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Introduction

Informed consent to treatment is the cornerstone of
modern medicine. In American medical practice, the
criteria for legally and ethically sound informed
consent including capacity to consent, voluntariness,
and information disclosure. Capacity is a clinical
determination of a patient’s decision making skills
and requires the ability to express a choice,
understanding, appreciation, and reasoning’. Mental
health disorders, substance abuse, and traumatic
brain injury as well as socioeconomic variables affect
capacity to consent. Because the homeless
population experiences disproportionally high rates
of such disorders, they may be at greater risk to lack
capacity to consent. This study was designed to
examine the informed consent practices of
healthcare practitioners in the primary care setting of
clinics that have received the federal Healthcare for
the Homeless grant.

Methods

Study Population: Healthcare professionals were
identified through the National Health Care for the
Homeless Council Grantee Directory as grantees of
the federal Health Care for the Homeless Program
Section 330(h) of the Public Health Services Act. Of
185 clinics identified by this directory, 114 clinics
were selected for recruitment.

Survey Design: Two surveys were composed. Survey
1, completed by the medical director, consisted of
predominantly multiple choice questions regarding
patient and employee demographics. Survey 2 was
completed by health care professionals responsible
for obtaining informed consent for treatment from
patients and gathered data on the informed consent
practices of that practitioner.

Data Collection and Analysis: Three anonymous
surveys (one copy of Survey 1 and two copies of
Survey 2) were mailed to each clinic. Of the 342
surveys sent out, 22 surveys were returned. No
statistical analysis was performed because of the low
response rate.
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Provider Consent Practices
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Capacity

Capacity

Reler to Specialist 1o Evaluate Capacity| 50 50 [ o o
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Hed 1o Patient to Convince to Follaw
Prescribed Treatment

Treated Patient Without Informing Patient| 100 o 0 o o
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widespread use of written an =
interview questions and techniques varied widely amangst the providers and may
veflect variations in chinical training, patient populatios
25% of providers utilized a dlinical interview 10 eval
basis &

verbal instructions and the MIASE The use of o

and time constraints, Only
te capaity to consent on a daily
% never utlized a clinical interview.. However, 91.67% wsed a Mini

Mental State Exam (MMSE) with 50% using this teol on a least a weekly basis, despite
wvidence that the MMSE 15 a poor tool to evaliiate capacity.
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Vignette

n wha frequents your c|

i She has no msurance and is

living on the street. she has a boyfriend but no other family in the area. She isa
heavy drinker but denies. other diig use. The reason for every visit 1o the dinic is to

follow her pregnancy. You have conducted m

vous pregnancy tests and have

determined that she is not pregnant. However, yau have naticed abdominal
dhstension and increased abdominal girth. Because she believes that you doubt her

pregnancy, she vll mot let you complete an abdominal or pelvic exam
Respoinies: 6/6 Responses

..

‘folloving
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providers completing Survey 2. Each vignette presented a stuation

Biscussion about why she thinks she's pregnant, what fle pregnancy means to her
Use a doppler 1 demonstrate absence of heart tones_Inform her of altemative
explorations, possible risk of iver disease, etc. Leverage her desires for pregnancy
toget her to stop- drink. Close follow up. Engage psych and social work as patient
persists. Warm hand offs.
Explain that medical problem may be interfering c ability to become pregnant. thus
needs testing. Offer subst abuse referral
flot applicable, Phi
Have pt evaluated by volnteer psychologist for mental iliness or dementia. Check
Uhcg, CMP and order an abdominal Us.
Refer her 1o psychiatrist
If1could canvinee hor that | was possibly Wwreng in my assimption and needed to
perfomm abdo/peluic exam as part of further westigation, then could proceed with
P'NPJM'M. Otherwise might order further lab o LIS inder pretense of
the pregnancy.

