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Abstract
This statement on informed consent, developed by the SAGES Ethics Committee, has been reviewed and approved by the 
Board of Governors of SAGES. This statement is provided to offer guidance about the purpose and process of obtaining 
informed consent, and it is intended for practicing surgeons as well as patients seeking surgical intervention. It is an expres-
sion of well-established principles and extensive literature. Excluded from this document are discussions of informed consent 
for research and informed consent for introduction of new technology, as that has been addressed in previous publications 
(Strong in Surg Endosc 28:2272, 2014; Stefanidis in Surg Endosc 28:2257, 2014; as reported by Sillin (in: Stain (ed) The 
SAGES Manual Ethics of Surgical Innovation, Springer, Switzerland, 2016)).
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Informed consent has a rich history within the discipline of 
medicine, [1–3] and is now essential to its daily practice, 

especially in surgery [4, 5]. The law in many countries, 
including the USA, requires performing an informed consent 
before a procedure. More importantly, though, the informed 
consent process promotes good ethical care of patients. The 
legal aspects of informed consent vary from state to state and 
country to country. Individual health care systems also have 
their own particularities for consent. All practitioners are 
urged to be familiar and comply with the laws and the poli-
cies particular to their location and institution. Herein the 
overarching ethical aspects of the informed consent process 
will be discussed along with why it is important and what 
happens in the process.

Why informed consent is important

Human autonomy is the fundamental ethical principle that 
grounds the informed consent process [6]. Individuals can 
act as moral agents. Each person has a right to bodily integ-
rity, which must be relinquished to a limited degree for a 
surgical intervention to occur in an ethical manner. Other-
wise, the surgical intervention is a battery—the physical 
contact with another person without that person’s consent 
and which causes harm or offense [7]. Autonomy is the right 
of individuals to choose what will be done with their body. 
This is not an absolute right. Individuals can be quarantined 
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against their will for communicable diseases, for example 
[8]. But, autonomy must be respected and considered even 
when one’s desires cannot be carried out.

What happens in the informed consent 
process?

This is a process by which a new obligation for care is 
created between two parties and an act, forbidden in other 
circumstances, is made legitimate. Prior to the informed 
consent process, two or more people have non-negotiated 
social obligations based upon their belonging to a common 
society. These are the obligations that all members of a 
society have to one another by virtue of a shared commu-
nity. The informed consent process negotiates a new and 
specific professional obligation between two people that 
is unique between them at that time. The particulars of 
this negotiation vary from case to case, but the core aspect 
remains the same: A new professional obligation is created 
where an agreed upon course of action will commence 
that involves the two parties. This is a bilateral agreement 
with rights and responsibilities accepted by both parties 
that both must strive to achieve to obtain an agreed upon 
therapeutic goal.

The informed consent process

The informed consent process starts with information 
and ends with consent. First, there must be a mutually 
acknowledged and defined medical problem or concern 
that needs addressing for the two parties to begin devel-
oping this new professional obligation. This stage of the 
informed consent process is generally a less focused upon 
aspect of the process, but it is just as critical as all the 
other components. Information is shared, generally from 
the patient to the surgeon, about some medical concern 
or unfulfilled hope. The two parties must then come to a 
mutual understanding of the problem. Otherwise, there 
is no reason to move forward with trying to find a mutu-
ally agreed upon solution. There are occasions when the 
surgeon and the patient cannot agree on the nature of the 
problem. There are a host of reasons why that happens, 
but if it does, the informed consent process is terminated 
at this first step.

Once there is agreement between the two individuals 
on the problem, then the risks, benefits, and alternatives 
of treatment are discussed [9]. The level of detail shared 

about the risks and benefits for each alternative will vary 
from person to person, and situation to situation, but two 
basic standards are used to establish that level. One, the 
reasonable physician standard, holds that the physician 
is to share the breadth and depth of information that any 
reasonable physician would share in a similar situation. 
Classic to this standard, if there is ever any legal ques-
tion, is having an expert witness testify as to what would 
normally be shared with a patient in any similar setting 
within that community at that time. The second model, 
the reasonable patient standard, sets the bar for determin-
ing the level of information sharing in the hands of the 
patients by asking what any reasonable patient would want 
to know if placed in that situation. In a court of law, the 
jury typically functions as the reasonable patient if there 
is any question of whether or not an appropriate depth and 
breadth of information was shared.

