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Background: Anaesthetists require knowledge of informed consent laws to mitigate the risk of litigation. The knowledge of
South African anaesthetists regarding informed consent law is unknown.
Methods: Participants from an academic anaesthetic department anonymously completed a researcher-developed
questionnaire scored out of 23. Factors affecting questionnaire performance were recorded: years after graduation from
medical school (YGMS); professional designation (PD); years of anaesthetic experience (YAE); and attendance at formal
postgraduate training on informed consent (APGT).
Results: Data from 167 participants were included. The mean (SD) score achieved was 60.08% (12.61%). Questions assessing the
Mental Health Care Act and the Children’s Act achieved the highest 88.92% (22.23%) and lowest 51.82% (17.84%) mean scores
respectively. Knowledge of the Choice of Termination of Pregnancy Act was poorer with increasing YGMS (p = 0.0013).
Knowledge of the Children’s Act correlated positively with PD (p = 0.0004), YAE (p = 0.0180) and APGT (p = 0.0080). Improved
knowledge of the National Health Act correlated with higher PD (p = 0.0120). Knowledge of the Mental Health Care Act and
of the Sterilisation Act worsened with increasing YGMS (p = 0.0276 and p = 0.0108 respectively). Mean questionnaire score
improved with APGT (p = 0.0161) and higher PD (p = 0.0163).
Conclusion: Anaesthetists have suboptimal knowledge of informed consent laws. Anaesthetists should attend such training and
postgraduate education institutions should run these courses regularly. Comparative studies should be conducted in other
anaesthetic academic departments countrywide and include surgical staff.
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Introduction
South African law, in particular the National Health Act No. 61 of
2003, specifies that informed consent is required prior to per-
forming any procedure on a patient.1 The administration of
anaesthesia is considered to be a procedure; therefore, anaes-
thetists are expected to be familiar with laws governing
informed consent.

Ethics and law are complementary processes used to guide the
informed consent process by health professionals.

Although ethical principles must be adhered to, it is also
essential that doctors have adequate knowledge of the laws
regarding informed consent in the country in which they prac-
tise medicine. Being ‘familiar with the law’ and ‘formal pro-
cedural regulations’ should ensure that the doctor is carrying
out his/her job correctly and providing a quality service to
the patient, but also avoids unnecessary litigation, which
may result from inappropriate or incorrect consent-taking
practices.2

Unfortunately, knowledge of these laws is often taken for granted
and, particularly at undergraduate level, teaching of these laws
may be inadequate and highly variable between institutions.
For example, a study by Zajdel et al.2 examining the knowledge
of medical law amongst allergists and pulmonologists in Poland
discussed that the majority of medical staff had not had formal
legal teaching prior to completion of their medical degrees. The
same study noted that doctors depend heavily on external stan-
dards and do not appreciate that only the law is binding. A similar
attitude is anecdotally present in South Africa.

In South Africa, the process of acquiring informed consent,
including the relevant laws, is taught in undergraduate
medical programmes. However, the knowledge that anaesthe-
tists possess with regard to these processes and laws is not
known. Naidu and Gopalan3 conducted a questionnaire-based
study in KwaZulu-Natal examining the perspectives of anaesthe-
tists on informed consent. They noted that ‘the current process
of obtaining informed consent for anaesthesia has been
deemed… to be substandard and legally indefensible’.3 This
study raises the question of whether anaesthetists have ade-
quate knowledge regarding informed consent.

In the same study by Naidu and Gopalan,3 two-thirds of doctors
claimed that the risk of facing the law would alter their clinical
practice. The Medical Protection Society (MPS) in South Africa
has stated that ‘over the past two years alone, the value of
reported claims has more than doubled: an increase of 132%’
and that the bulk of cost to the MPS is incurred via clinical neg-
ligence claims.4 Although the MPS data likely reflect claims
related more to private practice, the bill for medical negligence
claims within the public sector is also alarmingly high.5 In the
United Kingdom, litigation against anaesthetists is increasing
annually.6 Inadequate communication with patients is a
strong contributor to these litigation statistics.7 The lack of
adequate informed consent is considered to be a risk factor
for subsequent medico-legal litigation brought against the
practitioner.8

Adequate knowledge of the processes and laws regarding
informed consent could help alleviate the burden of medico-
legal litigation. In order to develop and adjust this aspect of

Southern African Journal of Anaesthesia and Analgesia 2018; 24(6):155–164
https://doi.org/10.1080/22201181.2018.1523861

Open Access article distributed under the terms of the
Creative Commons License [CC BY-NC 4.0]
http://creativecommons.org/licenses/by-nc/4.0

South Afr J Anaesth Analg
ISSN 2220-1181 EISSN 2220-1173

© 2018 The Author(s)

RESEARCH

Southern African Journal of Anaesthesia and Analgesia is co-published by NISC (Pty) Ltd, Medpharm Publications, and Informa UK Limited
(trading as the Taylor & Francis Group)



Anaesthetists’ knowledge of South African Law pertaining to informed consent

The page number in the footer is not for bibliographic referencingwww.tandfonline.com/ojaa 15

Anaesthetists’ knowledge of South African Law pertaining to informed consent
in an academic centre
A Mamoojee* and A Alli

Department of Anaesthesia, University of the Witwatersrand, Johannesburg, South Africa
*Corresponding author, email: anisahmamoojee@gmail.com

Background: Anaesthetists require knowledge of informed consent laws to mitigate the risk of litigation. The knowledge of
South African anaesthetists regarding informed consent law is unknown.
Methods: Participants from an academic anaesthetic department anonymously completed a researcher-developed
questionnaire scored out of 23. Factors affecting questionnaire performance were recorded: years after graduation from
medical school (YGMS); professional designation (PD); years of anaesthetic experience (YAE); and attendance at formal
postgraduate training on informed consent (APGT).
Results: Data from 167 participants were included. The mean (SD) score achieved was 60.08% (12.61%). Questions assessing the
Mental Health Care Act and the Children’s Act achieved the highest 88.92% (22.23%) and lowest 51.82% (17.84%) mean scores
respectively. Knowledge of the Choice of Termination of Pregnancy Act was poorer with increasing YGMS (p = 0.0013).
Knowledge of the Children’s Act correlated positively with PD (p = 0.0004), YAE (p = 0.0180) and APGT (p = 0.0080). Improved
knowledge of the National Health Act correlated with higher PD (p = 0.0120). Knowledge of the Mental Health Care Act and
of the Sterilisation Act worsened with increasing YGMS (p = 0.0276 and p = 0.0108 respectively). Mean questionnaire score
improved with APGT (p = 0.0161) and higher PD (p = 0.0163).
Conclusion: Anaesthetists have suboptimal knowledge of informed consent laws. Anaesthetists should attend such training and
postgraduate education institutions should run these courses regularly. Comparative studies should be conducted in other
anaesthetic academic departments countrywide and include surgical staff.

Keywords: anaesthetist, informed consent, knowledge, law

Introduction
South African law, in particular the National Health Act No. 61 of
2003, specifies that informed consent is required prior to per-
forming any procedure on a patient.1 The administration of
anaesthesia is considered to be a procedure; therefore, anaes-
thetists are expected to be familiar with laws governing
informed consent.

