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Background: The Supreme Court case of Montgomery vs Lanarkshire Health Board in 2015 was a landmark case
for consent practice in the UK which shifted focus from a traditional paternalistic model of consent towards a
more patient-centered approach. Widely recognised as the most signiﬁcant legal judgment on informed consent
in the last 30 years, the case was predicted to have a major impact on the everyday practice of surgeons working
in the UK National Health Service (NHS). Two years after the legal deﬁnition of informed consent was redeﬁned,
we carried out an audit of surgical consent practice across the UK to establish the impact of the Montgomery
ruling on clinical practice.
Materials & methods: Data was collected by distribution of an electronic questionnaire to NHS doctors working in
surgical specialities with a total of 550 respondents.
Results: 81% of surgical doctors were aware of the recent change in consent law, yet only 35% reported a
noticeable change in the local consent process. Important barriers to modernisation included limited consent
training, a lack of protected time for discussions with patients and minimal uptake of technology to aid decisionmaking/documentation.
Conclusions: On the basis of these ﬁndings, we identify a need to develop strategies to improve the consent
process across the NHS and limit the predicted rise in litigation claims.

1. Introduction
Each day in the UK National Health Service (NHS), thousands of
surgeons engage in complex discussions with their patients to identify
which, if any, operative treatments to pursue. Central to each of these
discussions is the notion of ‘informed consent’, whereby the surgeon
discloses material information about procedures and facilitates understanding so that the patient can decide which option they favour.
Consent discussions must navigate the interface between beneﬁcence,
non-maleﬁcence and patient autonomy: a considerable challenge in a
time-pressured healthcare setting. Facilitating good understanding of
the indication and nature of surgical procedures can improve patient
satisfaction and pre-operative anxiety levels [1–3]. In contrast, failing
to engage patients in the consent discussion can lead to a loss of trust
and heightens the risk of litigation in the event of post-operative
complications [4].
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Until recently, UK courts would judge the adequacy of information
disclosure in medical negligence claims by asking whether the surgeon's
conduct would be supported by a responsible body of clinicians - the socalled Bolam test under English & Welsh law, or Hunter v Hanley test in
Scottish law [5] – with the qualiﬁcation that the court considers this
professional opinion to be reasonable and logical [6]. In 2015, this
familiar legal standard was redeﬁned by the Supreme Court ruling on
Montgomery vs Lanarkshire Health Board [7]. Nadine Montgomery, a
molecular biologist with type 1 diabetes and relatively short stature,
gave birth to her son Sam by vaginal delivery in 1999. Her labour was
complicated by shoulder dystocia which resulted in a 12 min period of
acute hypoxia and Sam being born with cerebral palsy and tractionrelated Erb's palsy. Montgomery sued for negligence arguing that she
would have requested a caesarean section had her obstetrician informed her of her personal 9–10% predicted risk of shoulder dystocia,
based on known risk factors. The Supreme Court judges ruled in her
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electronic survey platform. Questions were developed by the study
authors to determine compliance with RCS guidance on informed
consent [10] and the Montgomery judgment [7], as well as the frequency, duration and location of consent discussions. A mixture of
forced-choice yes/no, multiple choice selection and short comment
question styles were used. To determine content validity, items were
reviewed by a panel of experts consisting of three consultant surgeons
who conﬁrmed that all questions were comprehensive and relevant to a
study of the informed consent process. A pilot study of the online
questionnaire was then performed with 15 local doctors, resulting in
minor amendments to phrasing and response options.
The questionnaire collected data on key participant demographics:
current level of training, geographical region and surgical speciality.
Respondents who were involved in the process of obtaining consent for
surgical procedures were asked questions across three key domains:
training in the consent process, awareness of UK consent law/regulatory guidance and current consent practice in their local hospital.
Surgical trainees who had not been trained to perform the procedure(s)
that they obtained consent for were given two follow-on questions relating to their previous experience of the procedure and their perceived
competency to obtain informed consent. Respondents who were not
currently involved in the consent process were only asked about their
awareness of UK consent law/regulatory guidance. Data from incomplete responses were excluded from the analysis. A full list of
survey questions is available in the Supplementary Information.

