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ABSTRACT

Introduction: Most patients lack the medical competency to grasp the optimal course of treatment for their health, thus doctors and nurses must
constantly assess whether patients can consent to tests and treatments. Patients who refuse to go to the hospital or who do not comprehend what
medical activity is beneficial to their health frequently require all health care personnel to make these kinds of decisions. Thus, every healthcare
provider must be aware of the risk that some of their choices may one day be criticised or reconsidered on the grounds that they neglected to offer
critical therapy to a person with limited capacity because they picked an unfavorable treatment route. Patients who have self-harmed refuse medical
treatment when it is detected, which is an increasingly concerning trend in today's culture. Consequently, it's vital that medical professionals in
tertiary care facilities across the country are well-versed in capacity and consent difficulties such as the above metropolises like Kolkata, Mumbai,
Chennai. Aim: To conduct research into emergency healthcare providers' awareness of ability and consent. Materials And Methods: Peerless
Hospital researchers interviewed 84 members of the emergency medical services from July to October using a cross-sectional questionnaire (4
months). The B.K. Roy Research Center and Peerless Hospital are both located in Kolkata, West Bengal, India. SPSS 24.0 and GraphPad Prism 5
were used to perform statistical analyses on the data imported into Microsoft Excel. Unpaired proportions were compared using Chi-square or
Fischer's exact tests, depending on whether statistical significance was required. Results: We found that association of Q1 vs. group was
statistically significant (p=0.0015). Association of Q2 vs. group was not statistically significant (p=0.2002). Association of Q3 vs. group was
statistically significant (p=0.0463). Conclusion: We came to the conclusion that the vast majority of emergency medical technicians lacked
statistically meaningful information.
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INTRODUCTION:

Most patients lack the medical competency to grasp the optimal course
of treatment for their health, thus doctors and nurses must constantly
assess whether patients can consent to tests and treatments. Patients
who refuse to go to the hospital or who do not comprehend what
medical activity is beneficial to their health frequently require all
health care personnel to make these kinds of decisions. Thus, every
healthcare provider must be aware of the risk that some of their choices
may one day be criticised or reconsidered on the grounds that they
neglected to offer critical therapy to a person with limited capacity
because they picked an unfavorable treatment route. Patients who have
self-harmed refuse medical treatment when it is detected, which is an
increasingly concerning trend in today's culture. Consequently, it's
vital that medical professionals in tertiary care facilities across the
country are well-versed in capacity and consent difficulties such as the
above metropolises like Kolkata, Mumbai,Chennai. Patients who self-
harm should be treated by medical professionals who are competent to
make decisions on the patient's competence and when therapy can be
delivered without the patient's agreement, according to National
Institute of Clinical Excellence guidelines. A three-stage evaluation
was used to define capacity in these and other recommendations made
by medical and legal organisations. Some medical groups' criteria
deviate slightly from the Mental Capacity Act test specified in Re C,
but these variances are minor. In spite of not being found negligent by
doctors who follow their recommendations, the National Institute of
Clinical Excellence and the British Medical Association followed a
widely accepted medical consensus in the Bolam v. Friern Hospital
Management Committee case despite not being found negligent.

AIM
To know emergency healthcare providers' awareness of ability and
consent.

MATERIALSAND METHODS:

Study Design

A cross-sectional questionnaire study with emergency health care
workers from multiple Indian tertiary care hospitals was 23 conducted
using an online survey monkey site and hand-to-hand inquiries.

Study Population: emergency health care workers

Sample Size

Data was obtained from all emergency health care providers who met
the inclusion criteria for this prospective study. The expected sample
size,. Be necessary for this investigation is computed using the
RAOSOFT sample size calculator with a confidence level of 95% and
ahuman error of 5%. The sample size required for this study is 84.

