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Informed consent: optimism versus reality
M. A. Mohamed Tahir,1 C. Mason2 and V. Hind3

Objective  To determine whether parents of children attending the
outpatient general anaesthesia (OPGA) session at the Eastman Dental
Hospital, London fully understand the proposed treatment. 
Design  Observational study supported by structured questionnaires
and interviews.
Setting Casualty service in the Department of Paediatric Dentistry and
the Victor Goldman Unit (a day-stay general anaesthetic unit) of the
Eastman Dental Hospital.
Main outcome measures  The parents’ understanding of the consent
was assessed based on their knowledge of the actual treatment
procedure, the type of anaesthesia to be used and the number and type
of teeth that would be extracted.
Results  Fifty-two of the 70 subjects (74%) approached completed both
parts of the survey (interviews one and two). Results showed that 40%
of the written consent obtained from the parents were not valid. The
subjects’ knowledge of the proposed treatment improved on the day of
the actual treatment although 19% of them still did not fully
understand the procedure. There was a statistically significant increase
in the proportion of valid consent on the day of the actual treatment.
Many of the subjects had no knowledge of the type of anaesthesia that
would be used for their children but were more aware of the number
and type of teeth that were going to be extracted. The time interval
between the consent process and the actual treatment did not have any
significant effect on the subjects’ understanding of the consent, but it
implied that with time the subjects’ knowledge improved. 
Conclusion  A proportion of subjects did not fully understand the
proposed treatment procedure even after being adequately informed.
Appropriate measures should be taken to ensure that the patients or
their guardians truly understand the proposed treatment.

It is common knowledge among dentists that no patient should
receive dental treatment against his or her own will. The den-
tist’s obligation to obtain the patient’s consent to treatment is
based on ethical principles, legal requirements and professional
policies.1,2 Any treatment, investigation or examination per-
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formed without consent may result in legal action for damages
and even criminal proceedings. The dentist may also be found
guilty of serious professional misconduct by the healthcare pro-
fessional’s registration body.3–5 The increasing awareness
amongst the population of their rights to autonomy have result-
ed in more formal complaints regarding dentists for treatment
without consent.6

The consent process, although time consuming, provides an
opportunity for the dentist to create a good patient-clinician rela-
tionship by communicating with the patient the details of the
treatment and gearing the information to the specific needs and
understanding of the patient. It also allows for the input of opinion
and concern from the patient. This will build the patient’s trust and
confidence in the dentist if they feel fully informed and in control
of their decisions about their treatment. 

The General Dental Council has recently amended its defini-
tion of informed consent. Informed consent requires the dentist
to explain to the patient the treatment proposed, the risks
involved and alternative treatment. If a general anaesthetic or
sedation is to be given, all procedures must be explained to the
patient by the anaesthetist/sedationist. In this situation written
consent must be obtained.7

There are two types of consent that may be given by the patient.
Implied consent is assumed by reasonable inference from the
patient’s action even though there was no explicit consent given. It
is when a patient seeks and approves proposed ‘normal’ dental
treatment.8 Most treatment between a dentist and patient involves
implied consent when for example, the patient opens the mouth
for examination and allows a procedure to be done.9 However
implied consent may not provide sufficient protection for the den-
tist against legal action.

Expressed consent is obtained from a patient for a specific pro-
cedure and should be obtained for any procedures that are not rou-
tine and that carry a material risk.9 Oral consent is one form of
expressed consent and is normally adequate for routine treatment
such as fillings and prophylaxis.10 It is valid and should be wit-
nessed and properly documented in the patient’s record. Written
consent is the other form of expressed consent which is usually
obtained for the more extensive treatment and essential where a
general anaesthetic, relative analgesia or sedation is given.7,10

Though it is not absolutely necessary to defend a legal action by
having written consent, it may provide proof that consent has
been obtained.9 However, having written consent does not mean
that the goals of informed consent have been met if insufficient

● A high proportion of patients will not fully understand the consent to treatment even
when adequate information has been provided.

● Sufficient time should be given for patients to consider the disclosed information to
allow them to understand the treatment procedure better.

● Consent should be repeated before carrying out the actual treatment especially if some
time has elapsed since signing the consent form and the actual time of treatment.
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information was disclosed or when the patient consented without
fully understanding the procedure.11–12

In the United Kingdom, the legal age of consent for children for
surgical, medical or dental procedure is 16 years or over.13 Chil-
dren below this age would require the parent’s proxy consent for
treatment. Therefore the parents need to be properly informed of
the procedure prior to consenting to the treatment.