There are strengths and weaknesses of each approach. 
The reasonable patient standard has in its favor providing 
patients with the information they want. However, there is 
potentially a greater burden placed on the provider to deter-
mine what the patients truly want to know as it is always 
difficult to characterize what a reasonable patient is like. The 
reasonable physician standard relieves the providers, to some 
degree, from trying to understand what a particular patient 
wants to know and allows for the development of a standard 
of information to be disclosed in all situations for a particu-
lar procedure. However, not all procedures have established 
professional standards of risks and benefits to be shared, and 
the professional standard may be too low for some patients.

Once the risks, benefits, and alternatives of treatment are 
discussed, the conversation moves on to the goals that the 
patient and the surgeon have in treating the problem. The 
course forward is the intersection of the patient’s desired 
future outcome with the treatment option that the surgeon 
can offer that seeks to best accomplish that future. It is in 
determining this course that a request is made by the patient 
for a particular course of action. If the surgeon agrees in 
supporting this course of action, a new professional obliga-
tion is thereby created and informed consent is obtained. 
This means that informed consent is not a signed form, but 
it is the shared decision-making process in the context of 
a patient-physician therapeutic encounter [10]. The culmi-
nation of the informed consent process is that the patient 
makes a request, explicit or implied, to the physician for 
care. The patient is requesting the physician to do something 
for them, not to do something to them. Even though the 
term informed consent is long established in medicine and 
utilized throughout this discussion, this patient-physician 
dynamic is important to respect autonomy [11].
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Consent for surgery

Informed consent for surgery is the occasion at which a new 
professional obligation is agreed upon between a surgeon 
and a patient. It is not an abstract activity of information 
transfer, but a mutually shared decision-making process 
in the context of a patient-physician therapeutic relation-
ship. This raises the question of guidance. What roles do 
patients and physicians each play in guiding the other toward 
this new obligation? A patient seeks out medical person-
nel because the patient has a problem, but what the patient 
is ultimately seeking is professional advice and care. The 
patient wants to know what to do in a given situation. It is 
easy for the surgeon to become primarily paternalistic, but 
the patient’s right to choose must be respected as well. In the 
process of informed consent there are usually two power dif-
ferentials—a power differential in favor of the surgeon with 
respect to medical knowledge, and one in favor of the patient 
with respect to the patient’s personal knowledge of self. The 
presumption that the physician knows what is best for the 
individual patient may be an expression of hubris. The pre-
sumption that the patient knows what is best medically may 
be an expression of ignorance. This is why informed consent 
is a shared decision-making process in the context of a thera-
peutic encounter. The discussion of the risks, benefits, and 
alternatives is not a disinterested conversation of information 
transfer alone, nor is it a bartering of services rendered. It is 
a conversation between humans to arrive at a jointly agreed 
upon therapeutic plan, and both have an investment in the 
outcome.

In this context, the surgeon has a moral obligation to 
guide a patient toward a direction of therapy commensurate 
with the physician’s understanding of the risks and benefits 
of all the alternatives, from a medical perspective. The infor-
mation shared by the surgeon is not to be disconnected from 
its implications. The patient has a role in guidance as well. 
But, neither party has absolute authority. The surgeon has no 
moral obligation to carry out a patient’s requested procedure 
when such a procedure is judged to be medically futile. Also, 
the patient may be requesting a treatment that has a higher 
risk to benefit ratio than the surgeon would be comfortable 
accepting if the surgeon were in that patient’s situation. In 
the same way that a patient can refuse to accept the recom-
mendation for treatment from a surgeon, the patient has the 
right to advocate for treatment when the surgeon is hesitant 
to provide it. The surgeon is not under obligation to provide 
a therapy that the surgeon believes is futile or unethical, but 
the surgeon must recognize that it is the right of the patient 
to advocate for a desired course of action, and at times it 
is appropriate to refer the patient to another surgeon for a 
second opinion if a way forward between the two of them 
cannot be mutually agreed upon.