Ethics and law are complementary processes used to guide the
informed consent process by health professionals.

Although ethical principles must be adhered to, it is also
essential that doctors have adequate knowledge of the laws
regarding informed consent in the country in which they prac-
tise medicine. Being ‘familiar with the law’ and ‘formal pro-
cedural regulations’ should ensure that the doctor is carrying
out his/her job correctly and providing a quality service to
the patient, but also avoids unnecessary litigation, which
may result from inappropriate or incorrect consent-taking
practices.2

Unfortunately, knowledge of these laws is often taken for granted
and, particularly at undergraduate level, teaching of these laws
may be inadequate and highly variable between institutions.
For example, a study by Zajdel et al.2 examining the knowledge
of medical law amongst allergists and pulmonologists in Poland
discussed that the majority of medical staff had not had formal
legal teaching prior to completion of their medical degrees. The
same study noted that doctors depend heavily on external stan-
dards and do not appreciate that only the law is binding. A similar
attitude is anecdotally present in South Africa.

In South Africa, the process of acquiring informed consent,
including the relevant laws, is taught in undergraduate
medical programmes. However, the knowledge that anaesthe-
tists possess with regard to these processes and laws is not
known. Naidu and Gopalan3 conducted a questionnaire-based
study in KwaZulu-Natal examining the perspectives of anaesthe-
tists on informed consent. They noted that ‘the current process
of obtaining informed consent for anaesthesia has been
deemed… to be substandard and legally indefensible’.3 This
study raises the question of whether anaesthetists have ade-
quate knowledge regarding informed consent.

In the same study by Naidu and Gopalan,3 two-thirds of doctors
claimed that the risk of facing the law would alter their clinical
practice. The Medical Protection Society (MPS) in South Africa
has stated that ‘over the past two years alone, the value of
reported claims has more than doubled: an increase of 132%’
and that the bulk of cost to the MPS is incurred via clinical neg-
ligence claims.4 Although the MPS data likely reflect claims
related more to private practice, the bill for medical negligence
claims within the public sector is also alarmingly high.5 In the
United Kingdom, litigation against anaesthetists is increasing
annually.6 Inadequate communication with patients is a
strong contributor to these litigation statistics.7 The lack of
adequate informed consent is considered to be a risk factor
for subsequent medico-legal litigation brought against the
practitioner.8

Adequate knowledge of the processes and laws regarding
informed consent could help alleviate the burden of medico-
legal litigation. In order to develop and adjust this aspect of

Southern African Journal of Anaesthesia and Analgesia 2018; 24(6):155–164
https://doi.org/10.1080/22201181.2018.1523861

Open Access article distributed under the terms of the
Creative Commons License [CC BY-NC 4.0]
http://creativecommons.org/licenses/by-nc/4.0

South Afr J Anaesth Analg
ISSN 2220-1181 EISSN 2220-1173

© 2018 The Author(s)

RESEARCH

Southern African Journal of Anaesthesia and Analgesia is co-published by NISC (Pty) Ltd, Medpharm Publications, and Informa UK Limited
(trading as the Taylor & Francis Group)

undergraduate and postgraduate anaesthesia curricula, an
assessment of the current level of knowledge is necessary.

There is no published literature directly examining the knowl-
edge of the South African laws pertaining to informed consent
among trainee and qualified anaesthetists working in an aca-
demic department setting.

The aim of this study was therefore to describe the knowledge of
anaesthetists working in an academic department affiliated to a
university, regarding South African laws pertaining to informed
consent. We tested for an association between the level of
knowledge and years of anaesthetic experience, number of
years after graduation from medical school and professional
designation. We compared the level of knowledge between
anaesthetists who had formal postgraduate teaching on
informed consent with that of those who did not have such
teaching.

Methods

Ethics and study design
Ethics clearancewas received fromtheWitsHumanResearchEthics
Committee (Medical), clearance certificate number M160685.

This was a prospective, knowledge-based, contextual, descrip-
tive and cross-sectional study using an anonymous self-adminis-
tered questionnaire. Participation was voluntary and consent
was implied on completion of the questionnaire. Care was
taken to maintain the anaesthetists’ anonymity and confidenti-
ality and no identifying information was obtained from the
participants.

Study setting and population
The study was conducted in the University of the Witwatersrand
Department of Anaesthesiology in Johannesburg, South Africa.
The department is affiliated with five teaching hospitals. Anaes-
thetists eligible for inclusion in the study included medical offi-
cers, registrars, career medical officers and consultants. In our
department, a career medical officer is a medical officer with
10 or more years of experience who is employed in a position
unlike that of a medical officer in training and functions in the
capacity of a consultant despite not having passed the Fellow-
ship of the College of Anaesthetists of South Africa FCA (SA)
examinations. They have assumed honorary consultant pos-
itions. Interns were excluded as their presence in the depart-
ment is transient (a two-month period) and the sample of
interns at any one time may not be representative of the
overall knowledge of interns in anaesthesia or of the Anaesthe-
sia Department as a whole. Blank and illegible questionnaires
were excluded, but were still used to calculate the response rate.

Questionnaire and conduct of the study
Data were collected using questionnaires distributed at depart-
mental academic meetings. The chair was approached by the
researcher for permission to address the attendees. All question-
naires were numbered to keep track of those completed and
prevent reproduction of results. This also allowed for calculation
of a response rate. Following an introduction to the study aim
and objectives, the questionnaires were distributed to all the
anaesthetists who attended the meetings and who wished to
participate. The researcher was present to assist with queries
and to prevent data contamination. Participants were given
approximately 15–20 minutes to complete the questionnaire,
which was then placed by the participant into a collection box

sited at the venue. Participants could not take the questionnaire
with them and as a result data contamination was minimal if at
all and answers could not be shared. Anonymity and confidenti-
ality of the participants in the study was ensured as no personal
identifying data were collected.

As no questionnaires regarding knowledge of South African law
pertaining to informed consent had previously been published
or validated, a questionnaire was developed by the researchers
in collaboration with medical ethics experts within the discipline
of anaesthesia and intensive care.

The questionnaire consisted of two sections:

. Section 1 acquired population characteristics, which
included professional designation, years of experience in
anaesthesiology, years after graduating from medical
school and attendance at formal postgraduate teaching
on informed consent.

. Section 2 consisted of 10 questions consisting of either 2 or
3 sub-questions resulting in 23 questions overall, marked
out of a total score of 23. Each sub-question was a single
correct answer multiple-choice question with a clinical
vignette stem that tested a specific law. The questionnaire
may be viewed as Appendix 1. The laws that were assessed
are listed in Table 1.

The questionnaire was scored out of a total of 23, with one point
allocated for each correct answer. Negative marking was not
applied.

Sample size and statistical analysis
We calculated the preliminary sample size required using a web-
based sample size calculator, Raosoft® (http://www.raosoft.com/
samplesize.html).9 Using a margin of error of 5%, a 95% confi-
dence interval, a total population size of 218 and a response dis-
tribution of 50%, the recommended minimum sample size was
calculated as 140.

Data were analysed using SAS™ (SAS Institute, Cary, NC, USA).10

The association of knowledge of the law with years of experi-
ence, and years since graduation from medical school was ana-
lysed using Spearman’s rank correlation test.

