	Patient Name:   
	DOB:  

	Hospital Number: 
	NHS Number:  



	Patient Agreement to Investigation or Treatment


Name of Proposed Procedure: 
	TOTAL ABDOMINAL HYSTERECTOMY (removal of womb and cervix through incision in abdomen- either side to side or Up and down)

WITH (please delete as necessary)

Removal of tubes only

Removal of tubes and ovaries


Statement of Health Professional I have explained the procedure to the patient.  In particular, I have explained: 

The intended benefits: 

Serious risks: 

· Serious bleeding (haemorrhage) requiring blood transfusion may occur in 23 in every 1000 women. 

· Damage to the bladder and/or the ureter and/or long-term disturbance to the bladder function is uncommon, but may occur in 7 out of 1000 women

· Damage to the bowel may occur in 4 women in every 10 000 

· Pelvic abscess/infection, 2 women in every 1000 

· Returning to the theatre to control bleeding or repair injury may be needed in 7 out of 1000 women

· Blood clots in the legs or lungs may occur in 4 women in every 1000

· Risk of death within 6 weeks is 32 women in every 100 000 (rare)

Other risks:

· Wound infection, bruising, delayed wound healing or scar formation 

· Numbness, tingling or burning sensation (this is usually self-limiting but could take weeks or months to resolve) 

· chronic post-operative pain or back pain

· pain on intercourse 

· Frequency of micturition and urinary tract infection

· Menopausal symptoms if ovaries are removed before menopause.

· Menopause may start earlier than normal by about 2 years even if ovaries are not removed

Any extra procedures which may become necessary during the operation:

	
	· Blood transfusion (rare). 

	
	· Other procedure: repair of damage to bowel, bladder or blood vessels

· Removal of ovary if ovary cannot be salvaged due to significant disease or bleeding


I have also discussed what the procedure is likely to involve, the benefits and risks of any available alternative treatments (including no treatment) and any particular concerns of this patient.

The following leaflets have been provided:       (Abdominal Hysterectomy).

This procedure will involve:   Spinal / General anaesthesia 


Signed……………………………………………………………Date…………………………......
Name (PRINT)…………………………………………………  Job title…………………………..

Copy of consent form given to patient : Yes   /   No
Statement of Interpreter (where appropriate) I have interpreted the information above to the patient to the best of my ability and in a way in which I believe she can understand.

Signed…………………………………………………………     Date…………………………......
Name (PRINT)…………………………………………………………………

Statement of Patient

Please read this form carefully. If your treatment has been planned in advance, you may have received your own copy of this form, which describes the benefits and risks of the proposed treatment. If not, you will be offered a copy now. If you have any further questions, do ask - we are here to help you. You have the right to change your mind at any time, including after you have signed this form.

I agree to the procedure or course of treatment described on this form.

I understand that you cannot give me a guarantee that a particular person will perform the procedure. The person will, however, have appropriate experience.

I understand that I will have the opportunity to discuss the details of anaesthesia with an anaesthetist before the procedure, unless the urgency of my situation prevents this. 

I understand that any procedure in addition to those described on this form will only be carried out if it is necessary to save my life or to prevent serious harm to my health.

I have been told about additional procedures which may become necessary during my treatment.

I have listed below any procedures which I do not wish to be carried out without further discussion.

…………………………………………………………………………………………………………………

Patient's signature…………………………………………………Date……………………....................

Name (PRINT)…………………………………………………………………………………………………

I also agree/do not agree to video or still images taken during the operation for medical records to be used for educational purposes including publication in medical journals/ conferences. ( This will be anonymised and will not contain any patient details like your name or DOB).

A witness should sign below if the patient is unable to sign but has indicated her consent. Young people/children may also like a parent to sign here (see notes).

Signed………………………………………………………………… Date………………………………..

Name (PRINT)………………………………………………………………………………………………
Confirmation to Consent (to be completed by health professional when the patient is admitted for the procedure, if the patient has signed the form in advance)

On behalf of the team treating the patient, I have confirmed with the patient that she has no further questions and wishes the procedure to go ahead.

Signed……………………………………………………………………Date……………………………

Name (PRINT)………………………………………………………….. Job title……………………………..

	Important notes: (tick if applicable)

□
	See also advance directive/living will (e.g. Jehovah's Witness form)

	□
	Patient has withdrawn consent:

Ask patient to sign and /date here……………………………………………….    __ / __ / 
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