
CLINICAL RESEARCH ARTICLE

Facilitators and barriers for parental consent to pediatric
emergency research
Reagan L. Miller 1,2, R. Dawn Comstock3, Lauren Pierpoint3,4, Jan Leonard2, Lalit Bajaj2 and Rakesh D. Mistry2

BACKGROUND: Obtaining informed consent for clinical research in the pediatric emergency department (ED) is challenging. Our
objective was to understand the factors that influence parental consent for ED studies.
METHODS: This was a cross-sectional survey assessing parents’ willingness to enroll their children into an ED research study.
Parents reporting a willingness to enroll in ED studies were presented with two hypothetical scenarios, a low-risk and a high-risk
study, and then asked about decision influencers affecting consent. Parents expressing a lack of willingness to enroll were asked
which decision influencers impacted their consent decision.
RESULTS: Among 118 parents, 90 (76%) stated they would be willing to enroll their child into an ED study; of these, 86 (96%) would
consent for a low-risk study and 54 (60%) would consent for a high-risk study. Caucasian parents, and those with previous research
exposure, were more likely to report willingness to participate. Those who would consent to the high-risk study cited “benefits that
research would provide to future children” most strongly influenced their decision to agree.
CONCLUSIONS: ED investigators should highlight the benefits for future children and inquire about parents’ previous exposure to
research to enhance ED research enrollment. Barriers to consent in non-Caucasian families should be further investigated.
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IMPACT:

● Obtaining consent for pediatric emergency research is challenging and this study identified factors influencing parental
consent for research in EDs.

● Benefits for future children and parents’ previous research experience were two of the most influential factors in parents’
willingness to consent to ED research studies.

● These findings will help to improve enrollment in ED research studies and better our understanding of how to promote the
health and well-being of pediatric patients.

INTRODUCTION
Obtaining informed consent for children in the emergency
department (ED) research is challenging. Little is known about
the factors that influence parents’ willingness to consent to their
child’s participation in emergency research.1 Most existing
literature on parental consent has been conducted within
inpatient clinical trials and few assessments have focused on
emergency settings. In addition, enrollment rates for children in
clinical research studies, particularly in the ED, still lags behind
that of adults.2 Although these lower enrollment rates may be due
to many different factors, it highlights the potential opportunity
for improvements in the consent process. Advances in clinical care
are often driven by empirical research; therefore, understanding
the factors that influence parental consent within pediatric EDs
may help to promote the health and well-being of pediatric
patients.
Parental beliefs about clinical research and motives for

participation are well documented.3–10 Prior research suggests
that parents believe that clinical research is necessary3 and that

participation is often driven by the benefits provided to their child
and to science.4–6,9 Additionally, parents who agree to participate
in inpatient clinical research report being satisfied with the study
explanations provided during the consent process7,8 and with the
time that they received to review the treatment options.8–10

Notably, participation in clinical research by race and ethnicity
suggests that Caucasian parents are more likely to consent for
their child to participate in clinical research compared to Black and
Hispanic parents.11 This body of literature highlights that many
parents, especially those who identified as Caucasian, are willing
to participate in inpatient clinical research and are often satisfied
with the consent process; however, explorations regarding
consent in pediatric emergency departments are limited.
Consent in pediatric EDs is often time-sensitive and highly

unpredictable.12 Parents are likely to experience high levels of
emotional stress and confusion,13,14 which can result in a lack of
willingness to participate in emergency research. This stressful and
unpredictable environment in the ED is in contrast to office and
inpatient settings, where research visits are often scheduled. In
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addition, parents often have the time to thoroughly review
consent forms, as well as the opportunity to take consent forms
home to review.9 Therefore, the prior findings of parental consent
and pediatric research may not be applicable for ED-based
research. The emerging literature on deferred parental consent
within emergency contexts, which takes place post treatment, has
begun to explore these potential differences.15,16 This research
suggests that parents prefer to have an explanation of the
research that is tailored to their concerns when they are asked to
provide emergency deferred consent.15 Guidelines for deferred
consent, which were developed from interviews and surveys also
suggest that it is important to clearly discuss why the research is
being conducted and the benefits it may have for future
children.16 Research on ED consent that occurs before treatment
and perceptions about research from those who do not wish to
participate remains relatively unexplored.
Identification of barriers and facilitators to enrollment of