favour and declared that doctors should ensure patients are aware of
any risks material to them and also any reasonable treatment alternatives. They deﬁned the materiality of a risk as whether “… a reasonable person in the patient's position would be likely to attach signiﬁcance to the risk, or the doctor is or should reasonably be aware that
the particular patient would be likely to attach signiﬁcance to it” [7]. In
the post-Montgomery era, the belief that there is a percentage threshold
of improbability below which a risk need not be disclosed is outdated.
Consent discussions must now be tailored to the physical, emotional
and spiritual needs of the individual patient, to identify which risks
could hold signiﬁcance.
What has been hailed as ‘the most important UK judgment on informed consent for 30 years’ [8], comes at a time when NHS surgeons
are already struggling to tackle rising waiting times and increasing
numbers of cancelled elective operations [9]. Practical advice on how
surgeons can implement recommendations from the Montgomery
ruling has been limited. In one of the few published guidance documents, the Royal College of Surgeons (RCS) outlined four broad principles which surgeons should adhere to [10]:
1. Tailor discussions to the individual patient by allowing time to get
to know them well enough to understand their views and values
2. Explain all reasonable treatment options along with their implications
3. Discuss material risks for each of these treatment options
4. Keep written documentation of the discussion in addition to the
signed consent form

3. Results

The feasibility of applying these principles in a time-pressured, resource-limited NHS remains to be seen. To the best of our knowledge,
there have been no published reports of the consent practices of NHS
surgeons since Montgomery. The aim of the present study was therefore
to perform a national survey of UK surgical trainees and consultants to
establish whether the new legal and regulatory requirements have been
incorporated into their everyday practice and what barriers still remain
to obtaining truly informed consent.

3.1. Survey demographics

NHS Research Ethics Committee approval was not required as this
was a cross-sectional study of healthcare professionals who voluntarily
participated in an online questionnaire. Before participating in the
study, all respondents were informed that the information provided
would be used for research purposes only and not in a manner which
would allow identiﬁcation of their individual responses.
The work has been reported in line with the STROCSS criteria [37].

A total of 550 respondents completed the questionnaire, covering a
broad range of training grades: 50.0% consultant, 25.5% speciality
trainee, 6.9% core surgical trainee, 9.8% foundation year doctor, 2.2%
trust grade doctor, 1.8% clinical fellow, 0.4% locum appointment for
service (LAS) and 3.5% other (Supplementary Fig. 1). All NHS regions
were represented in the survey: 33.1% NHS South of England, 22.0%
NHS North of England, 17.1% NHS Midlands and East of England,
14.5% NHS London, 7.8% NHS Scotland, 3.8% NHS Wales and 1.6%
NHS Northern Ireland (Supplementary Fig. 2). Consistent with national
ﬁgures on the number of surgeons by speciality [11], the specialities
with the greatest number of responses were trauma & orthopaedic
surgery (24.2%) and general surgery (22.7%; Supplementary Fig. 3).
Paediatric surgery and oral & maxillofacial surgery had the least representation with only 6 respondents each. 92% of respondents reported being involved in the process of obtaining consent for surgical
procedures. Those not involved in the consent process were either
foundation doctors (93%), core surgical trainees (5%) or ‘other’ grades
(2%).

2.2. Setting and participants

3.2. Awareness of consent law and regulatory guidance

Between February and September 2017, a national audit of surgical
consent practice was performed by inviting NHS doctors working in
surgical specialities to complete an electronic questionnaire hosted at
www.consentaudit2017.com. An invitation email was distributed
through national surgical societies and local departmental email lists
inviting doctors of any grades working in surgical specialities to participate. The questionnaire was also advertised on two social media
platforms: Facebook and Twitter. To maximise the number of survey
respondents and minimise non-response bias, adverts stated that all
participants would be entered into a randomised draw to win one of
three £50 online retail gift vouchers.

81% of doctors who obtain consent for surgical procedures reported
that they were aware of the Montgomery vs Lanarkshire Health Board
ruling, compared with 37% of doctors not involved in the consent
process. 86% of consultants, the largest group represented in our study,
reported awareness of the Montgomery case (Fig. 1). 42% of respondents felt that their surgical colleagues were suﬃciently aware of
the impact of the Montgomery ruling on the consent process and just
35% had noticed a change in the consent process in their local department since the judgment.
To control for possible selection bias in respondents' self-reported
awareness of the Montgomery case, we showed participants four
statements relating to surgical informed consent and asked them to
indicate whether they were true or false (Table 1). 93% of respondents
correctly identiﬁed the importance of a patient's beliefs and values in
determining a material risk, however 1 in 5 still incorrectly believed in

2. Methods
2.1. Ethical consideration

2.3. Audit questionnaire
A 36-item questionnaire was designed using the Google Forms
67
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Fig. 1. Self-reported awareness of the Montgomery vs
Lanarkshire Health Board ruling (2015) by training
grade. Only data from respondents involved in the consent
process is shown. FY – foundation year; TG-trust grade; LAS
– locum appointment for service; CT – core surgical trainee;
ST – speciality trainee; Fellow-post-CCT clinical fellow; Cons
– consultant.