Knowledge comparisons between anaesthetists with and
without formal postgraduate teaching on informed consent
was analysed using a Wilcoxon–Mann–Whitney U test.

In this study, a p-value of < 0.05 was considered significant.

Table 1: Laws tested by question

Question Law tested

1.1; 1.2 The Choice of Termination of Pregnancy Act No. 92 of 1996

2.1; 2.2
6.1; 6.2; 6.3
7.1; 7.2
8.1; 8.2
10.1; 10.2

The Children’s Act No. 38 of 2005

3.1; 3.2;
5.1; 5.2; 5.3

The National Health Act No. 61 of 2003

4.1; 4.2 The Mental Health Care Act No. 17 of 2002

9.1; 9.2; 9.3 The Sterilisation Act No. 44 of 1998 (Amended 2005)
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Results
A total of 218 anaesthetists met inclusion criteria within the
department. One hundred and ninety-one attended the depart-
mental academic meetings, encompassing the five teaching
hospitals affiliated with the Wits anaesthesiology department.
Each of these individuals received a questionnaire. One
hundred and eighty-four questionnaires were returned, yielding
an 84% response rate. Seventeen questionnaires were excluded
due to incomplete demographic information. Therefore, 167
questionnaires were included in the final statistical analysis

(n = 167). This sample size is well above the pre-defined
expected sample size.

Table 2 gives the population characteristics of the total
sample.

Of the 167 anaesthetists, none answered all questions correctly.
The lowest individual score was 7 out of 23 (30.43%), while the
highest individual score was 20 out of 23 (86.96%). The average
score was 60.08%. The mean scores by law tested are summar-
ised in Table 3.

Of the 23 questions, question 7.1 was the best answered ques-
tion with 152 (91%) anaesthetists answering it correctly. This
question tested the Children’s Act No. 38 of 2005, specifically
dealing with consent for medical and surgical treatment of a
child.

Question 6.1 was the most poorly answered question, with 32
(19%) anaesthetists answering it correctly. This question tested
the Children’s Act No. 38 of 2005, specifically dealing with
gaining consent for blood transfusion for a child in the setting
of Jehovah’s Witnesses.

Spearman’s rank correlation test was used to test whether the
performance on a question correlated with years since gradu-
ation from medical school; professional designation; years of
anaesthetic experience; and attendance at formal postgraduate
training on informed consent. These results are summarised in
Table 4.

Overall, the mean (SD) score was 13.8204 (2.9006) out of a poss-
ible total of 23.

The median category of professional designation was fourth-
year registrars, with a range that extended from medical officers
to career medical officers/consultants.

Table 2: Population data

Population characteristic
Number

(%)

Professional designation Medical Officer 27 (16%)

1st year registrar 17 (10%)

2nd year registrar 9 (5%)

3rd year registrar 27 (16%)

4th year registrar 21 (13%)

Career medical
officer/consultants

66 (40%)

Years of experience in
anaesthesia

Less than one year 10 (6%)

One to four years 59 (35%)

Five to eight years 53 (32%)

More than eight
years

45 (27%)

Years after graduation from
medical school

Less than four years 7 (4%)

Four to eight years 60 (36%)

Nine to 12 years 57 (34%)

More than 12 years 43 (26%)

Attendance at formal
postgraduate teaching on
informed consenta

Attended 76 (46%)

Did not attend 91 (54%)

aFormal postgraduate teaching on informed consent is defined as a course/sym-
posium or CPD accredited lecture on informed consent.

Table 3: Mean score by law tested

Question Law tested Mean score % ± SD

1 The Choice of Termination of Pregnancy Act No. 92 of 1996. 71.26 ± 35.74

2, 6, 7, 8, 10 The Children’s Act No. 38 of 2005. 51.82 ± 17.84

3, 5 The National Health Act No. 61 of 2003. 59.52 ± 21.84

4 The Mental Health Care Act No. 17 of 2002. 88.92 ± 22.23

9 The Sterilisation Act No. 44 of 1998 (amended 2005). 64.67 ± 26.31

Overall 60.08 ± 12.61

Table 4: Spearman correlation coefficients comparing acts and variables

Score Factors assessed (correlation coefficient; p-value)

PD YAE YGMS APGT

The Choice of Termination of Pregnancy Act No. 92 of 1996 −0.02904; 0.7094 −0.12902; 0.0966 −0.24679; 0.0013* 0.04448; 0.5681

The Children’s Act No. 38 of 2005 0.27107; 0.0004* 0.018292; 0.0180* 0.10164; 0.1912 0.20449; 0.0080*

The National Health Act No. 61 of 2003 0.19398; 0.0120* 0.12979; 0.0946 0.14422; 0.0630 0.05704; 0.4641

The Mental Health Care Act No. 17 of 2002 −0.11099; 0.1533 −0.11366; 0.1436 −0.17051; 0.0276 0.09097; 0.2423

The Sterilisation Act No. 44 of 1998 (amended 2005) −0.14982; 0.0533 −0.12160; 0.1175 −0.19689; 0.0108* 0.01695; 0.8278

Overall percentage 0.018567; 0.0163* 0.08241; 0.2897 −0.01162; 0.8815 0.18606; 0.0161*

PD = professional designation; YAE = years of anaesthetic experience; YGMS = years since graduation from medical school; APGT = attendance at postgraduate training on
informed consent.
*Denotes statistically significant (p < 0.05).
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The higher the anaesthetist’s professional designation, the
greater the mean score that was achieved (p = 0.0163).

Career medical officers/consultants had the highest mean
score out of 23, followed by fourth-year registrars, third-year
registrars, medical officers, first-year registrars and second-
year registrars. These mean scores are graphically depicted
in Figure 1.

The mode with regard to years of anaesthetic experience was
five to eight years, with a range from less than one year to
more than eight years. The greater the anaesthetist’s number
of years of anaesthetic experience, the better they scored on
the questions that tested the Children’s Act No. 38 of 2005 (p
= 0.0180). Years of anaesthetic experience did not affect per-
formance on any of the other Acts tested. There was no signifi-
cant correlation between years of anaesthetic experience and
mean score (p = 0.2897).

The mode with regard to years since graduation from medical
school was 9 to 12 years, with a range that extended from less
than 4 years to more than 12 years. The greater the number of
years after graduating from medical school, the poorer candi-
dates performed on questions testing the Choice of Termin-
ation of Pregnancy Act No. 92 of 1996 (p = 0.0013); the
Mental Health Care Act No. 17 of 2002 (p = 0.0276); and the
Sterilisation Act No. 44 of 1998 (amended 2005) (p = 0.0108).
There was no significant correlation between years after
graduating from medical school and overall mean score (p =
0.8815).

Seventy-six anaesthetists had attended formal postgraduate
training on informed consent and scored a mean score
(SD) of 14.41 out of 23 (2.95). The remainder, who had not
received additional training, achieved a mean (SD) score of
13.33 (2.78). Those who had attended formal training fared
better (p = 0.0166), with a difference in mean (SD) scores of
1.08 (2.86).

Attendance at formal postgraduate training was associated with
improved performance in questions testing the Children’s Act
No. 38 of 2005 (p = 0.0080), and improved overall test perform-
ance (p = 0.0161).