Four dinieal vignettes were randomly distibuted to healthcare

in wehich capacity

to consent may be lacking amd e provider was asked what each would do in that

situation. Data is unedited
responders and demonstrated a variety of approaches 1o the que
demonstrates. how free text eva
real insight into actual practices
atetne answer They may fear adimil
fear aftegal ramifications, despite the
reflect aspirational goals, how dlinicians
also truly believe that these are

for content, grammar, or style. This vignette had six

This
jon of Informed consent ssues may nat provide
s to provide the “best™ answer, rather than
g inadequate informed consent practices for
nonymity of the survey. These answers may
hed that they practiced. Providers may
it the practices they utilize when faced with

these situations, though actial practices may be different than their perceptions. It
must be considered that these practices are absolutely what they practice but cannat
b verified in this format
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Compiled patient ic data fram Survey 1 and Survey 2
compared to national data on homelessness demographics obtained from
Conference of Mayors in 2005 and the 2009 Homelessiess Assessment Report?. This
study correlates clasely with national data s the typical” homeless patient seen is male,
adult age 18-64, Caucastan, achieving no higher than a high school education, iving in a
shelter and unemployed vithout seeking employment. A significant exception is ethnicity.
The 2009 Anmual Homeless Assessment Report found that 62% af homeless persons in
the Uinited States belonged to an ethnic minority, with African American race being the
st common. Hovwever, this study found that on average 50.2% of patients were
identified as White/Caucasian. Patients utiizing shelters as primary housing are also
averrepresented in this sample. Kates of mental health tisorders and substance abiise
weere consistent with national data. Despite the evidence for significant prevalence of
aumatic brain injury in the homeless populatien, healtheare providers responsble for
informed cansent in this study found that 6.25% of their patients on average had a
traumatic brain injury or reported head injury.

[1f patient refuses what do you do?

1 e patient has also mental problems {will efer bim for mental health evaluation.
Otherwise | will encourage him 1o have a 220 opinion. But this has not happened 1o me
with hemeless patients in general they accept my recommendations but compliance
welthit i another issie

Request the pt secure 3 2% opinion if not able to convince myself

Try to explain the damaging effects on body over the long term of not weating. Try to

going.
Acknowledge their choice, but be clear they know cansequences of choosing to refuse
treatiment, review alternatives and leave door open 10 review the issue if change their
mind

L faduise them that this is azainst my advice but that the decision is ultimately up to the

v
Valuntary treatment. Might question reasons for thisr concern
Counsel risks and benefits, ask for reason of refusal, and try (o address obstacles

;lfyou determine patient lacks capa capacity to consent, what obstacles

‘du you face when seeking legal determination of incompetence?
Ihave not thad Wi situation yet

\- We da not seek legal determination. Attempt to get social services ar APS to intervene

* Secure administrative assistance and thus not an obstacle

.2

Ifhave presented with family, advise them about issue re: medical power of attomey,

et/ guardianship

dirde. The dhinic fias a laveyer who can resolve these (ssies

Consult mental health professionals deemed necessary 1o deteming

competence/involuntary stats

. Unsure

+ Mo time, unsure of process. Undear about vahe added

Perceived Obstacles to Informed Consent by Providers: Unanalyzed qualitative data
€42 Data s unedited for content, grammar,or
pants responded o each question
When faced wiath patient refusing weatment, respondents frequently gave “best
practices” answers and may not reflect e practices. Answers damonstrate Hiat
vesponders do not see a veason for a legal determination of incompetence or do not see
any bariers to obtaining the legal ruling
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Conclusions

1. This study correlates strongly with current
literature that recognizes high rates of substance
abuse, mental health disorders, and other risk
factors for cognitive deficits. Recognizing these
risk factors is necessary for clinicians when
considering informed consent practices and
capacity to consent.

2. Due to the extremely poor response rate, no data
of statistical significance was found and the study
must be handled as a pilot study.

|3. Itisunclear if the responding clinics and
healthcare providers represent the clinics with
best-practices, worst-practices, or are a
representative sampling of clinics

4. Every clinician has room for improvement and

current informed consent practices are not yet
ideal

Future Directions

* Response rates may be increased by online secure
surveys, offering incentives to participants, and
reducing the length and complexity of the survey
tools.

|* It would be interesting to examine correlations
between clinic size, clinic demographics (including
funding sources, employment characteristics),
patient demographics, and provider demographics
with informed consent practices and concerns.

* Future research could also use this data and
compare with similar data from providers seeing
homed patients to see if informed consent practices
are different between the two populations.

= Research into informed consent practices that
yields accurate data may be impossible to perform.

| All study methods are significantly flawed. This
leaves us with an empirical agnosticism: the answers
to pressing questions may simply not be knowable.
We are currently planning future research into the
ability to research such ethical questions.
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