The aim of this study was to determine whether parents of
children attending the outpatient general anaesthesia (OPGA)
session at the Eastman Dental Hospital, London fully under-
stood the proposed treatment procedure and whether the written
consent was valid.

SUBJECTS AND METHODS
This study involved a two-part survey of parents of children
requiring multiple extractions under outpatient general anaesthe-
sia (OPGA) at the Eastman Dental Hospital, London. The children
were all under 16 years of age. They attended as self-referral or
were referred from other sources, such as from general dental prac-
titioners or the Community Dental Service. 

These children were initially examined by the senior house offi-
cer (SHO) on casualty duty, where any necessary radiographs and
investigations were carried out and the treatment plan formulated.
The SHO then obtained the consent from the parents for the treat-
ment to be provided under OPGA. The patients would then make

another appointment for the extractions to be carried out in the
Victor Goldman Unit, a day-stay general anaesthetic unit.

The casualty officers were given instructions by the author, to
inform the parents verbally, in a standardised structured manner,
the nature of the proposed treatment when obtaining the consent.
They had to explain:

1. The type of anaesthesia that would be used during the extrac-
tions

2. The number of teeth that would be extracted
3. The type of teeth that would be extracted, whether they were

primary or permanent teeth

They were also observed, whilst taking the consent, by one of
the authors (MAMT) with a checklist to ensure that all necessary
information had been passed to the parents. The parents were then
asked to sign the consent form with all the above information
recorded.

After consenting to their child’s treatment, the parents were
asked to participate in a short interview and to complete a ques-
tionnaire (interview one). The subjects were also informed of the
second part of the survey that would be carried out on the day of
the treatment. The escorts of the children, who may or may not
be the parent who had signed the consent form, were
approached to complete a similar interview and questionnaire
on the day of the operation (interview two). In all but two cases,

Fig. 1 Questionnaire used at interviews 1 and 2

EASTMAN DENTAL INSTITUTE AND HOSPITAL
AUDIT OF WRITTEN CONSENT

Investigators: A. Tahir, C. Mason and V. Hind
Department of Paediatric Dentistry

1. Do you understand English? Yes/no
If no, is there an interpreter with you? Yes/no

2. Did you sign the consent for your child’s treatment? Yes/no
If no, who did? _____________________________

3. Was an interpreter used when the consent was signed? Yes/no

Please answer the following questions
by circling and filling in the appropriate responses
4. Do you know what treatment your child will be having? Yes/no
5. What type of anaesthesia will your child be having? 

a. General anaesthesia (put to sleep) 
b. Dental gas 
c. Local anaesthesia 
d. Other 
e. Don’t know

6. Will your child be
a. Awake 
b. Asleep 
c. Other 
d. Don’t know

7. Is your child having teeth extracted? Yes/no
8. How many teeth will be extracted? ____________
9. Are these baby teeth or permanent teeth?

a. Only baby
b. Only permanent
c. Both ________If both, how many are baby?________ permanent?__________
d. Don’t know

10. Will your child be having any fillings at the same time? Yes/no
11. Could the treatment have been explained better? Yes/no

If yes, how?
____________________________________________________________________________
____________________________________________________________________________
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extracted at interview one. Knowledge of the treatment procedure
was assessed by asking the parents if they knew whether their
children were having dental extractions and/or dental fillings. At
interview one, one subject did not know that the child was going
to have dental extractions and six subjects thought that their chil-
dren would have teeth restored at the same time. At interview
two, one subject thought that the child would have restorations
placed (Table 2). 

The consent for treatment was considered not valid when there
was at least one incorrect response in the questionnaire. At inter-
view one, 40% (21) of the subjects gave consent for treatment that
was not valid. This had decreased to 19% (10) at interview two
(Table 3). The increase in the proportion of valid consent at inter-
view two from interview one was statistically significant when the
McNemar test was used (P = .001).

The overall validity of the consent was analysed according to
the subjects’ understanding of the English language. At interview
one, 37% (17 of the 46) of the subjects who understood English did
not give valid consent for the treatment of their children. This had
decreased to 15% (7) at interview two. 

Six (12%) subjects did not understand the English language. At
interview one, four of the six subjects (67%) did not fully under-
stand the consent that they had given for the treatment of their
children, with one subject completing the questionnaire without
using an interpreter. At interview two, three (50%) subjects did not
give valid consent and two subjects completed the questionnaire
without using an interpreter. The one subject who completed both
interviews one and two without an interpreter did not give valid
consent. Another subject who did not use an interpreter at inter-
view two managed to answer the questionnaire correctly.

At interviews one and two, a higher percentage of subjects who
did not understand English gave consent that was not valid. When
Fisher’s exact test was used the difference was not statistically sig-
nificant when compared with subjects who understood English, on
both occasions (P = 0.21 and P = 0.08 respectively). 