children in emergency medicine research is necessary. Strategies
to enhance approaches to consent and create best practices can
improve the number of subjects enrolled, and consequently
the quality of findings for pediatric emergency research. The
objective of this study was to understand the factors that
influence parental consent for pediatric emergency research that
occurs pretreatment, in order to inform future efforts for
enrollment in ED studies.

METHODS
Design and setting
This was a pilot study utilizing a cross-sectional survey design.
Electronic surveys were administered on REDCap to a convenience
sample of parents who brought their children into an urban,
tertiary-care pediatric ED from July 2017 to September 2017 and
January 2018 to March 2018. Enrollment periods were selected by
convenience, owing to the competition from other studies
concurrently being conducted in the ED. The study was granted
exempt status by the university’s Institutional Review Board (IRB).

Participants
Parents and guardians of children who presented to the ED
between the ages of 18 and 84 years and those who were English-
or Spanish-speaking were invited to participate. Parents who were
minors, <18 years of age, and older adults with special IRB
exemptions, >84 years of age, were excluded. ED research
assistants (RAs) approached parents for participation after
placement in an ED room between 7:00 a.m. and midnight daily
when available.

Study procedures and data collection
Parents and legal guardians who agreed to answer survey
questions were informed about the study purpose, and specifically
asked, “If presented with an opportunity to participate in a
relevant research study pertaining to your child, would you be
willing to participate?” Parents who reported that they would be
willing to potentially enroll their child into research were
subsequently presented with two hypothetical scenarios, a low-
risk head injury study and a high-risk interventional asthma study
(Appendix 1). Parents were only presented with study scenarios;
designation of “low risk” or “high risk” was not known to
respondents. The hypothetical low-risk study entailed a simple
retrospective chart review, while the high-risk study involved a
medical intervention trial with the placement of an intravenous
line for a study medication. Within each scenario, parents were
provided with a brief description of study participation details and
then asked if they would be willing to consent for their child to
participate in either hypothetical study. After reporting their
agreement or disagreement to consent to the hypothetical
scenarios, seven decision influencers for consent were assessed.

Decision influencers were selected based on existing literature
surrounding factors informing parental consent. Decision influen-
cers included benefits to others,4,5,16 benefits to your child,4,9

stress and anxiety,8,13 presence of a supporting individual,17,18 a
clear and concise study explanation,12,16 previous experience with
research,16,19 and consent in their native language.20,21 Questions
about obtaining consent in their native language were only asked
if the parents primarily spoke Spanish. Each decision influencer
was measured using a 5-point Likert scale (5—strongly agree; 1—
strongly disagree). Likert scale responses were dichotomized for
interpretability with those responding 4 or 5 on the scale were
combined into the “agreed” category and those responding 1, 2,
or 3 were combined into the “disagree” category. A flowchart of
study procedures is presented in Fig. 1.
Parents who initially stated that they would not consider

enrolling their child into a research study during their ED visit
were asked to answer additional questions to help the research
team improve interactions with patients and families. Individuals
who agreed to answer these additional questions were queried
about the top three decision influencers that would most
positively influence their decision to consent. Individuals who
did not agree to answer additional questions were not included in
order to respect ethical guidelines and to follow a recent ethical
movement to protect those that decline to participate in
research.22

Demographics were collected for all participants, as were two
general questions about their past experiences with medical
research and about their current levels of stress and anxiety in the
ED. Demographics included sex, income, race, ethnicity, educa-
tion, insurance, preferred language, parental age, and child age
(Table 1).