Discussion
This is the first study solely examining South African anaesthe-
tists’ knowledge of the laws pertaining to informed consent.
The average score of 60.09% (range 30.43%–86.96%) implies
that the understanding of these laws is suboptimal as this
infers that on average in only 6 in 10 situations is legally valid
consent obtained. No pass mark was assigned to our question-
naire as it is not reasonable to make allowance for any deficiency
in knowledge of these laws in the context of increasing
litigation.

The scores and factors correlating with performance on the
questions varied widely across the laws assessed.

The correlation between advancing years after graduation
from medical school and lower scores on the questions asses-
sing the Choice of Termination of Pregnancy Act No. 92 of
1996, as well as the Sterilisation Act No. 44 of 1998
(amended in 2005) is likely due to anaesthetists having little
overall involvement in the termination of pregnancy and ster-
ilisation procedures. An anaesthetic is not always required for
these procedures, and when it is, it is often for more compli-
cated cases only. Consequently, anaesthetists are less familiar
with the Act that governs this process. Junior doctors may
still possess knowledge from medical school, internship and
community service regarding this Act. During these years,
they have more interaction with obstetrics and gynaecology
patients, and with increasing time away from this discipline
these doctors may lose their knowledge of this law as their
focus changes.

Knowledge of the Children’s Act No. 38 of 2005 was incon-
sistent, as evidenced by varying scores in the questions
assessing this. These questions produced the highest and
lowest scores across the questionnaire. The factors that cor-
related with increased knowledge of this Act were seniority,
increased anaesthetic experience and attendance at formal
postgraduate teaching. This result is most likely due to
regular (weekly) experience and ongoing training
focused on paediatric surgical patients in our academic
environment.

The questions assessing the National Health Act No. 61 of 2003
were consistently answered, except for knowledge regarding
the specific priority list of individuals able to give consent on
behalf of an incapacitated patient. It is interesting to note that
most anaesthetists (98 out of 167) thought that the spouse/
partner should be contacted first, followed by an adult child, a
parent, grandparent, a person authorised by law or a court
order and lastly a proxy mandated in writing. However, the
correct sequence is a proxy mandated in writing by the
patient, a person authorised by the law or a court order;
spouse/partner; parent; grandparent; adult child and finally a
sibling.1

This suggests that most anaesthetists are not familiar with this
part of the Act, and have applied what seems to be ‘common
sense’.

Anaesthetists scored lower on the questions assessing the
Mental Health Care Act No. 17 of 2002 as they advanced in
years after graduation from medical school. This is an expected
finding, as anaesthetists are most likely to interact with mentally
ill patients only when they present for electroconvulsive therapy,
which is infrequent in our study setting.

Figure 1:Mean score achieved as a function of professional designation.
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On examining mean questionnaire scores in our study, the two
factors correlating with a higher score were higher professional
designation and attendance at formal postgraduate teaching on
informed consent. This is in keeping with a study performed by
Ashraf et al.11 revealing considerable shortcomings in doctors’
knowledge of surgical informed consent in Pakistan. As in our
study, it was shown that junior doctors’ knowledge was poorer
than that of their more senior counterparts. This is particularly
problematic as junior doctors are often tasked with obtaining
consent.

However, Zajdel et al.2 found in their Polish study that younger
doctors had better knowledge of medical law than their older
counterparts. This suggests that years of experience as a sole
factor does not maintain or improve knowledge of medical
law, but that more formal education such as specialisation or
postgraduate course attendance is necessary to achieve this.
In our study it was found that years of anaesthetic experience
only correlated with a better performance on the questions
that assessed the Children’s Act No. 38 of 2005, with no
overall effect on the other questions. This difference could be
attributed to the fact that the Zajdel et al.2 study examined
knowledge of doctors in the private sector in Poland, which rep-
resents a different population.

There is little published literature on the knowledge of anaesthe-
tists regarding medical law in South Africa. Chima12 conducted a
study in KwaZulu-Natal, examining the quality of informed
consent across a range of specialties; 2.4% of the sample were
anaesthetists. A question examining aspects of the National
Health Act was answered poorly. In addition, consistent with
our data, doctors with a higher professional designation per-
formed better on the questionnaire. The author concludes that
there is a deficiency in knowledge of local laws and recommends
continuing education in medical law and ethics to address this
problem.

A similar pattern is noted internationally. Leclercq et al.13 found
that the knowledge of the surgical informed consent process in
the Netherlands was suboptimal, and this was attributed to
inadequate training. Fisher-Jeffes et al.14 note in their study
focusing on British laws governing the consent-taking practices
in children that doctors need to increase their knowledge on
who is legally allowed to provide consent. In our study, we
also found that knowledge of the Children’s Act No. 38 of
2005 was the most inadequate of all the Acts assessed. A
study performed in Croatia by Jukić et al.15 concluded that
knowledge of the legal requirements for informed consent
was also inadequate. This finding was echoed by Gupta et al.16

who found that the knowledge of informed consent amongst
dentists in India was inadequate and further training would be
needed. These conclusions are concerning and are also reflected
by the data from our study.

Study limitations
This contextual study’s findings are limited to anaesthetists
assessed in one anaesthesiology academic department in the
public health care sector. This study should be conducted in
other contexts within South Africa. It is expected that perform-
ance on this questionnaire would be worse if the study were
repeated in a non-academic environment; however, this
should be confirmed by formal assessment.

The sample size of the study, while larger than expected, was not
equally represented by anaesthetists from different professional

designations. The greatest representation was from career
medical officers/consultants who comprised 40% of the
sample. First- and third-year registrars each comprised 16% of
the sample, fourth-year registrars comprised 13%, first-year
registrars 10% and second-year registrars comprised the smal-
lest proportion at 5%.

We could have looked at a separation of the category of consult-
ants and career medical officers, as inclusion of consent ethics as
part of the FCA (SA) curricula may impact on knowledge of
ethics and the law. As career medical officers do not have an
FCA (SA) certificate, it might have been interesting to note
whether there was a knowledge difference in this regard.

There were sampling limitations present, the most notable of
which was that the researcher relied on voluntary participation
by departmental members. Further, it is potentially a limitation
that anaesthetists who attended the departmental academic
meetings where the study questionnaire was distributed were
individuals more likely to show an interest in continuous learn-
ing and to seek CPD activities, and therefore had better knowl-
edge than those who did not attend the meetings.

While the questionnaire was reviewed by two experts before
being distributed to the anaesthetist sample group, it is not a
standard questionnaire and may be open to misinterpretation
of the questions leading to performance bias.

Some knowledge-based studies have post-test teaching on the
subject being investigated and a follow-up questionnaire is then
redistributed at a later date to determine whether there has
been knowledge retention. As anonymity was ensured, this
would have been difficult to conduct. It would not have been
feasible to compare the pre- and post-test questionnaire data
to determine whether there was knowledge retention by
specific participants.

Conclusion
We found that the knowledge of anaesthetists regarding South
African law pertaining to informed consent is suboptimal. It is
concerning that anaesthetists scored lowest on questions
assessing knowledge of the Children’s Act and the National
Health Act.

