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	INFORMED PATIENT CONSENT FOR SURGERY TO REMOVE THE DAMAGED PART OF THE BRAIN
	[image: image2.png]&





	Document Code: HD.RB.47
	Issue Date: 01.01.2010
	Rev Date: 13.07.2020
	Rev No:02
	Page No: 4 /4



Method:

If a part of the brain is damaged as a result of trauma, surgery to remove the damaged part may be the only hope for restoring maximum neurological function. Removal of the damaged part of the brain can be performed either by craniotomy, in which part of the skull is removed and put back into place after surgery, or by craniectomy, in which part of the skull is removed but not put back into place.
I understand that my surgeon will remove severely and irreversibly damaged parts of my brain and I agree to the procedure. I understand that the removal of the damaged parts is intended to prevent or minimise the risk of possible swelling and oedema that could compress and damage undamaged parts of my brain. I have been told that my surgeon will need to perform a craniotomy in order to access the damaged area of the brain; if the swelling and oedema are too severe, he may also perform a craniectomy.
I am aware that the purpose of this operation is to remove irreversibly damaged parts of the brain and to maximise neurological functions as much as possible. However, I am aware that there is no guarantee that the procedure will be successful and I accept the consequences. I also agree that in the event of an unforeseen or unexpected circumstance, my surgeon and his assistants may perform a different intervention than described above.
Benefits of Surgery: To improve the patient's current clinical condition and prevent deterioration.
Possible Consequences of Failure to Perform the Operation: The current clinical situation may worsen, paralysis may become permanent, death may occur.
Alternatives:
The following alternatives to surgery to remove the damaged brain tissue were explained to me in detail and evaluated by me.
· Taking all risks and not having surgery

· Attempts to treat the disorder with medication (diuretics, corticosteroids, control of blood pressure and circulation, hyperventilation, barbiturates)

· Monitoring of intracranial pressure (ICP)
I also evaluated other treatment methods explained to me by my surgeon. The advantages and disadvantages of these alternative methods were also explained to me. 

Risks and complications of surgery:
In addition to the benefits of the surgical procedure, there are risks that may occur. I accept all risks that may occur during and after the surgical procedure. Some of the risks and complications that may occur:
· Risk of anaesthesia: There are risks during and after local and general anaesthesia (due to the positioning of the patient during surgery). In addition, all forms of anaesthesia and sedation are associated with complications and harm due to medication.

· Bleeding: Although very rare, I am aware that there is a risk of bleeding during or after my surgery, which may be severe and may require additional treatment or a blood transfusion in case of bleeding. The use of medications such as anti-inflammatory drugs may increase the risk of bleeding.

· Blood clot formation: Blood clots can form after any type of surgery. Clots that form at the site of bleeding can block blood flow and lead to complications such as pain, oedema, inflammation or tissue damage.
· Brain damage: There is also a risk that the operation may damage the normal brain tissue around the damaged brain tissue. Symptoms resulting from this damage may vary depending on the location of the surgical site.

· Cardiac complications: There is a low risk of cardiac arrhythmia or heart attack during surgery.

· Death: Although rare, there is a risk of death during or after surgery.

· Unsuccessful surgery: Surgery to remove damaged brain tissue may not cure the condition partially or completely.

· Infection: Infection can occur at the skin incision site or through the bone flap. Risks associated with infection include meningitis (inflammation of the membranes surrounding the brain and spinal cord) and brain abscess (pus accumulation).

· Decline in neurological functions after surgery: There is a small risk of decline in neurological functions due to postoperative bleeding (in or on the surface of the brain) or cerebral oedema (fluid accumulation in the area sufficient to press on the brain).

· Respiratory distress: After the operation, respiratory distress or pneumonia may occur, which is usually temporary. Pulmonary embolism (blockage of the blood vessels of the lungs) may occur. 

· Seizure (convulsion): An abnormal electrical event in the brain can cause seizures/ convulsions, which may be caused by the formation of a haematoma after removal of the damaged area, or by affecting the surrounding normal tissue.
Important Considerations:
Allergy / Medicines Used: I informed my doctor about all my known allergies. I also informed my doctor about the prescription drugs, over-the-counter drugs, herbal medicines, dietary additives, illegal drugs, alcohol and narcotics/drugs I use. The effects of the use of these substances before and after surgery were explained to me by my doctor and recommendations were made.
Tobacco and Tobacco Products: I have been told that smoking tobacco and tobacco products (cigarettes, hookahs, cigars, pipes, etc.) before or after my operation may prolong my healing process. I know that if I use any of these substances I am at greater risk of wound healing problems.

Consent Verification

I authorise Dr. .............................................., and his assistants, to perform my Surgery to Remove the Damaged Part of the Brain. I understand that this procedure is intended to relieve my symptoms and to maintain or improve the function of the nervous system. I confirm that my doctor has explained all of the above information, that I have understood this information and that all of my questions about this procedure have been answered. I certify that I have understood this treatment agreement and am satisfied with the explanations I have received. For this reason, I hereby give my consent for any other or additional surgery and additional treatment interventions that my doctor deems necessary for the Surgery to Remove the Damaged Part of the Brain.
Use of the tissue: Any tissue that is not required in the medical diagnosis to treat my condition may be used for medical research, provided that it has been reviewed and approved by the ethics committee within the framework of ethical rules. I consent to the publication of the results of the research in the medical literature as long as the patient's identity is protected. I am aware that I can refuse to participate in such a study and that this refusal will not adversely affect my treatment in any way. I consent to the use of any tissue, medical devices or body parts that may have been removed during the surgical procedure.

Estimated Duration of the Procedure: 2-4 hours.

Important features of the medicines to be used: During my stay in the hospital, I received information about the important features of the medicines to be used for diagnosis and treatment (what they are used for, their benefits, side effects, how to use them). 

Lifestyle Recommendations Critical to the Patient's Health: I received information about what I need to do for my lifestyle after my treatment/operation (diet, bathing, medication, mobility and/or restriction). 

How to Access Medical Assistance in the Same Subject When Necessary: I received information on how to access medical assistance (own physician, another physician, the clinic where he/she is being treated and, in case of emergency, 112) if necessary. 

Phone Numbers You Can Contact Us: Hospital Tel: 0 322 454 44 30

You can consult your physician for more detailed information about the procedures to be performed. 

Authorisation for the treatment of unpredictable conditions: I agree to the implementation of the above-mentioned intervention and other additional interventions that may be required as a medical necessity during the intervention. I will not take legal action due to complications that develop due to surgery, provided that they are not excluded from the acceptable complications specific to my disease and treatment mentioned above.
The patient must write in his/her own handwriting I HAVE READ, HAVE UNDERSTOOD,  ACCEPT.
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The part to be filled in by the physician after the patient's consent is completed:

   I confirm that the procedure described above, the risks, possible complications and expected results have been explained by me to the patient or his/her legal representative prior to the patient's or his/her authorisation.


Witness :


Name and surname: 





Relativeness to patient: 





Signature:





Patient or legally responsible person person:


Name and surname:





T.R. Identity no:





Protocol No: 





Signature:








Treating physician:


Seal-Signature	                   Date:____/____/____ Time: .....:…..


							