Statistical Analysis:

After entering the data into MS Excel SS, SPSS (version 24.0, SPSS
Inc., Chicago, IL) was used to perform the statistical analysis, and
Graph Pad Prism V5 was used to create the visual representations of
the results. The aggregated data was categorized as mean and standard
deviation in addition to being used as numerical variables (SD). The
statistical data are distributed according to the chi-squared
distribution, and then a Chi-squared test (2 test) is used to assess
whether or not the null hypothesis is valid. To determine if there is a
statistically significant difference between predicted frequencies and
all other observed frequencies in one or more categories under the
contingency table, we employ Pearson's chi-squared test. Only
because we're curious about how quickly the observable frequencies
shift in favour of the null hypothesis are we seriously considering this
strategy. Unpaired frequencies were compared using the Chi-squared
test or Fischer's exact test, if suitable. Contrasting frequencies was not
the same as using paired comparisons.

A 0.05 p-value was considered statistically significant in this
experiment.

RESULTS:

About 56 percent of healthcare workers were under 30, 20 percent
(23.8%) were in the 31-40 age range, and about 8 percent (8.1%) were
inthe 41-50 age range. About one percent (1.2%) were in the 51-60 age
range. Women accounted for 37% (44.0 percent) of healthcare
employees, while men accounted for 56% (56.0 percent). Ambulance
crew made up 4 percent of healthcare employees; doctors and EMTs
made up 26% of healthcare workers; nurses made up 30% of
healthcare workers. Six healthcare workers (71.1 percent) had a
doctor, twenty (23.8 percent) had a Jr. Doctor, and 58 (69.0 percent)
had others. BSC was held by 18 healthcare professionals (21.4
percent), while an emergency technician course was held by one
healthcare professional (1.2 percent). GNM was held by 10 (11.9%) of
the healthcare employees. Graduation was held by 3 (3.6%) of the
healthcare workers. Higher secondary education was held by 1 (1.2%)
of the healthcare workers. Twenty (23.8%) of the healthcare workers
held MBBS degrees. MBBS,MEM was held by 4 healthcare workers
(4.8%), MRCPMCEM,MRCS was held by 1 healthcare worker
(1.2%), MSC was held by 2 (2.4%), and a technician course was held
by 23 (27.2%) of the healthcare professionals.

We found that the physician can only acquire written agreement from
the patient or from the patient's spouse under the MCI definition, which
we found in our research. No one else has the authority to provide their
approval. Pre-test results showed that 41% of emergency medical
technicians were positive, while post-test results showed that 69% of
emergency medical technicians were positive. P=0.0122 indicated a
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statistically significant difference. Can a person over the age of 12 offer
their consent? In the pre-test, 36 emergency health workers (42.9
percent) had the correct response, and 47 emergency health workers
(56.0 percent) had the correct answer in the post-test. Statistically, this
change was insignificant (p=0.0896). In India, you must be at least 18
years old to provide your consent. Pre-test results showed that 37% of
emergency health workers tested positive, while post-test results
showed that 69% of emergency health workers tested positive. A
0.0010 significance level indicates that the difference was significant.
Is it possible to give emergency room patients medical care without
their consent? Emergency health workers got a perfect score on their
pretest (66.7 percent) and a perfect score on their posttest (75.0
percent). Statistically, this change was insignificant (p=0.2347). Is it
possible for a patient to revoke their consent at any point? Prior to the
test, 25% of emergency health workers (or 29.8%) had the correct
answer, while 53% of emergency health workers had the correct
answer after the test. A 0.0017-point difference was found between the
two groups.
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In our research, we discovered that in emergency situations requiring
blood transfusion, consent is essential. In the pre-test, 26.2% of
emergency health workers answered correctly, while in the post-test,
61.9% of emergency health workers answered correctly. There was a
statistically significant difference between the groups (p=0.0001). Is it
possible to treat a person who has been detained without their
permission? Before the exam, 27.3% of emergency health workers
knew the answer, and 67.9% of emergency health workers knew the
answer after the test, hence the test was a success. In terms of statistical
significance (p=0.0001), there was a difference between the groups. A
valid consent can be given by someone who is drunk. In the pre-test, 30
emergency health workers (35.7 percent) had the correct response, and
49 emergency health workers (58.3 percent) had the correct answer in
the post-test. p=0.0033) showed that this difference was significant. If
a procedure has the potential to cause infertility, both the husband and
the wife must agree to it. Prior to the test, 32% of emergency health
workers tested positive, and 75% of those workers tested positive
again after the test. This discrepancy was substantial statistically.
Medico-legal examinations to determine age, potency, virginity, and
other factors should always be accompanied by a written consent from
the person being examined. An emergency health professional had a
correct answer in 31% of pre-test questions, and a correct answer in
73% of post-test questions in an emergency health worker. There was a
statistically significant difference between the two groups. (p=0.0001)