Data analysis
Data were summarized using standard descriptive statistics.
Comparisons and associations between willingness to consent,

118 surveyed parents

90 willing to participate
in research

28 not willing to
participate in research

90 presented with low-
and high-risk scenarios

90 asked about
demographics, previous

research experience, and
stress levels

28 asked about
demographics, previous

research experience, and
stress levels

27 asked about top 3
factors that would

affect consent decision*

Fig. 1 Study procedures flowchart. *One parent was not asked
about the top three factors that would affect their consent decision
because the correct button was not pushed on the mobile data
collection device during the survey; therefore, these questions did
not populate.
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parental factors, and decision influencers were made using χ2

analyses, Fisher’s exact test, and independent-samples t tests.
G*Power was used to calculate post hoc power analyses with at
least 80% power. Analyses revealed that the sample size was
sufficient to detect significant differences within this study.
Fisher’s exact test was used to explore decision influencers in
the low-risk study because some frequencies were <5.23 Odds
ratios and 95% confidence intervals were also calculated where
appropriate. All analyses were run in IBM SPSS Statistics version 24
(Chicago, IL) and SAS version 9.4 (Cary, NC).

RESULTS
In total, 118 parents were initially approached for study
participation. Ninety (76%) parents stated that they would be
willing to enroll their child into a relevant ED research study.
Among the 90 parents who reported willingness to enroll their
child into a potential research study, 86 (96%) stated that they
would consent to the low-risk study, and 54 (60%) stated they
would consent to the high-risk study.
Race and previous research experience had the strongest

association with a parent’s potential willingness to participate in

Table 1. Parental factors and child factors for participation in overall research.

Total (n= 118) Yes (n= 90) No (n= 28) Odds ratio 95% CI P value

Child factors

Age‡, y (SD) n= 108 n= 83 n= 25 0.74

5.4 (4.9) 5.5 (5.1) 5.1 (4.3)