This could be due to inadequate training at an undergraduate
level; lack of a formal subject on ethics andmedical law in under-
graduate curricula; no requirement for certification in ethics and
medical law for doctors; and lack of continuing education on the
law during the postgraduate phase. There is also, in the authors’
opinion, a lack of interest in the subject matter, and many do not
deem it important enough to focus on.

While these reasons may exist, lack of sound knowledge not
only does a disservice to the patient but undermines the
doctor’s professional integrity and sets up a real risk of litigation.

The attainment of informed consent from the patient is a consti-
tutionally protected right in South Africa.12 The consent of the
patient is required for any lawful medical intervention, and
this is a sanctioned part of South African law.12

While it is not the task of the anaesthetist to acquire surgical
informed consent, it is the duty of the anaesthesia provider to
ensure that consent is legally valid for both the administration
of the anaesthetic and the performance of the surgical
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than that of their more senior counterparts. This is particularly
problematic as junior doctors are often tasked with obtaining
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factor does not maintain or improve knowledge of medical
law, but that more formal education such as specialisation or
postgraduate course attendance is necessary to achieve this.
In our study it was found that years of anaesthetic experience
only correlated with a better performance on the questions
that assessed the Children’s Act No. 38 of 2005, with no
overall effect on the other questions. This difference could be
attributed to the fact that the Zajdel et al.2 study examined
knowledge of doctors in the private sector in Poland, which rep-
resents a different population.

There is little published literature on the knowledge of anaesthe-
tists regarding medical law in South Africa. Chima12 conducted a
study in KwaZulu-Natal, examining the quality of informed
consent across a range of specialties; 2.4% of the sample were
anaesthetists. A question examining aspects of the National
Health Act was answered poorly. In addition, consistent with
our data, doctors with a higher professional designation per-
formed better on the questionnaire. The author concludes that
there is a deficiency in knowledge of local laws and recommends
continuing education in medical law and ethics to address this
problem.

A similar pattern is noted internationally. Leclercq et al.13 found
that the knowledge of the surgical informed consent process in
the Netherlands was suboptimal, and this was attributed to
inadequate training. Fisher-Jeffes et al.14 note in their study
focusing on British laws governing the consent-taking practices
in children that doctors need to increase their knowledge on
who is legally allowed to provide consent. In our study, we
also found that knowledge of the Children’s Act No. 38 of
2005 was the most inadequate of all the Acts assessed. A
study performed in Croatia by Jukić et al.15 concluded that
knowledge of the legal requirements for informed consent
was also inadequate. This finding was echoed by Gupta et al.16

who found that the knowledge of informed consent amongst
dentists in India was inadequate and further training would be
needed. These conclusions are concerning and are also reflected
by the data from our study.

Study limitations
This contextual study’s findings are limited to anaesthetists
assessed in one anaesthesiology academic department in the
public health care sector. This study should be conducted in
other contexts within South Africa. It is expected that perform-
ance on this questionnaire would be worse if the study were
repeated in a non-academic environment; however, this
should be confirmed by formal assessment.

The sample size of the study, while larger than expected, was not
equally represented by anaesthetists from different professional

designations. The greatest representation was from career
medical officers/consultants who comprised 40% of the
sample. First- and third-year registrars each comprised 16% of
the sample, fourth-year registrars comprised 13%, first-year
registrars 10% and second-year registrars comprised the smal-
lest proportion at 5%.

We could have looked at a separation of the category of consult-
ants and career medical officers, as inclusion of consent ethics as
part of the FCA (SA) curricula may impact on knowledge of
ethics and the law. As career medical officers do not have an
FCA (SA) certificate, it might have been interesting to note
whether there was a knowledge difference in this regard.

There were sampling limitations present, the most notable of
which was that the researcher relied on voluntary participation
by departmental members. Further, it is potentially a limitation
that anaesthetists who attended the departmental academic
meetings where the study questionnaire was distributed were
individuals more likely to show an interest in continuous learn-
ing and to seek CPD activities, and therefore had better knowl-
edge than those who did not attend the meetings.

While the questionnaire was reviewed by two experts before
being distributed to the anaesthetist sample group, it is not a
standard questionnaire and may be open to misinterpretation
of the questions leading to performance bias.

Some knowledge-based studies have post-test teaching on the
subject being investigated and a follow-up questionnaire is then
redistributed at a later date to determine whether there has
been knowledge retention. As anonymity was ensured, this
would have been difficult to conduct. It would not have been
feasible to compare the pre- and post-test questionnaire data
to determine whether there was knowledge retention by
specific participants.

Conclusion
We found that the knowledge of anaesthetists regarding South
African law pertaining to informed consent is suboptimal. It is
concerning that anaesthetists scored lowest on questions
assessing knowledge of the Children’s Act and the National
Health Act.

This could be due to inadequate training at an undergraduate
level; lack of a formal subject on ethics andmedical law in under-
graduate curricula; no requirement for certification in ethics and
medical law for doctors; and lack of continuing education on the
law during the postgraduate phase. There is also, in the authors’
opinion, a lack of interest in the subject matter, and many do not
deem it important enough to focus on.

While these reasons may exist, lack of sound knowledge not
only does a disservice to the patient but undermines the
doctor’s professional integrity and sets up a real risk of litigation.

The attainment of informed consent from the patient is a consti-
tutionally protected right in South Africa.12 The consent of the
patient is required for any lawful medical intervention, and
this is a sanctioned part of South African law.12

While it is not the task of the anaesthetist to acquire surgical
informed consent, it is the duty of the anaesthesia provider to
ensure that consent is legally valid for both the administration
of the anaesthetic and the performance of the surgical
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procedure. Inappropriately or incorrectly taken consent is legally
indefensible.

It would be interesting to repeat this study comparing the
knowledge of anaesthetists and surgeons in different disciplines.
Furthermore, a study comprising questions based purely on
consent for anaesthetic services could be conducted.

The results of this study highlight the knowledge deficits of
anaesthetists regarding consent law. We recommend that
active intervention be undertaken by medical schools, specialist
programme directors, the Colleges of Medicine of South Africa
and the Health Professions Council of South Africa to address
this problem.

Disclosure statement – No conflict of interest was reported by the
authors.

ORCID
A Mamoojee http://orcid.org/0000-0003-2334-3076
A Alli http://orcid.org/0000-0003-4879-7090

References
1. National Health Act No. 61 of 2003 Cape Town: Government Gazette;

2003. 23 July 2004. 94]. [cited 2016 May 25] Available from: http://
www.gov.za/sites/www.gov.za/files/a61-03.pdf

2. Zajdel J, Zajdel R, Kuna P. Knowledge of medical law amongst
doctors of internal diseases. Int J Occup Med Environ Health. Nofer
Institute of Occupational Medicine; 2013 Jan 1;26(2). http://doi.org/
10.2478/s13382-013-0083-5

3. Naidu S, Gopalan P. The perspectives of eThekwini public service
anaesthetic doctors on the informed consent process for anaesthe-
sia. South Afr J Anaesth Analg. Informa UK Limited; 2013 Jan;19
(2):96–101. http://doi.org/10.1080/22201173.2013.10872903

4. Bown S. Counting the cost of litigation South Africa: MPS; 2012. [cited
2016 May 29] Available from: http://www.medicalprotection.org/