Table 1
Awareness of current UK consent law by response to knowledge test statements.
*indicates correct test response.
Test statement on UK consent law

True

False

Doctors must ensure patients are aware only of those risks which
are considered statistically likely or potentially very serious/
life threatening
If a doctor neglects to mention a risk of a procedure deemed to be
important to the patient, he or she will not be negligent if
they acted in accordance with a responsible body of medical
opinion
A material risk is one deemed to be relevant to the patient, based
on understanding of their views, beliefs and wishes
Doctors should assume a patient lacks medical understanding and
use their professional experience to identify the optimal
treatment option for each patient

21%

79%*

26%

74%*

93%*

7%

17%

83%*

Fig. 2. Location of ﬁnal decision-making discussion and documentation of
consent for elective procedures. Respondents were asked to select all locations which applied. 1 respondent reported use of a dedicated consent clinic. OP
clinic – outpatient clinic; Pre-op clinic - pre-operative assessment clinic;
n = 507.

a statistical or severity threshold below which a risk need not be disclosed. Regarding claims of inadequate risk disclosure, 26% of respondents believed that a doctor would not be considered negligent if
they acted in accordance with a responsible body of medical opinion –
the now outdated Bolam test. Surprisingly, 17% of respondents still
believed that doctors should assume a patient lacks medical understanding and use their professional experience to pick the optimal
treatment plan. There is no legal or regulatory guidance to support this
rather paternalistic viewpoint.
3.3. Training in surgical informed consent
Formal training in the consent process has been shown to improve
surgical trainees' knowledge and documentation of the consent process
[12,13]. Overall, 53% of respondents had received formal training in
surgical informed consent, with lower rates among more junior speciality trainees (ST1-3, 41%) compared with consultants (56%). This
suggests that the provision of formal consent training in postgraduate
surgical education remains limited despite the increased complexity of
consent law since Montgomery.
3.4. Organisation of the consent process
To proﬁle how surgeons obtain informed consent in NHS hospitals,
we asked respondents to report on the location and timing of consent
discussions. The ﬁnal decision-making discussion and documentation of
consent most commonly takes place in outpatient clinics, day surgery
units and/or wards (Fig. 2). 19% of respondents reported use of designated pre-operative assessment clinics for consent discussions. The
modal number of patient visits to discuss an operative procedure prior
to signing the consent form was 2 (Fig. 3A). 49% of respondents completed consent discussions in 10 min or less and a further 45% had
ﬁnished within 30 min (Fig. 3B). 24% respondents were scheduled
protected time for consent discussions with patients and 52% felt that
they had insuﬃcient time for the consent process. Despite these limitations, 76% of respondents believed that their patients were satisﬁed
with the amount of time they had to discuss their procedure before
signing the consent form. Prior to signing the consent form, 73% of

Fig. 3. Frequency and timing of consent discussions with patients. A)
Number of times a patient will meet with a healthcare professional to discuss
their procedure before signing a consent form. B) Average amount of time spent
with a patient during the informed consent process; n = 507.
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document in the clinical notes and dictate a letter to the patient or GP.
55% of respondents used more than one method to record their consent
discussion, raising doubt over the eﬃciency of current documentation
methods.

respondents would conﬁrm that a patient had been given suﬃcient time
to make their decision; 10% of these conﬁrmations would be in the
form of a written declaration.
The RCS have stipulated that the ﬁnal conﬁrmation of informed
consent should be carried out by the doctor who will conduct the
procedure [10]. 80% of respondents reported that this was the case in
their department. In conﬂict with regulatory guidance, however, 22%
of respondents reported that they were required to obtain consent for
investigative procedures (e.g. arthroscopy, gastroscopy, and colonoscopy) or invasive procedures (e.g. insertion of percutaneous endoscopic gastrostomy or PEG) which they do not perform themselves.
Examples of non-expert consent were also observed in relation to surgical trainees. 40% of doctors in training posts reported being asked to
obtain consent for a procedure which they had not been trained to
perform and for which they did not fully understand the nature of the
operation, treatment alternatives or anticipated risks.