Parent factors n (%)a n (%)a n (%)a

Sex+ n= 117 n= 89 n= 28 0.78

Female 96 (82.1) 72 (80.9) 24 (85.7) 1.00 –

Male 21 (17.9) 17 (19.1) 4 (14.3) 1.42 0.43–4.62

Income n= 100 n= 77 n= 23 0.12

$0–19,999 28 (28.0) 20 (26.0) 8 (34.8) 1.00 –

$20,000–39,999 32 (32.0) 22 (28.6) 10 (43.5) 0.88 0.29–2.67

$40,000 or more 40 (40.0) 35 (45.4) 5 (21.7) 2.80 0.81–9.73

Race+,b n= 118 n= 90 n= 28 0.02*

Caucasian 94 (79.7) 76 (84.4) 18 (64.3) 3.02 1.15–7.88

Non-Caucasian 24 (20.3) 14 (15.6) 10 (35.7) 1.00 –

Ethnicity n= 118 n= 90 n= 28 0.27

Non-Hispanic 61 (51.7) 44 (48.9) 17 (60.7) 1.00 –

Hispanic 57 (48.3) 46 (51.1) 11 (39.3) 1.62 0.68–3.83

Education n= 116 n= 89 n= 27 0.14

Less than a high school degree 24 (20.7) 16 (18.0) 8 (29.6) 1.00 –

High school graduate 30 (25.9) 21 (23.6) 9 (33.3) 1.17 0.37-3.70

Some college or more 62 (53.5) 52 (58.4) 10 (37.0) 2.60 0.88–7.70

Insurance n= 116 n= 89 n= 27 0.23

Public 84 (72.4) 62 (69.7) 22 (81.5) 1.00 –

Private 32 (27.6) 27 (30.3) 5 (18.5) 1.92 0.66–5.59

Employment n= 116 n= 89 n= 27 0.97

Employed 77 (66.4) 59 (66.3) 18 (66.7) 1.00 –

Not employed 39 (33.6) 30 (33.7) 9 (33.3) 1.02 0.41–2.53

Past research experience+ n= 117 n= 89 n= 28 0.01*

No previous research experience 88 (75.2) 62 (69.7) 26 (92.9) 1.00 –

Previously participated in research 29 (24.8) 27 (30.3) 2 (7.1) 5.66 1.25–25.56

Stress n= 114 n= 89 n= 25 0.77

Not stressed 84 (73.7) 65 (73.0) 19 (76.0) 1.00 –

Stressed 30 (26.3) 24 (27.0) 6 (24.0) 1.17 0.42–3.28

Language n= 116 n= 89 n= 27 0.44

English 88 (75.9) 66 (74.2) 22 (81.5) 1.00 –

Spanish 28 (24.1) 23 (25.8) 5 (18.5) 1.53 0.52–4.52

Age‡, y (SD) n= 115 n= 88 n= 27 0.32

33.2 (8.7) 33.6 (8.8) 31.7 (8.2)

Note: The totals of each factor that are represented in the table may not reflect total “n’s” because some parents opted out of answering certain questions.
*P value is significant at α= 0.05.
+Fishers exact test was used on the parent factor of sex, race, and past research experience.
‡Independent-samples t test was used on age.
aPercentage may not sum to 100% because of rounding error.
bRace was dichotomized to conduct analyses. Non-Caucasian comprised 13.6% of individuals who identified as Black, 4.2% as Asian, 1.7% as Native American,
and 0.8% as Pacific Islander.
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any form of pediatric emergency research (Table 1). Individuals
who identified as Caucasian, in comparison to individuals who
identified as non-Caucasians, were significantly more likely to
state that they would participate in research (odds ratio (OR)=
3.02, 95% confidence interval (CI): 1.15–7.88). Parents who had
previously participated in clinical research were also significantly
more likely to agree to consent for general research participation,
as compared to those with no previous research experience (OR=
5.66, 95% CI: 1.25–25.56). Other parent and child factors, including
child age, income, ethnicity, education, insurance, employment
status, past experience with research, self-reported stress, and
language, were not significantly associated with consent to

general research (Table 1). Differences in parent and child factors
influencing potential enrollment for the low-risk study were
not investigated, as 96% of participants stated that they would
consent to the low-risk study. For the high-risk study, no parent or
child factors were significantly associated with potential enroll-
ment (Table 2).
Several decision influencers were noted to impact consent into

the high-risk study (Table 3). “Benefits to others” was most
strongly associated with consent into the high-risk study (p <
0.001), followed by potential direct benefits of participation
to their child (p= 0.017), the presence of a supporting individual
(p= 0.037), and use of a clear and concise study explanation

Table 2. Parental factors and child factors for consent to high-risk study.

Total (n= 90) Yes (n= 54) No (n= 36) Odds ratio 95% CI P value

Child factors

Agea, y (SD) n= 83 n= 50 n= 33 0.34

5.5 (5.1) 5.9 (5.3) 4.8 (4.7)