5. Gauteng health facing claims totalling R22bn for medical negligence
[press release]. Times Live, 16 April 2018.

6. Cook TM, Bland L, Mihai R, et al. Litigation related to anaesthesia: an
analysis of claims against the NHS in England 1995–2007. Anaesth.
2009;64:706–18. http://doi:10.1111/j.1365-2044.2009.05913.x

7. Adams JP, Bell MDD, Bodenham AR. Quality and outcomes in anaes-
thesia: lessons from litigation, Br J Anaesth. 2012;109(1):110–22.
https://doi.org/10.1093/bja/aes188

8. Aitkenhead AR. Informing and consenting for anaesthesia. Best Pract
Res Clin Anaesth. 2006;20(4):507–24. https://doi.org/10.1016/j.bpa.
2006.09.006

9. Raosoft.®: 2013. [cited 2016 April 15] Available from http://www.
raosoft.com/samplesize.html

10. Statistical Analysis System (SAS)™ University Edition Copyright ©
2012–2016. Version 9.04 ed. Cary, NC, USA: SAS Institute Inc.; 2016.

11. Ashraf B, Tasnim N, Saaiq M, et al. An audit of the knowledge and atti-
tudes of doctors towards Surgical Informed Consent (SIC). Int J Health
Policy Manag. International Society for Phytocosmetic Sciences;
2014;3(6):315–21. http://doi.org/10.15171/ijhpm.2014.109

12. Chima SC. Evaluating the quality of informed consent and contem-
porary clinical practices by medical doctors in South Africa: an
empirical study. BMC Med Ethics. Springer Nature; 2013;14(Suppl
1):S3. http://doi.org/10.1186/1472-6939-14-s1-s3

13. Leclercq WK, Keulers BJ, Houterman S, et al. A survey of the current
practice of the informed consent process in general surgery in the
Netherlands. Patient Saf Surg. Springer Nature; 2013;7(1):4. http://
doi.org/10.1186/1754-9493-7-4

14. Fisher-Jeffes L, Barton C, Finlay F. Clinicians’ knowledge of informed
consent. J Med Ethics. 2007;33(3):181–4.

15. JukićM, Kvolik S, Kardum G, et al. Knowledge and practices of obtain-
ing informed consent for medical procedures among specialist phys-
icians: questionnaire study in 6 croatian hospitals. Croat Med J;
2009;50(6):567–74. http://doi.org/10.3325/cmj.2009.50.567

16. Gupta VV, Bhat N, Asawa K, et al. Knowledge and attitude toward
informed consent among private dental practitioners in Bathinda
City, Punjab, India. Osong Public Health Res Perspect. Elsevier BV;
2015;6(2):73–8. http://doi.org/10.1016/j.phrp.2014.12.005

Received: 23-06-2018 Accepted: 12-09-2018

Appendix 1: Questionnaire and memorandum

Questionnaire

SECTION 1:

Please provide the following information by use of the tick box:

Professional designation: Medical Officer □

Registrar 1st year □

Registrar 2nd year □

Registrar 3rd year □

Registrar 4th year □

Career Medical Officer or Consultant □

Years of experience in anaesthesia: ______ years.

Years since graduation from medical school ______ years.

Have you attended formal postgraduate teaching (course/sym-
posium/CPD accredited lecture) on informed consent?

Yes □ No □

SECTION 2:

Question 1

Indicate the correct answer with an ‘x’ in the appropriate box pro-
vided. There is one correct answer per question.

An 11-year-old girl presents to the clinic requesting a termin-
ation of pregnancy.

1.1 Which one of the following is correct?

a) She may not consent to the procedure

b) She may consent to the procedure. Her parent/guardian
is required to provide assent to the procedure

c) She may consent to the procedure. Her parent/guardian
is not required to provide assent to the procedure

d) She may consent to the procedure but her parent/guar-
dian is required to give consent to the procedure as well

a b c d

1.2 Knowledge of which Act is being tested in the above
scenario?

a) Children’s Act

b) Child Care Act

c) Choice of Termination of Pregnancy Act

d) National Health Act

a b c d
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Question 2

A 13-year-old girl presents to the clinic requesting an HIV test

2.1 Which of the following is correct?

a) She may consent with proper pre- and post-test
counselling

b) She may consent with proper pre- and post-test counsel-
ling. Her parents are required to provide consent as well

c) She may consent to the procedure with proper pre- and
post-test counselling. Her parents are required to
provide assent as well

d) She cannot consent to the procedure

a b c d

2.2 Which law is the above scenario testing?

a) Children’s Act

b) Child Care Act

c) Health Professions Amendment Act

d) National Health Act

a b c d

Question 3

You have provided a general anaesthetic to a 49-year-old
male patient who presented to theatre for an emergency frac-
ture reduction. After inserting a second intravenous line
intraoperatively, you accidentally prick yourself with the con-
taminated needle. You check his file and his HIV status is not
documented. He is wasted and has oral thrush. When he
awakens from anaesthesia and is fully alert, he tells you he
does not know his HIV status. You fully explain the situation
to him and counsel him well. He refuses to provide his
consent to an HIV test despite this.

3.1 Which of the following is correct?

a) You may draw a blood sample on the pretence of testing
for another parameter and run the HIV test at the lab
without the patient’s knowledge or consent

b) You may test the patient without his informed consent if
an existing blood sample is available.

c) You ask for the patient to be restrained and proceed to
draw the blood for the HIV test

d) You assume the patient to be HIV-positive and start
taking post-exposure prophylaxis

a b c d

The same patient in the above scenario is transferred intu-
bated and ventilated to ICU postoperatively.

3.2 Howwould you attempt to get consent for the HIV test in this
situation?

a) You take the blood sample anyway as he is intubated and
he won’t know about it when he wakes up in ICU

b) You attempt to get proxy consent by a person legally able
to give consent

c) You attempt to get consent from the head of the ortho-
paedic unit the patient belongs to

d) You attempt to get consent from the CEO of the hospital

a b c d

Question 4

A depressed and suicidal 57-year-old female is admitted by
the psychiatry department. The registrar calls you to book
the patient for an electroconvulsive therapy session the fol-
lowing day. She says that the patient is refusing to give
consent. She says in this circumstance consent is not required
as she is not of sound mind to understand the benefits of the
procedure.

4.1 Which of the following is correct?

a) You agree to proceed without the patient’s informed
consent

b) Consent should be obtained from a proxy, the court or a
mental review board

c) Consent should be obtained from the head of the psy-
chiatry unit

d) Consent should be obtained from the CEO of the hospital

a b c d

4.2 Which law is this in accordance with?

a) Health Professions Amendment Act

b) Mental Health Care Act

c) National Health Act

d) Primary Health Care Act

a b c d

Question 5

An 80-year-old woman who was previously well slipped at her
old age home and fractured her neck of femur. Upon examin-
ation she is noted to be confused. She cannot give consent to
an ORIF of her femur as she is delirious. When the orthopaedic
surgeon books the case with you, he notes that he is unsure of
who he should contact first to get consent.