4. Discussion
In 2015, the legal standard of informed consent in the UK was redeﬁned, requiring surgeons to personalise consent discussions to each
individual patient based on their beliefs and values [7]. This study investigated UK doctors' awareness of this new legal standpoint and
considered the practical challenges of updating consent practice in a
modern day NHS. The majority of UK surgical trainees and consultants
had good awareness and understanding of the Montgomery ruling;
however a sizeable minority still believed that only a generic proﬁle of
risks, those that are most common or serious, needs to be disclosed and
that the Bolam test could still defend claims of inadequate disclosure.
Two years since the Montgomery judgment, most surgeons reported no
noticeable change in local consent practices. Possible barriers to change
included a lack of formal consent training, insuﬃcient time for in-depth
discussions with patients and the limited use of decision-making aids
during the consent process. Taken together, these ﬁndings highlight the
need for NHS-wide change in surgical consent policy to allow surgeons
to meet the legal and regulatory standards expected of them.

3.5. Content of consent discussions
Since the Montgomery ruling, doctors must ensure that they understand a patient's preferences and priorities in order to judge the
volume and complexity of information to disclose during the consent
process. Guidance from the RCS has stipulated that “… it is not suﬃcient to ask the patient if they want to know anything else, as patients
cannot be expected to know what they do not know about their condition or treatment options' [10]. 57% of respondents in this study
agreed or strongly agreed with this statement, 30% felt neutral and 13%
disagreed or strongly disagreed. 91% reported that they routinely tailored the consent process to individual patients based on their speciﬁc
views and values. In contrast, only 33% of surgical consultants who use
animal-derived products in surgery (e.g. Permacol, Dura-Guard, Biodesign) routinely consented for their use. This highlights the need for
greater awareness of the potential religious and cultural implications
associated with these products.
Given the need for more in-depth consent discussions with patients
since Montgomery, we sought to establish the current use of decisionmaking aids to facilitate understanding. 58% of respondents used patient information leaﬂets to support the consent process, whilst only
11% routinely used multimedia resources (e.g. audio/video recordings
or websites).

4.1. Limitations
Data in the present study was obtained by invited completion of an
online questionnaire by surgical doctors in the NHS. We are unable to
report a survey response rate since the total number of people reached
by local departmental email lists, national surgical societies and social
medial platforms is unknown. Whilst the proportion of consultant and
non-consultant grade doctors is similar to previously published national
ﬁgures [11], our 550 survey respondents will inevitably account for a
low proportion of the total number of surgical doctors working in the
NHS. We acknowledge the possibility of selection bias whereby surgeons with a particular interest in consent practice were more likely to
participate, over-estimating awareness of current consent law. In addition, there is likely to be an element of response bias whereby some
participants selected answers based on what they ‘should do’ rather
than their actual clinical practice. Overcoming these sources of bias
would require direct observation of randomised consent discussions in
surgical centres across the UK; a logistically complex study design beyond the resources available for the present study. In future, it will also
be important to investigate patients' perceptions of the consent process,
which were not addressed in the present study. Another possible limitation could be the lack of distinction between diﬀerent NCEPOD
classiﬁcations (e.g. elective vs urgent) and surgery grades (e.g. minor vs
major), requiring respondents to give a generalised response based on
what they ‘routinely’ do. This design was favoured since legal and
regulatory standards of informed consent are procedure-independent.
Evidence in support of this approach came from a recent study of
malpractice claims in the USA, which reported that informed consent
allegations were more likely to be associated with less severe post-operative complications [4]. In other words, good consent practice should
be followed even for procedures deemed to be ‘less serious’.

3.6. Record of consent discussion
To demonstrate the legal validity of informed consent, doctors must
be able to present a record of both sides of the consent discussion including any speciﬁc factors which led to the ﬁnal decision [10]. As
shown in Table 2, there was marked variation in the methods used to
record consent discussions, with the most popular method being to
Table 2
Ranked list of methods used to record consent discussion.
Documentation/recording method

Respondents n (%)

Clinical notes & letter
Clinical notes, letter & consent template
Consent template only
Clinical notes only
Clinical notes & consent template
Letter only
Letter & consent template
No documentation other than consent form
Clinical notes & audio recording
Clinical notes, letter, consent template & audio recording
Audio recording only
Clinical notes, letter & audio recording
Clinical notes, consent template & audio recording
Letter & audio recording

100 (20)
93 (18)
82 (16)
70 (14)
42 (8)
38 (7)
37 (7)
29 (6)
5 (1)
4 (1)
3 (1)
2 (0)
1 (0)
1 (0)