Context for informed consent

The informed consent process within the discipline of sur-
gery must be able to accommodate a wide range of patient-
physician encounters, from the intubated and unconscious 
trauma patient needing emergent intervention to the purely 
elective plastic surgical enhancement. Informed consent 
must also accommodate other influences such as cultural and 
religious. Because of the range of contexts, an understanding 
of informed consent must be all encompassing and flexible 
around the issues of autonomy and paternalism. The intu-
bated trauma patient is unable to voice any individual prefer-
ences unless there is previously provided documentation or a 
surrogate present to speak for the individual. When there is 
no available written or verbal expression of a patient’s pref-
erences, the patient presenting to the trauma bay implies a 
request for treatment, and the surgeon acts purely in a pater-
nalistic fashion rendering care as the surgeon would if there 
were a stated expression for surgical care and intervention. 
The elective plastic surgery procedure for body enhance-
ment, on the other hand, moves toward the other end of the 
spectrum, almost to the point of the surgeon functioning 
as a technician rendering services that are requested by the 
patient, with little guidance by the physician. The extremes 
of these two poles must be accounted for to have an inclusive 
understanding of informed consent. The patient-physician 
encounter must allow for fluidity between the proportionality 
that physician paternalism and patient autonomy contribute 
to the informed consent process. Adaptability and under-
standing on behalf of the surgeon and the patent are needed 
to adjust to the type of physician–patient encounter in which 
the informed consent process occurs.

On occasion, there may be an unexpected finding or need 
for assistance during an operation. The primary surgeon may 
enlist the help of another surgeon while the patient is under 
anesthesia. The complexities of this situation present a num-
ber of unique ethical concerns and will be addressed in a 
companion manuscript.

Patient competency

The patient must be deemed competent to participate fully 
in the informed consent process [12]. In the most general 
terms, a patient is considered competent if two conditions 
are met. First, the patient must understand the present 
condition and that actions taken has future consequences. 
Secondly, the patient must be able to weigh the risk and 
benefits of alternative actions. Patients who have limited or 
no decision-making capacity will need to have a surrogate 
decision-maker. The surgeon, as well as the surrogate, has 
an obligation to involve the patient to whatever capacity that 
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the patient can be involved, but the final decision of how to 
proceed with care may ultimately reside with someone other 
than the patient.

A similar spectrum of patient involvement is experi-
enced when treating the young [13]. Pediatric surgeons can-
not obtain informed consent from an infant, so they must 
rely on a surrogate for shared decision-making. The laws 
defining who can give consent for pediatric patients should 
be followed. However, following these laws should not be 
an excuse to avoid including the patient in the process as 
much as possible. As the child matures, every effort should 
be made for the child to participate to the full limit of the 
child’s capability in the informed consent process. While the 
final decision may reside with the child’s legally determined 
guardian, obtaining assent from the child is an important 
goal of each encounter, until such time that the child matures 
to the capacity where consent can be attained. Having a fully 
informed assent from the pediatric patient can be just as val-
uable in the therapeutic relationship as having an informed 
consent from the legal guardian for carrying out that therapy.

Cognitively impaired patients and pediatric patients are 
common examples of diminished capacity, and they illus-
trate that informed consent is a process that varies from one 
clinical encounter to another.

Conclusion

Informed consent for surgery is a process during which 
trust is established and a new professional obligation is 
agreed upon between two people—a patient and a sur-
geon. Informed consent is not a signed form. It is a shared 
decision-making process which occurs in the context of a 
patient-physician therapeutic encounter. The mechanics of 
how informed consent is obtained vary from one clinical 
encounter to the next. Surgeons should be sensitive to that 
variability while approaching each clinical encounter in a 
patient-centered fashion.
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