Parent factors n (%)b n (%)b n (%)b

Sex n= 89 n= 53 n= 36 0.54

Female 72 (80.9) 44 (83.0) 28 (77.8) 1.00 –

Male 17 (19.1) 9 (17.0) 8 (22.2) 0.72 0.25–2.07

Income n= 77 n= 48 n= 29 0.48

$0–19,999 20 (26.0) 12 (25.0) 8 (27.6) 1.00 –

$20,000–39,999 22 (28.6) 16 (33.3) 6 (20.7) 1.78 0.49–6.50

$40,000 or more 35 (45.4) 20 (41.7) 15 (51.7) 0.89 0.29–2.72

Racec n= 90 n= 54 n= 36 0.41

Caucasian 76 (84.4) 47 (87.0) 29 (80.6) 1.62 0.52–5.10

Non-Caucasian 14 (15.6) 7 (13.0) 7 (19.4) 1.00 –

Ethnicity n= 90 n= 54 n= 36 0.86

Non-Hispanic 44 (48.9) 26 (48.1) 18 (50.0) 1.00 –

Hispanic 46 (51.1) 28 (51.9) 18 (50.0) 1.08 0.46–2.50

Education n= 89 n= 54 n= 35 0.97

Less than a high school degree 16 (18.0) 10 (18.5) 6 (17.1) 1.00 –

High school graduate 21 (23.6) 13 (24.1) 8 (22.9) 0.98 0.26–3.73

Some college or more 52 (58.4) 31 (57.4) 21 (60.0) 0.89 0.28–2.81

Insurance n= 89 n= 54 n= 35 0.77

Public 62 (69.7) 37 (68.5) 25 (71.4) 1.00 –

Private 27 (30.3) 17 (31.5) 10 (28.6) 1.15 0.45–2.92

Employment n= 89 n= 53 n= 36 0.69

Employed 59 (66.3) 36 (67.9) 23 (63.9) 1.00 –

Not employed 30 (33.7) 17 (32.1) 13 (36.1) 0.84 0.34–2.04

Past research experience n= 89 n= 54 n= 35 0.45

No previous research experience 62 (69.7) 36 (66.7) 26 (74.3) 1.00 –

Previously participated in research 27 (30.3) 18 (33.3) 9 (25.7) 1.44 0.56–3.72

Stress n= 89 n= 53 n= 36 0.19

Not stressed 65 (73.0) 36 (67.9) 29 (80.6) 1.00 –

Stressed 24 (27.0) 17 (32.1) 7 (19.4) 1.96 0.72–5.35

Language n= 89 n= 53 n= 36 0.73

English 66 (74.2) 40 (75.5) 26 (72.2) 1.00 –

Spanish 23 (25.8) 13 (24.5) 10 (27.8) 0.85 0.32–2.21

Agea, y (SD) n= 88 n= 53 n= 35 0.13

33.6 (8.8) 34.8 (8.4) 31.9 (9.3)

Note: The totals of each factor that are represented in the table may not reflect total “n’s” because some parents opted out of answering certain questions.
aIndependent-samples t test was used on age.
bPercentage may not sum to 100% because of rounding error.
cFisher’s exact test was used on the parent factor of race.
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(p= 0.037). Additionally, 56% of parents who reported willingness
to enroll in the high-risk study did not agree that the stress and
anxiety from the current ER visit would impact their willingness to
consent, as compared to parents who did not report willingness to
consent to the high-risk research (p= 0.006). When comparing the
relationship of decision influencers on potential participation in
the low-risk study, none of the decision influencers were found to
have a significant association. However, 75 of the 86 parents (87%)
who would consent to the low-risk study agreed that benefits to
others would most strongly influence their decision to consent.

DISCUSSION
This study contributes meaningful and novel information about
the determinants associated with parental consent for their
children to participate in pediatric emergency research. Race
and parent’s previous experience with research played an
influential role in the likelihood of consenting to an emergency
research study. When investigating decision influencers, we
determined that parental consent was positively impacted by
research that was of benefit to the future of pediatric health. With
respect to high-risk, interventional studies, the direct benefits
provided to their child, the presence of a supporting individual,
and clear and concise study explanations also positively influ-
enced the decision to consent. Interestingly, no specific barriers or
facilitators were associated with the decision to consent for low-

risk studies such as chart reviews. The results of our study can
assist future researchers in developing optimal strategies for
approaching parents in ED settings to consent for participation in
pediatric emergency research.
Similar to prior studies which found that participation in

