00081-1/sbref0025
http://refhub.elsevier.com/S2211-419X(21)00081-1/sbref0025
http://refhub.elsevier.com/S2211-419X(21)00081-1/sbref0025
http://refhub.elsevier.com/S2211-419X(21)00081-1/sbref0026
http://refhub.elsevier.com/S2211-419X(21)00081-1/sbref0026
http://refhub.elsevier.com/S2211-419X(21)00081-1/sbref0026
http://refhub.elsevier.com/S2211-419X(21)00081-1/sbref0026
http://refhub.elsevier.com/S2211-419X(21)00081-1/sbref0026
http://refhub.elsevier.com/S2211-419X(21)00081-1/sbref0026
http://refhub.elsevier.com/S2211-419X(21)00081-1/sbref0026
http://refhub.elsevier.com/S2211-419X(21)00081-1/sbref0026
http://refhub.elsevier.com/S2211-419X(21)00081-1/sbref0027
http://refhub.elsevier.com/S2211-419X(21)00081-1/sbref0027
http://refhub.elsevier.com/S2211-419X(21)00081-1/sbref0027
https://www.ncbi.nlm.nih.gov/books/NBK430827/

	The ethical considerations for emergency care research in low- and middle-income countries: A scoping review of the published literature
	Introduction
	Methods
	Study design
	Search strategy and eligibility criteria
	Data extraction and analysis

	Results
	Discussion
	Declaration of Competing Interest
	Dissemination of results
	Authors&#x27; contributions
	Supplementary materials
	References