At interview one, all the subjects who participated in the survey
were the parents who signed the consent form. At interview two,
two of the subjects were the escorts of their children on the day of
treatment and had not signed the consent. They fully understood
the proposed treatment procedure when assessed.

The mean time interval between the signing of the consent
form and the day of treatment for a valid consent at interview two
was 11.93 days (SD = 9.67) and that for consent that was not valid

the subjects at interview two were the parents that had original-
ly signed the consent form.

All the interviews were performed by the same author (MAMT).
interview one was conducted in the Department of Paediatric Den-
tistry, during any of the casualty sessions that the author was able
to attend. Interview two was conducted in the Victor Goldman
Unit (VGU) where the OPGA sessions were held. The subjects were
approached as soon as they arrived at the VGU, before their chil-
dren were seen by the anaesthetic nurse who would then explain
the entire procedure and begin the preparation for general anaes-
thesia. Each interview and completion of the questionnaire took
between 1 to 5 minutes, the variation depending on the under-
standing of the question and fullness of the replies by the parents. 

This study was conducted over a period of 6 months, from Feb-
ruary to July 1998, after receiving the approval of the Ethics Com-
mittee of the Eastman Dental Hospital. 

The particulars of the child and parents were recorded only dur-
ing the first interview.  The first three questions were conducted as
a short interview for both parts of the survey. The remaining eight
questions were left entirely for the parents to complete with mini-
mum explanation and prompting where it appeared that the ques-
tion was not fully understood (Fig.1). 

Data collected were entered into a computer using the Microsoft
Excel spreadsheet. Responses from the questionnaires were
analysed using the SPSS (Statistical Package for Social Sciences)
software for frequency distribution.

RESULTS
Seventy subjects were approached for this study. Of these, 52
(74%) completed both parts of the survey (interviews one and two),
15 (22%) completed only one part of the survey (interview one)
and 3 (4%) refused to participate in the study.

The results of this study were based on the responses of the 52
subjects who completed both parts of the survey. All the subjects
claimed that they knew the treatment their children were going to
have in response to the fourth question of the questionnaire.

At interview one, 69% (36) of the subjects knew the correct type
of anaesthesia that their children would have ie general anaesthe-
sia. The remaining 31% (16) of the subjects gave the wrong
response by answering ‘local anaesthesia’, ‘dental gas’ or ‘don’t
know’ in the questionnaire. At interview two, 85% (44) of the sub-
jects gave a correct response, whilst 15% (8) of the subjects still
answered incorrectly to the question (Table 1). 

The parents were also asked if their children were going to be
asleep during the treatment. At interview one, 87% (45) of the sub-
jects knew that their children were going to be asleep during the
treatment while 13% (7) of the subjects either did not know or
thought that their children would be awake. At interview two, all
the subjects gave the correct response.

Most of the subjects (94%, 49) knew the correct number of teeth
to be extracted at both interviews. One subject consistently did not
know the correct number of teeth to be extracted on both occa-
sions, two subjects did not know only at interview one and another
two at interview two. 

The subjects’ had good knowledge of the type of teeth to be
extracted. Only one subject did not know the type of teeth to be

Table 1 Parents’ knowledge regarding the type of anaesthesia

INTERVIEW 1 INTERVIEW 2
COUNT (%) COUNT (%)

General Anaesthesia 36 (69) 44 (85)

Dental Gas 2 (4) 1 (2)

Local Anaesthesia 3 (6) 0

Don’t know 11 (21) 7 (13)

Table 2 Parents’ knowledge of their children having dental extractions and
dental fillings

INTERVIEW 1 INTERVIEW 2
COUNT (%) COUNT (%)

Having extractions 51 (98) 52 (100)
(Correct response)

No extractions 1 (2) 0
(Incorrect response)

Having fillings 6 (11) 1 (2)
(Incorrect response)

No fillings 46 (89) 51 (98)
(Correct response)

Table 3 Overall validity of the consent

INTERVIEW 1 INTERVIEW 2
COUNT (%) COUNT (%)

Valid 31 (60) 42 (81)

Not valid 21 (40) 10 (19)



RESEARCH

224 BRITISH DENTAL JOURNAL  VOLUME 193 NO. 4 AUGUST 24 2002

was 16.67 days (SD = 13.50). There were no significant effects of
the time interval on the subjects’ understanding of the consent
when the mean time intervals were analysed using the independ-
ent samples t-test.