pediatric research was primarily motivated by a sense of
altruism,1,16–18 parents in our study reported that they would be
more willing to consent to a high-risk study if they knew it would
help future children experiencing a similar problem. This factor
had a greater association than potential benefits of research
participation provided to their own child, which was the second
most impactful decision influencer. These findings suggest that
although parents do take their own child’s welfare into account,
they also heavily weigh the health and well-being of other
children who may potentially benefit from research when making
their consent decision. Importantly, high-risk studies with greater
potential to expose children to risks have lower rates of
participation,24 which was also reflected in our study. Although
risk and potential danger may always act as a deterrent, future
high-risk studies may benefit from our findings, as parents seem
to value the humanitarian benefits of high-risk ED research, and
may be more willing to participate if they are provided
information about the altruistic value of the research.
The use of clear and concise study explanations and the

presence of a supporting individual were among the key
influencers that motivated the decision to consent for the

Table 3. Decision influencers.

Decision influencers Consent to low-risk study‡ Consent to high-risk study

Yes, n (%)a No, n (%)a P value Yes, n (%)a No, n (%)a P value

Benefit to others n= 86 n= 4 0.098 n= 54 n= 36 <0.001**

Agree 75 (87.2) 2 (50.0) 47 (87.0) 15 (41.7)

Disagree 11 (12.8) 2 (50.0) 7 (13.0) 21 (58.3)

Benefit to your child n= 86 n= 4 0.470 n= 54 n= 35 0.017*

Agree 74 (86.1) 3 (75.0) 48 (88.9) 24 (68.6)

Disagree 12 (14.0) 1 (25.0) 6 (11.1) 11 (31.4)

Stress and anxiety n= 86 n= 4 1.000 n= 54 n= 36 0.006*

Agree 30 (34.9) 1 (25.0) 24 (44.4) 6 (16.7)

Disagree 56 (65.1) 3 (75.0) 30 (55.6) 30 (83.3)

Presence of a supporting individual n= 86 n= 4 0.126 n= 54 n= 36 0.037*

Agree 46 (53.5) 4 (100) 40 (74.1) 19 (52.8)

Disagree 40 (46.5) 0(0) 14 (25.9) 17 (47.2)

Clear and concise study explanation n= 70 n= 4 0.515 n= 53 n= 36 0.037*

Agree 59 (84.3) 3 (75.0) 43 (81.1) 22 (61.1)

Disagree 11 (15.7) 1 (25.0) 10 (18.9) 14 (38.9)

Previous experience with research+ n= 60 n= 3 0.613 n= 41 n= 26 0.056

Agree 29 (48.3) 2 (66.7) 24 (58.5) 9 (34.6)

Disagree 31 (51.7) 1 (33.3) 17 (41.5) 17 (65.4)

Consented in native language++,‡ n= 24 n= 0 – n= 14 n= 10 0.211

Agree 18 (75.0) – 10 (71.4) 4 (40.0)

Disagree 6 (25.0) – 4 (28.6) 6 (60.0)

Note: The totals of each decision influencer are represented in the table because some parents opted out of answering certain questions. χ2 analyses were run
on all decision influencers.
*P value is significant at α= 0.05.
**P value is significant at α < 0 001.
+Twenty-seven participants had never participated in research and did not answer the question about previous experience with research.
++Only individuals who had a native language other than English were asked if being consented in their native language would affect their decision to
consent.
‡Fisher’s exact test was used for all variables in the low-risk analysis and used on consent in native language for the high-risk study.
aPercentage may not sum to 100% because of rounding error.
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high-risk study. It has been well documented that parents want to
understand the nature of the study for which they are allowing
their child to participate.12,16 A lack of comprehension and
understanding about the study often results in a lack of
participation.25 Additionally, the role and presence of a support
structure, such as a significant other, relative, or close friend, when
making difficult decisions may be extremely helpful.17,18 Thus, ED
researchers may benefit from encouraging parents to discuss the
risks and benefits of ED research participation with a significant
other or close friend before making a consent decision. Based on
the findings of our study, pediatric ED-based research would
benefit by helping families to feel more supported and well-
informed during enrollment and consent.
For pediatric emergency research in general, previous participa-