4.2. Awareness of consent law and regulatory guidance
The Montgomery decision had major legal consequences for doctors
in the UK, opening the door to litigation claims, including retrospective
cases as far back as 1999, when Nadine Montgomery was under the care
of her obstetrician [5]. This prompted a warning from the RCS [that] ‘
… hospitals and medical staﬀ are leaving themselves very vulnerable to
expensive litigation and increased payouts by being slow to change the
way the consent process happens’ [14]. Indeed, some claims of failure
69
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the consent process. During the ‘cool-oﬀ’ period between appointments
patients could reﬂect on available written information and multimedia
resources to help guide their decision.

to obtain informed consent have already succeeded on the basis of the
Montgomery ruling [5]. In the present study, approximately 1 in 5 UK
doctors involved in the consent process were not aware of the Montgomery judgment and believed that doctors were only required to
disclose risks deemed statistically likely or potentially very serious/life
threatening. 1 in 4 respondents still believed that failure to mention a
risk which was important to the patient could be defended by the
outdated Bolam test. This highlights an urgent need to update clinicians' understanding of UK consent law.
Incorporating new consent guidance into all areas of clinical practice is an ongoing challenge. In the present study, two speciﬁc areas for
improvement were identiﬁed. Firstly, despite attempts to personalise
the consent process to individual patients, only 1 in 3 surgeons who
used animal-derived products in procedures obtained speciﬁc consent
for their use, which could conﬂict with religious or cultural beliefs.
Secondly, approximately 1 in 5 surgeons are currently required to obtain consent for investigative (e.g. arthroscopy, colonoscopy) and invasive procedures (e.g. PEG insertion) which they do not perform
themselves. In addition, 40% of trainees who had not yet been trained
to perform a particular procedure had been asked to obtain consent
when they did not fully understand the nature of the operation. These
reports are in direct contradiction with RCS guidance, which states that
“the surgeon discussing treatment with the patient should be suitably
trained … and have suﬃcient knowledge of the associated risks and
complications, as well as any alternative treatments …” [10].

4.4.2. Use of patient decision aids
Ensuring that a patient is well-informed about a procedure can reduce anxiety [1,2], improve satisfaction [3] and even change the outcome of consent discussions [17]. Previous research has shown that the
majority of patients have poor recall of surgical risks [18–21], particularly in groups with lower educational level or language competency
[22,23]. Whilst written information leaﬂets have been shown to improve comprehension [21,22,24,25], more than a quarter of working
aged adults in England have literacy levels low enough to interfere with
daily tasks [26]. An alternative approach could be to develop a repository of patient decision aids (PDAs) in the form of evidence-based
interactive websites with embedded multimedia (e.g. graphics, videos).
A recent Cochrane review reported that PDAs help patients to gain
knowledge about a procedure, improve understanding of beneﬁts and
potential risks, facilitate decision-making and promote patient autonomy [27]. By presenting information enhanced with pop-up deﬁnitions of medical terminology and links to more in-depth information,
patients could tailor the level of disclosure to meet their own values and
information needs [28]. They could also have the opportunity to review
information on multiple occasions before completing a quiz to assess
comprehension [28]. A transcript documenting any areas of misunderstanding or items ﬂagged as being of particular importance to the
patient could facilitate a later face-to-face discussion with the designated surgeon [29]. By helping patients to arrive well informed, PDAs
could save time in clinic appointments, allowing surgeons to address
any personal beliefs or concerns regarding treatment in depth.
Development of PDAs to facilitate surgical consent will require accurate, up-to-date content compiled from the best available research
evidence. To avoid conﬂict of interest, we propose that PDAs should be
developed by a public body such as the National Institute for Health &
Care Excellence (NICE), in collaboration with the Royal College of
Surgeons and national surgical specialty organisations. In addition, all
content should be reviewed by patient advocates and legal experts to
ensure that the information provided is accessible, easy to comprehend
and in keeping with regulatory guidelines. Printed formats of PDAs
should be made available for those without access to internet-enabled
devices.
It is important to note that PDAs are designed to support rather than
replace face-to-face consent discussions, which will remain a critical
part of the consent pathway, particularly for patients with complex
medical comorbidities.