DISCUSSION
This study showed that the subjects were more likely to understand
the nature of the dental treatment than the type of anaesthesia to
be used. They were more aware of the number and the type of teeth
to be extracted because they probably believed that the dental
extractions would cause a fairly significant ‘degree of injury’ to
their children. They did not appear too concerned about the type of
anaesthesia because they did not perceive it as a potential hazard
to their children, which in reality could have much more risks
attached.14

This study also found a statistically significant increase in the
proportion of valid consent on the day of the actual treatment.
There could be two possible reasons for the improvement in the
subjects’ understanding of the consent. 

When recruiting the subjects for this study, they were informed
of the second part of the survey to ensure their continued partici-
pation. This might have prepared them for the next interview and
led to better retention of the information that was disclosed during
the consent. 

Another reason could be due to the reinforcement of the
informed consent by the VGU staff carrying out the pre-anaesthet-
ic assessment. Immediately after signing the consent and complet-
ing the first part of the survey, the subjects and their children were
sent to the pre-anaesthetic clinic where a member of the VGU staff,
either an anaesthetist or a nurse would examine the children and
informed the parents of the whole treatment procedure again,
especially regarding the general anaesthesia. Since the results
showed that most of the initial errors in the responses in the ques-
tionnaire were regarding the type of anaesthesia, there was marked
improvement of the parents’ knowledge at interview two. This
simple act of reinforcing the consent might have led the parents to
be better informed of the treatment.

This study found no significant difference in the mean time
interval of subjects who gave valid consent and those who did not
at interview two. Since the overall validity of consent actually
increased at interview two, it appeared that with time and having
considered the matter further, the subjects’ knowledge of the con-
sent improved. The time interval between the consent process and
the actual treatment is fairly important. On the one hand, suffi-
cient time should be given for the patients, or their guardians to
consider the disclosed information,9 but too long an interval might
cause them to be unable to recall the information15 making the
consent invalid.

The most outstanding finding of this study was the fact that 40%
of the consent obtained for treatment was not valid immediately
after the consent form was signed. The parents simply did not fully
understand the consent even after adequately being informed of the
actual treatment and the type of anaesthesia for their children. The
situation improved on the actual day of treatment although 19% of
the subjects still did not fully understand the consent on that day.

The signing of the consent form is of secondary importance
although it may provide evidence that informed consent has been
obtained. The clinician may still be liable to a charge of negligence
if it can be proven that the patients or their guardians have not
been adequately informed of the treatment procedure. Further-
more, as clinicians it is our moral responsibility to ensure that the
patients or their guardians realise the exact treatment procedure
that will be carried out before we commence treatment. 

There are several methods to improve informed consent that
will hopefully ensure that all consent to treatment is valid. One
suggestion is the use of written information sheets that will allow

the patients to digest the information on the treatment procedure
at their own pace and check on certain information that they have
forgotten at any time. There should still be a verbal discussion of
the consent with the clinician, which will also provide the oppor-
tunity for the patients to clarify any doubts that have not been
addressed in the information sheets. 

Informed consent videotapes and Digital Versatile Disks
(DVD) should also be considered as an effective method in giv-
ing standardized information for routine procedures such as
dental extractions and type of anaesthesia. The use of such
audio-visual aids may complement verbal informed consent
that can be of variable quality.

Only after the patients have had sufficient time to understand
all the information should they be asked if they are prepared to
sign the consent form. This will likely be at the second visit. It
seems unfair to ask patients to sign an informed consent form at
the first visit when they have not had time to digest the informa-
tion disclosed nor read information sheets or obtain other infor-
mation about the treatment. Consent should also be repeated
before carrying out the actual treatment procedure, especially if
some time has elapsed between the signing of the consent form
and the actual time of treatment. 

It is also necessary to have reliable interpreters when communi-
cating with patients or their guardians who do not understand the
English language. The ideal interpreter is another clinician who
can explain the exact treatment procedure in the patient’s lan-
guage. A member of auxiliary staff may be equally useful. It is
important for the clinician to be aware of the interpreter’s ability to
communicate the exact information disclosed to the patients or
their guardians. Therefore, it is recommended that professional
interpreters employed by the health authorities be used to commu-
nicate with non-English speakers rather than friends or relatives of
the patients. This will ensure the quality of interpretation and
information given to the patients and that if there is any disagree-
ment on the information disclosed, it is more likely to be able to
rely on the account of the impartial interpreter. 

CONCLUSION
The importance of consent to treatment cannot be over-empha-
sised. Even when seemingly adequate information on treatment
was provided, a high proportion of the subjects did not fully
understand the proposed treatment procedure. Appropriate meas-
ures must be taken to ensure that the patients or their guardians
are truly informed of the treatment procedure. 
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