tion and experience with clinical research were associated with a
positive decision to consent. Among parents who had previously
participated in the research, the likelihood of consenting was
nearly six times higher. This relationship between parents’ prior
experience with research and the willingness to consent to future
studies suggests that parents who are comfortable with the
research process are more likely to subsequently participate.
Although the link between prior experiences and future participa-
tion has not been widely explored, prior investigations on
deferred emergency consent suggest that parents with previous
experience with deferred consent are more likely to provide
deferred consent in the future.16,19 Further, these findings
highlight the importance of both assessing for previous experi-
ence with research and the importance of appropriate conduct as
past experiences with research was demonstrated to play a major
role in future participation. In sum, parents who feel more
comfortable with the consent process and study procedures may
be more willing to enroll their child into research and continue to
do so over time.
In line with existing knowledge,20,26 we also found that a lower

percentage of participants who identified as non-Caucasian
compared to individuals who identified as Caucasian agreed to
consent to general research, while there were no differences
found in ethnicity. One explanation for these results is that there
may be medical distrust among racial minorities that stems from a
history of discriminatory medical research and medical practices,
as well as a legacy of mistreatment.27,28 The infamous Tuskegee
syphilis study of 1932 purposely withheld curative treatment from
over 400 black men with syphilis in order to unethically observe
the natural course of the disease.27 Although the medical
community condemned such research and discriminatory actions
in 1972, our research and the research of others suggest that
minoritized people remain skeptical of informed consent.28 These
findings suggest that it may be essential to recognize this mistrust,
validate concerns, and then promote transparency in the consent
process. It also highlights the need for additional repair and
culturally competent approaches for consent. Going forward, it
will be important to continue to recognize medical distrust among
racial minorities and validate these concerns while promoting
transparency in the consent process.
Although previous studies have shown that parents are less

likely to participate in clinical research during high levels of
stress,29 our study results did not find that the current level of
parental stress impacted decisions about consent. One possibility
for these findings is that parents within our study may have
underestimated their own stress and anxiety, as well as the impact
of this stress on their consent decision, which is supported by
prior research.30 An additional explanation may also be that stress
and anxiety may not actually play as important a role with respect
to parental consent, as previously believed. However, the current
study did not measure parents current stress levels using a
validated measure; therefore, future research that utilizes vali-
dated and reliable measures of stress and anxiety will be
necessary in order to make more definitive conclusions.

Although this study has several important findings, our study is
not without limitation(s). First, child age was the only child factor
investigated in this study. It is possible that additional child factors
may play an influential role in what may make parents more or
less likely to consent to research. Second, this was a self-reported
survey within a single, urban, tertiary-care ED. The answers are
assumed to provide an accurate and honest representation of the
parent’s beliefs, but these responses may suffer from social
desirability bias and thus may not represent actual parental
actions if asked to consent in a true research enrollment situation.
By definition, parents who completed the survey are also
amenable to a certain extent to participating in research in ED
settings; therefore, actual refusals to research may not be
represented within this sample and the results may be over-
stated. Finally, this study took place within an academic tertiary-
care ED, which may limit the generalizability of the results. Despite
these limitations, this study provides important and novel
information that should influence future efforts to encourage
parental consent for pediatric emergency research.

CONCLUSION
We identified parental factors and beliefs that contribute to the
enrollment of children within pediatric emergency department
research studies. Parents who would consent for their children to
participate in emergency research, do so out of a sense of
altruism, and because of the benefits that it provides for their
child. The presence of supporting individuals and explaining
potential studies in a clear and concise manner can also motivate
consent. Investigating the barriers to consenting families that
identify as non-Caucasian as well as other factors that influence
the decision to participate in low-risk studies are essential next
steps. Overall, our findings support the importance of commu-
nicating the direct and future benefits of research for children
when consenting families to pediatric emergency research studies.
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