PATIENT CONSENT FOR OPERATIVE TREATMENT AND OTHER PROCEDURES





Name:________________________________________ Date: _________ Time:_____a.m./p.m.





1.	I am fully aware of the serious or unstable condition of my spine and hereby authorize Dr. Edward P. Southern and/or such assistants as may be selected and supervised by him to perform a spinal fusion utilizing an internal fixation device, specifically: _________________________________________________________________________, for fixation and stabilization of my spine.  If the procedure requires bone graft, one or more options may be selected, including autogra�ft (the patient's own bone), allograft (banked bone) or synthetic substitutes thereof. Although some spinal implants are not yet approved by the FDA, Dr. Southern feels that these implants are necessary in order to stabilize the spine using the most advanced state�of�the�-art techniques available.





2.	Dr. Southern and staff have discussed with me the items of information that are briefly summarized below:





(a)	the nature and purpose of the proposed procedure(s).





(b)	the risks and possible complications of the proposed procedure(s), including the risk that such treatment may not accomplish the desired objective(s). Such risks may also include complications, including, but are not limited to:





�
Anemia (secondary to blood loss)


Dural leaks


Non�union of fusion


Failure of internal fixation devices


Infection


Arachnoiditis (nerve root scarring)


Loss of bowel or bladder control Paralysis


Sensory loss


Stroke or optic nerve/retinal ischemia


Retrograde ejaculations


Urologic or vascular Injury


Pneumonia or respiratory insufficiency


Phlebitis	


Embolism


Death�
	


the possible, or likely, consequences of the proposed procedure, including the fact that at some future time the internal fixation device or devices named above may have to be removed surgically.





(d)	all feasible alternative treatments (including the risks, consequences and probable effectiveness of each) possibly including, but not limited to:





Doing nothing


Conservative therapy with drugs and exercise 


Decompression alone


Decompression with instrumentation and fusion


Anterior procedures with or without instrumentation


Combined anterior and posterior procedures





�
(e)	The use of metallic surgical implants provides the surgeon a means of predictable bone fixation and generally aids in the management of reconstruc�tive spinal surgery. However, these implants are not intended to replace normal body structures or bear the weight of the body in the presence of an incomplete bony fusion. No partial weight-bearing or full weight-bearing device can be expected to withstand the unsupported stresses of full weight bearing until full bony union is achieved.  The patient should employ adequate external support and restrict physical activity, which may unduly stress the implant or allow bony movement and delay healing.   Failure to immobilize may result in a delayed union, or non�union, of the bony fusion and will result in excessive and repeated stresses which are trans�mitted by the body to any temporary internal fixation device prior to healing.  Due to normal metal fatigue, these can cause eventual bending or breakage of the device.  Therefore, it is important that immobilization be maintained until firm bony union is established and confirmed by clinical and radiographic examination.





3.	I am aware that in addition to the risks specifically described in the items above, there are risks that attend the performance of any surgical procedure. I am also aware that the practice of medicine and surgery is not an exact science, and I acknowledge that no guarantees have been made to me concerning the results of the proposed treatment.





4.	I have had sufficient opportunity to discuss my condition and treatment with the doctor and his associates, and all of my questions have been answered regarding the proposed treatment.





5.	I consent to the performance of operations and procedures in addition to, or different from, those now contemplated and described herein, that the named doctor and his associates may deem necessary or advisable during the course of presently yet unforeseen conditions.





6.	I impose no specific limitations or prohibitions regarding treatment other than those that follow:   (If not, so state:______________________________________________________)





7.	I consent to the administration of anesthesia by, or under the direction and supervision of Dr. Southern’s affiliated institutions’ anesthesiologists and to spinal or cranial evoked potential neurological monitoring.





8.	I hereby authorize Dr. Edward P. Southern and his affiliated health services organizations to preserve for scientific or teaching purposes, for use in the treatment of other living persons, or to dispose of any tissues or body parts removed as a necessary part of my (the patient's) care.





I have been advised that Dr. Southern has an academic interest at teaching institutions and, therefore, consent to visiting surgeons, television or photography and to the collection of data for scientific presentation, research or publication.





___________________________________	 	 __________________________________


(Signature of Patient) 							(Signature of witness)


If patient is incompetent to give consent because of condition or age, complete the following: 


Patient is a minor_____ years of age or is unable to give consent because of:





__________________________________________________________________________
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