5.1 He should attempt to contact these people, in the following
order:

a) A proxy mandated in writing, a person authorised by law
or a court order, the spouse/partner, the parent, the
grandparent, the adult child, the brother/sister

b) A person authorised by law or a court order, the spouse/
partner, the parent, the adult child, the grandparent, the
brother/sister, a proxy mandated in writing

c) The adult child, the spouse/partner, the brother/sister/the
parent, the grandparent, a proxy mandated in writing, a
person authorised by law or a court order
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Question 2

A 13-year-old girl presents to the clinic requesting an HIV test

2.1 Which of the following is correct?

a) She may consent with proper pre- and post-test
counselling

b) She may consent with proper pre- and post-test counsel-
ling. Her parents are required to provide consent as well

c) She may consent to the procedure with proper pre- and
post-test counselling. Her parents are required to
provide assent as well

d) She cannot consent to the procedure

a b c d

2.2 Which law is the above scenario testing?

a) Children’s Act

b) Child Care Act

c) Health Professions Amendment Act

d) National Health Act

a b c d

Question 3

You have provided a general anaesthetic to a 49-year-old
male patient who presented to theatre for an emergency frac-
ture reduction. After inserting a second intravenous line
intraoperatively, you accidentally prick yourself with the con-
taminated needle. You check his file and his HIV status is not
documented. He is wasted and has oral thrush. When he
awakens from anaesthesia and is fully alert, he tells you he
does not know his HIV status. You fully explain the situation
to him and counsel him well. He refuses to provide his
consent to an HIV test despite this.

3.1 Which of the following is correct?

a) You may draw a blood sample on the pretence of testing
for another parameter and run the HIV test at the lab
without the patient’s knowledge or consent

b) You may test the patient without his informed consent if
an existing blood sample is available.

c) You ask for the patient to be restrained and proceed to
draw the blood for the HIV test

d) You assume the patient to be HIV-positive and start
taking post-exposure prophylaxis

a b c d

The same patient in the above scenario is transferred intu-
bated and ventilated to ICU postoperatively.

3.2 Howwould you attempt to get consent for the HIV test in this
situation?

a) You take the blood sample anyway as he is intubated and
he won’t know about it when he wakes up in ICU

b) You attempt to get proxy consent by a person legally able
to give consent

c) You attempt to get consent from the head of the ortho-
paedic unit the patient belongs to

d) You attempt to get consent from the CEO of the hospital

a b c d

Question 4

A depressed and suicidal 57-year-old female is admitted by
the psychiatry department. The registrar calls you to book
the patient for an electroconvulsive therapy session the fol-
lowing day. She says that the patient is refusing to give
consent. She says in this circumstance consent is not required
as she is not of sound mind to understand the benefits of the
procedure.

4.1 Which of the following is correct?

a) You agree to proceed without the patient’s informed
consent

b) Consent should be obtained from a proxy, the court or a
mental review board

c) Consent should be obtained from the head of the psy-
chiatry unit

d) Consent should be obtained from the CEO of the hospital

a b c d

4.2 Which law is this in accordance with?

a) Health Professions Amendment Act

b) Mental Health Care Act

c) National Health Act

d) Primary Health Care Act

a b c d

Question 5

An 80-year-old woman who was previously well slipped at her
old age home and fractured her neck of femur. Upon examin-
ation she is noted to be confused. She cannot give consent to
an ORIF of her femur as she is delirious. When the orthopaedic
surgeon books the case with you, he notes that he is unsure of
who he should contact first to get consent.

5.1 He should attempt to contact these people, in the following
order:

a) A proxy mandated in writing, a person authorised by law
or a court order, the spouse/partner, the parent, the
grandparent, the adult child, the brother/sister

b) A person authorised by law or a court order, the spouse/
partner, the parent, the adult child, the grandparent, the
brother/sister, a proxy mandated in writing

c) The adult child, the spouse/partner, the brother/sister/the
parent, the grandparent, a proxy mandated in writing, a
person authorised by law or a court order
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d) The spouse/partner, the adult child, the brother/sister, the
parent, the grandparent, a person authorised by law or a
court order, a proxy mandated in writing

a b c d

5.2 Which Act is being tested in the above scenario?

a) Health Professions Amendment Act

b) Mental Health Care Act

c) National Health Act

d) Primary Health Care Act

a b c d

The 50-year-old daughter of this patient is contacted and she
refuses to give consent for surgery, despite being counselled
about the risks and benefit of such, saying that she prefers her
mum to be in bed in skin traction and doesn’t want her to
undergo any form of surgery. It is noted after a multidisciplin-
ary team meeting that her surgery can be delayed.

5.3 Which of the following options is most appropriate?

a) He may seek legal advice and apply for a court order

b) He may go ahead despite the daughter’s refusal on the
basis that she doesn’t have sufficient medical knowledge
to make the correct decision

c) He may apply for consent from the CEO

d) The patient should be approached for consent once the
delirium has resolved.

a b c d

Question 6

A 9-year-old child presents to theatre with a fractured tibia/
fibula after being run over by a taxi while playing in the
street. The child requires a blood transfusion. The child’s
parents inform you that they are Jehovah’s Witnesses. You
counsel them extensively but they are adamant that they
will not allow their child to be transfused or consider alterna-
tive therapy.

6.1 What is your recourse?

a) Ask the child if he is willing to have a blood transfusion
and proceed with the transfusion if he agrees

b) Accept the parents’ choice and proceed as best as poss-
ible without transfusing the child

c) You may act in the child’s best interests which is to ignore
the parents’ wishes and proceed with the blood transfu-
sion as this is an emergency

d) Obtain a court order to allow a transfusion as long as it is
in the best interest of the child

a b c d

Another 9-year-old Jehovah’s Witness is booked for elective
for surgery which potentially will require a blood transfusion.
The blood transfusion is not an emergency and the parents
refuse the transfusion or alternatives.

6.2 What is your plan of action?

a) Ask the child if he is willing to have a blood transfusion and
proceed with the transfusion intraoperatively as needed

b) Accept the parents’ choice and proceed as best as poss-
ible without transfusing the child intraoperatively

c) You may act in the child’s best interests which is to ignore
the parents’ wishes and proceed with the blood transfu-
sion during the operation as the need arises

d) Obtain a court order to allow for a transfusion as long as it
is in the best interest of the child

a b c d

6.3 Which law is the above scenario testing?

a) Children’s Act

b) Child Care Act

c) Health Professions Amendment Act

d) National Health Act

a b c d

Question 7:

A 12-year-old girl brings her 4-week-old infant to paediatric
OPD with symptoms of projectile vomiting. Pyloric stenosis
is confirmed. The paediatric surgeon wonders if it is accepta-
ble to get consent from the mother as she is just 12 years old,
although she seems mature enough to understand the
required surgical treatment.