4.3. Barriers to informed consent
The majority of respondents in this study reported no noticeable
change in consent practices in their local department since
Montgomery. Half of surgeons reported spending an average of just
10 min or less with a patient during the consent process (Fig. 3B),
mostly in busy outpatient clinics, day surgery units or wards (Fig. 2).
76% of respondents reported that they did not receive any protected
time to discuss consent with patients in their weekly schedule. The
amount of time allocated to the consent process is known to be the
strongest predictor of patient comprehension of their procedure [15]
and must be prioritised if surgeons are to engage patients in truly
shared decision-making. Surgeons in the present study reported limited
use of time-saving decision-making aids, such as leaﬂets or multimedia,
in the consent process (Section 3.5). They also reported signiﬁcant
variation in the documentation methods being used, with the majority
of surgeons creating duplicate records of their discussion (e.g. letter and
clinical notes). These ﬁndings highlight the need for innovative approaches to improve the eﬃciency of the consent process, in addition to
simply increasing the amount of protected time allocated to surgeons.

4.4.3. Improving formal consent training
The consent discussion is arguably one of the most important interactions a surgeon will have with their patient and yet 47% of respondents in this study had received no formal training in how to approach it. Research from the USA has shown that informed consent
training programmes improve surgical trainees' knowledge and conﬁdence in the consent process [12,13]. In the UK, consent training
could be improved by increasing coverage of consent law in the
Membership of the Royal College of Surgeons (MRCS) curriculum and
developing simulated consent training exercises with standardised patients in regional teaching hospitals.

4.4. Future strategies to improve the consent process
The present study identiﬁes an important disparity between surgeons' awareness of informed consent guidelines and their everyday
clinical practice. In order to bridge this ‘knowledge-practice gap’, we
identify four key areas for improvement of surgical consent practice:
4.4.1. Developing a surgical consent pathway
The increased scale and complexity of the modern consent process is
no longer compatible with a brief conversation on arrival in a busy day
surgery unit. To meet new legal standards, NHS trusts must allocate
surgeons suﬃcient protected time to meet with patients prior to elective procedures in dedicated pre-operative assessment clinics. A twostage approach to consent has been proposed in which patients are ﬁrst
provided with information regarding their proposed procedure and
treatment alternatives, before returning for a second appointment to
discuss any related questions or concerns [16]. While the ﬁnal consent
discussion should be with the surgeon responsible for the patient's care
[10], the initial appointment could be led by specialist nurses trained in

4.4.4. Procedure-speciﬁc consent forms
The documentation of consent discussions on generic forms has
been shown to be inherently error-prone, with signiﬁcant variation in
the complications listed for the same procedure and frequent omission
of common and serious risks [30–32]. In addition, there is known to be
signiﬁcant disparity between risks discussed verbally and those detailed
on consent forms [33]. The use of procedure-speciﬁc consent forms can
reduce variability in documentation of complications, avoid omission of
70
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relevant operative risks [34,35], improve patient recall [18,36] and
would be expected to reduce documentation time. We propose that
national surgical speciality organisations develop procedure-speciﬁc
consent forms, which display core information for each procedure and
allow modiﬁcation to document any material risks speciﬁc to the individual. In addition to signposting the ﬁnal consent discussion, the
personalised end-product could act as a record of the consent discussion
for the clinical notes, with copies made available to the patient and
their GP.

Trainees' Association, the Society for Cardiothoracic Surgery, the
Association of Surgeons of Great Britain and Ireland, the Dukes' Club,
the Rouleaux society, the Carrel club, the Association of Coloproctology
of Great Britain & Ireland, the Society of British Neurological Surgeons,
the British Association of Oral and Maxillofacial Surgeons, the British
Association of Plastic Reconstructive and Aesthetic Surgeons, the
British Orthopaedic Association and the Vascular Society for kindly
advertising an invitation to complete the study questionnaire to their
members.

5. Conclusions

Appendix A. Supplementary data

The Montgomery judgment acknowledges that the change in legal
focus from the ‘reasonable doctor’ to the ‘reasonable patient’ may create
uncertainty about how much surgeons need to disclose in consent discussions [7]. With limited practical guidance on how to adopt the new
legal standard of informed consent, it is unsurprising that the majority
of UK surgeons in our study reported no noticeable change in local
practice. In this study, we identify low rates of formal consent training,
limited protected time for consent discussions and poor uptake of
technology, which may represent important barriers to the upgrading of
consent practices post-Montgomery. Across the NHS, the quality of
surgical informed consent needs to be standardised, with adequate
provision of time and resources to allow surgeons to deliver the new
standard of care patients can expect of them.

Supplementary data related to this article can be found at http://dx.
doi.org/10.1016/j.ijsu.2018.05.016.
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