Consent, according to our findings, consists of two elements:
disclosure and capability. 17 emergency health professionals (20.2
percent) tested positive before the test, while 42 emergency health
workers (50.0 percent) tested positive after the test. There was a
statistically significant difference between the groups (p=0.0001). The
phrase "disclosure" refers to the practitioner sharing critical
information with the patient. Before the test was conducted, 18
emergency health workers (21.4%) tested positive, and 63 emergency
health workers (75.0%) tested positive after the test was administered.
The ability of an individual to make a decision without being affected
by others is referred to as willingness to participate. Thirty emergency
medical personnel (35.7%) tested positive before the test, and 63
(75.0%) tested positive thereafter. There was a statistically significant
difference between the two groups (p=0.0001).

Does a competent patient, as established in our study, have the legal
and moral right to refuse treatment even in life-threatening situations?
On the pre-test, emergency medical personnel answered 39.3 percent
of the questions correctly, and on the post-test, they answered 75
percent of the questions correctly. The terms of an express
authorization are those that are stated explicitly and without ambiguity.
43 emergency health employees (51.2%) were positive before the test,
while 66 emergency health workers (78.6%) were positive after the
test. There was a statistically significant difference between the groups
(p=0.0002). Before starting with a therapy that poses a risk, causes
discomfort, or impairs a bodily function, obtain express consent. Pre-
test results revealed that 36% of emergency medical personnel were
positive, but post-test results revealed that 81 percent of emergency
medical personnel were positive. The difference between the groups
was statistically significant (p=0.0001).

According to our data, in Q1, 5 doctors (83.3%) had the correct
response, 6 junior doctors (30.0%) had the correct response, and 10
other healthcare workers (17.2%) had the correct response. The
relationship between Q1 and three separate groups was statistically
significant (p=0.0015).

In Q2, there were 4 doctors (66.7 percent) who got the right answer, 8
junior doctors (40.0 percent), and 18 other healthcare workers (31.0
percent) who got it right. Q2 was not linked to any of the three groups,
according to the evidence.

In Q3, there were four accurate answers for junior doctors, six correct
answers for other healthcare workers, and twelve correct answers for
other healthcare employees.

Only 42.3% of questions were answered correctly by doctors in Q1,
while only 17.2% were answered correctly by other healthcare
workers. There was a statistically significant connection between Q1
and both groups (p=0.0141). Q2 saw 12 doctors (46.2 percent) and 18
other healthcare professionals get the answer right (31.0 percent ). Q2
had no statistically significant relationship with either group
(p=0.1812). In Q3, ten doctors (38.5%) and 12 other healthcare
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workers (20.7%) received the correct response. Q3 had a statistically
significant relationship with both groups (p=0.0467).

CONCLUSION

Healthcare providers in the event of an emergency have a limited
understanding of how to determine a patient's ability and treat them
accordingly. In comparison to other healthcare professionals, doctors
are more effective, yet senior doctors are more concerned than Jr.
Doctors and EMOs. We discovered a statistically significant
knowledge gap among emergency medical technicians

LIMITATIONS OF THE STUDY

Despite my best efforts, there are gaps in my research.
The following are some of this study's flaws:

1. The study has been done in a single centre.
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