7.1 Which of the following is correct?

a) She may consent to the medical and surgical treatment of
her infant, but she should be assisted by someone who
has parental responsibility over her

b) She may not consent to the medical and surgical treat-
ment of her infant, and her mother, i.e. the infant’s grand-
mother, must provide consent

c) She may not consent to the treatment of her infant and a
court order must be obtained for consent

d) She may not consent to the treatment of her infant and
the head of the paediatric unit or the CEO of the hospital
must provide consent

a b c d

7.2 Which law is the above scenario testing?

a) Children’s Act

b) Child Care Act

c) Health Professions Amendment Act

d) National Health Act

a b c d

Question 8

A 12-year-old child presents to hospital with her parents com-
plaining of right iliac fossa pain and vomiting for the last 2
days. She is diagnosed with acute appendicitis requiring an
appendectomy.
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8.1 Which of the following is correct?

a) The child may consent to the operation if she is of suffi-
cient maturity to do so. The parents’ consent should
also be obtained

b) The child’s parents must give consent to the surgery and
the child may provide assent

c) Only the child’s parents are required to provide consent

d) The child may consent to the operation if she is of suffi-
cient maturity to do so. The parents’ assent should also
be obtained

a b c d

8.2 Which law is the above scenario testing?

a) Children’s Act

b) Child Care Act

c) Health Professions Amendment Act

d) National Health Act

a b c d

Question 9

An 18-year-old female presents to your Obstetric Theatre for
an elective Caesarean section for twin pregnancy. She has
requested a sterilisation to be performed at the same time
as her Caesarean section. She says she is married and she
and her husband do not want more children, neither do
they wish to make use of other contraceptive methods. The
obstetrician has told her she is too young and she may not
have a sterilisation.

9.1 What is the patient’s recourse?

a) She may consent to the sterilisation

b) She may not consent to the sterilisation due to her age

c) She may consent to the sterilisation provided her partner
gives his consent as well

d) She may consent to the sterilisation provided her partner
gives assent

a b c d

9.2 Which Act is being tested in the scenario above?

a) Health Professions Amendment Act

b) National Health Act

c) Primary Health Care Act

d) Sterilisation Act and Amendment Act

a b c d

An 18-year-old female with severe mental retardation and cer-
ebral palsy is booked for a sterilisation as no other appropriate
contraception can be provided. The patient will not be able to
fulfil parental responsibility, nor will she develop further to
make an informed decision about contraception or sterilisation.

9.3 What provisos are there for consent to be valid in terms of
law?

a) The parent/guardian/spouse/curator of the patient
may provide consent to the procedure after appli-
cation to the head of the hospital who will convene
a panel of three healthcare professionals to consider
the case

b) The parent/guardian/spouse/curator of the patient may
provide consent to the procedure without application
to the head of the hospital or the convening of a panel
to consider the case

c) Application should be made to the head of the hospital
who may provide consent to the procedure after conven-
ing a panel of three healthcare professionals to consider
the case

d) The treating doctor can provide consent on behalf of
the patient as the procedure is in the patient’s best
interest

a b c d

Question 10

An 11-year-old girl with Down’s Syndrome (Trisomy 21) is
booked on your ENT list for today for tonsillectomy and ade-
noidectomy. She attends a learning centre every day is and
seems to be of reasonable intelligence to understand the
procedure.

The girl’s parents are contacted. Her biological father refuses
to give consent for the tonsillectomy and adenoidectomy
after he is informed of the risks. He was never married to
nor lived with the girl’s mother. He also does not contribute
to the child’s upkeep. The child is fully informed of the pro-
cedure. The biological mother, however, gives her consent
for the procedure.

10.1 Who can provide consent for the procedure?

a) The biological mother can give consent alone as she has
full parental responsibility

b) The biological mother and father must both consent to
the procedure for it to go ahead

c) The father’s refusal negates the mother’s consent

d) Another proxy or a court order should be sought due to
the parental conflict

a b c d

10.2 Which Act is being tested in the above scenario?

a) Children’s Act

b) Child Care Act

c) Mental Health Care Act

d) National Health Act

a b c d
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8.1 Which of the following is correct?

a) The child may consent to the operation if she is of suffi-
cient maturity to do so. The parents’ consent should
also be obtained

b) The child’s parents must give consent to the surgery and
the child may provide assent

c) Only the child’s parents are required to provide consent

d) The child may consent to the operation if she is of suffi-
cient maturity to do so. The parents’ assent should also
be obtained

a b c d

8.2 Which law is the above scenario testing?

a) Children’s Act

b) Child Care Act

c) Health Professions Amendment Act

d) National Health Act

a b c d

Question 9

An 18-year-old female presents to your Obstetric Theatre for
an elective Caesarean section for twin pregnancy. She has
requested a sterilisation to be performed at the same time
as her Caesarean section. She says she is married and she
and her husband do not want more children, neither do
they wish to make use of other contraceptive methods. The
obstetrician has told her she is too young and she may not
have a sterilisation.

9.1 What is the patient’s recourse?

a) She may consent to the sterilisation

b) She may not consent to the sterilisation due to her age

c) She may consent to the sterilisation provided her partner
gives his consent as well

d) She may consent to the sterilisation provided her partner
gives assent

a b c d

9.2 Which Act is being tested in the scenario above?

a) Health Professions Amendment Act

b) National Health Act

c) Primary Health Care Act

d) Sterilisation Act and Amendment Act

a b c d

An 18-year-old female with severe mental retardation and cer-
ebral palsy is booked for a sterilisation as no other appropriate
contraception can be provided. The patient will not be able to
fulfil parental responsibility, nor will she develop further to
make an informed decision about contraception or sterilisation.

9.3 What provisos are there for consent to be valid in terms of
law?

a) The parent/guardian/spouse/curator of the patient
may provide consent to the procedure after appli-
cation to the head of the hospital who will convene
a panel of three healthcare professionals to consider
the case

b) The parent/guardian/spouse/curator of the patient may
provide consent to the procedure without application
to the head of the hospital or the convening of a panel
to consider the case

c) Application should be made to the head of the hospital
who may provide consent to the procedure after conven-
ing a panel of three healthcare professionals to consider
the case

d) The treating doctor can provide consent on behalf of
the patient as the procedure is in the patient’s best
interest

a b c d

Question 10

An 11-year-old girl with Down’s Syndrome (Trisomy 21) is
booked on your ENT list for today for tonsillectomy and ade-
noidectomy. She attends a learning centre every day is and
seems to be of reasonable intelligence to understand the
procedure.

The girl’s parents are contacted. Her biological father refuses
to give consent for the tonsillectomy and adenoidectomy
after he is informed of the risks. He was never married to
nor lived with the girl’s mother. He also does not contribute
to the child’s upkeep. The child is fully informed of the pro-
cedure. The biological mother, however, gives her consent
for the procedure.

10.1 Who can provide consent for the procedure?

a) The biological mother can give consent alone as she has
full parental responsibility

b) The biological mother and father must both consent to
the procedure for it to go ahead

c) The father’s refusal negates the mother’s consent

d) Another proxy or a court order should be sought due to
the parental conflict

a b c d

10.2 Which Act is being tested in the above scenario?

a) Children’s Act

b) Child Care Act

c) Mental Health Care Act

d) National Health Act

a b c d
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SECTION 3: Memorandum

QUESTION CORRECT ANSWER

1.1 c

1.2 c

2.1 a

2.2 a

3.1 d

3.2 b

4.1 b

4.2 b

5.1 a

5.2 c

5.3 d

(Continued )

Continued.

QUESTION CORRECT ANSWER

6.1 c

6.2 d

6.3 a

7.1 a

7.2 a

8.1 d

8.2 a

9.1 a

9.2 d

9.3 a

10.1 a

10.2 a
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