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Introduction 

Consent in medicine is not merely a procedural 

formality that precedes treatment or surgery. Rather, it 

is an affirmation of respect for human dignity, bodily 

integrity, and patient autonomy. It acknowledges the 

individual’s right to self-determination and establishes 

the foundation for a trust-based doctor–patient 

relationship. Within the Indian context, however, the 

process of obtaining consent is complicated by wide 

variations in literacy levels, deeply rooted cultural 

norms, strong family involvement in decision-making, 

and limited awareness of individual rights (1,2). These 

contextual realities necessitate a careful balance of 

ethical principles, clinical realities, and legal 

mandates in the process of securing informed consent 

in India. 

In obstetrics and gynaecology, the centrality of 

consent is heightened by the intimate nature of 

examinations and the long-term implications of many 

procedures. Decisions about caesarean delivery, 

hysterectomy, abortion, or sterilization may not only  

 

 

impact the woman’s immediate health but also affect 

her fertility, marital relationships, and future 

reproductive opportunities. Consequently, the process 

of consent in this specialty extends beyond routine 

disclosure of medical risks to include sensitive 

discussions about sexuality, reproductive choice, and 

social implications. 

Despite its ethical significance, medical education in 

India has historically prioritized technical proficiency 

over communication and affective skills. This 

imbalance has led many practitioners to regard consent 

primarily as a legal safeguard rather than as an 

interactive and ongoing dialogue with patients.  
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Consent is universally regarded as the cornerstone of ethical, legal, and professional medical practice. 
Within the discipline of obstetrics and gynaecology (OBGYN), where interventions frequently involve 
intimate examinations, reproductive decision-making, and surgical procedures that may permanently alter 
fertility and bodily integrity, the principles of informed consent assume even greater significance. In such 
contexts, consent not only fulfils a legal requirement but also ensures the preservation of patient dignity, 
trust, and autonomy.  

This article reviews the conceptual and ethical foundations of consent, explores the Indian legal framework 
governing consent, discusses its different forms and essential components, and examines documentation 
standards with a particular emphasis on obstetric and gynaecological care. It further considers special 
clinical situations such as sterilization, caesarean section, hysterectomy, and abortion, as well as issues 
pertaining to sexual and reproductive health services. By discussing relevant legal statutes, judicial 
pronouncements, and international ethical guidelines, the article highlights the challenges faced by 
clinicians and proposes strategies to enhance patient-centred consent practices in India. 
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Obtaining consent is a process and not just an event. 

The Concept of Consent: Legal and Ethical 

Dimensions 

The Indian Contract Act of 1872 defines consent as the 

agreement of two or more persons upon the same thing 

in the same sense (4). In medicine, this definition 

translates into informed consent, whereby the patient 

voluntarily agrees to a proposed medical intervention 

after comprehending its nature, benefits, risks, and 

available alternatives. 

From an ethical perspective, consent reflects the 

principle of autonomy as articulated in Beauchamp and 

Childress’ framework of biomedical ethics (5). It is 

intrinsically linked to beneficence, which obliges 

clinicians to act in the patient’s best interests, and to 

non-maleficence, which requires avoidance of harm. 

Consent also has a protective role for physicians, 

shielding them from allegations of assault, battery, or 

negligence when appropriately obtained. 

Globally, the concept of consent has evolved from a 

paternalistic model, where physicians were considered 

the primary decision-makers, to a more nuanced process 

of shared decision-making. In this modern framework, 

the clinician not only discloses relevant information but 

also engages with the patient in deliberation, respects the 

patient’s values and cultural background, and supports 

decisions that align with her preferences and life 

circumstances. 

 

Fig. 1: Importance of consent in medical practice 

Types of Consent in Obstetrics and Gynaecology 

Consent in medical practice can be classified into 

implied, expressed, including increasingly documented 

forms, such as written and video consent.  

Implied consent applies in routine, non-invasive 

procedures, for example, when a patient extends her 

arm for blood pressure measurement. However, this 

form of consent has a limited scope and cannot be 

extended to intimate or invasive examinations. 

Expressed consent is necessary for all procedures that 

involve the genital, pelvic, or breast region, as well as 

for invasive interventions such as surgeries, abortions, 

and sterilizations. Expressed consent may be oral, 

written, or video-recorded. Oral consent is generally 

considered sufficient for minor, low-risk procedures 

such as injections and dressings. Written consent is 

mandatory for high-risk or irreversible procedures such 

as caesarean section, hysterectomy, or sterilization, and 

provides tangible documentary evidence of the 

patient’s agreement. In recent years, video consent has 

been encouraged in high-stakes interventions, 

particularly in sterilization camps or clinical trials, as it 

provides clear proof of disclosure, patient 

understanding, and voluntariness. 

Equally important is the concept of informed refusal, 

whereby a patient declines a recommended treatment 

despite having been informed of its potential benefits 

and risks. Such refusal must be meticulously 

documented, as it demonstrates respect for the patient’s 

autonomy and also protects the physician from future 

legal disputes. For example, if a woman refuses a blood 

transfusion due to religious beliefs, or declines a 

caesarean section despite medical advice, her decision 

must be clearly recorded along with the counselling 

provided. 

Essential Elements of Valid Consent 

For consent to be considered legally and ethically valid, 

it must meet four essential criteria: 

• Disclosure must be adequate and 

comprehensible, covering the diagnosis, 

treatment plan, risks, benefits, alternatives, and 

consequences of refusal. This information 

should be conveyed in simple, non-technical 

language and in the patient’s preferred language, 

taking into account literacy levels and cultural 

sensitivities. 

• The patient must have the capacity to 

comprehend the information and make a 

rational decision. Special safeguards are 

required for vulnerable groups such as minors, 

women experiencing psychological distress 

during labour, or those with mental illness. 
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• The element of voluntariness is fundamental. 

Consent must be given freely, without coercion, 

intimidation, or undue influence. In India, where 

family members often exert considerable 

influence over medical decisions, clinicians 

must prioritise the woman’s autonomy above 

external pressures. 

• Documentation is critical. Valid consent 

requires not just the patient’s signature but also 

the recording of names, dates, and times 

(SNDT). Consent must be procedure-specific; 

blanket or omnibus consent forms are legally 

invalid. Ideally, a neutral witness, such as a 

nurse, should also attest to the process to prevent 

allegations of coercion. 

 Documentation Standards 

Robust documentation of consent is essential, both for 

ethical compliance and for medico-legal protection. 

Consent forms should be bilingual or written in regional 

languages, avoiding medical jargon and providing 

simple explanations. Pre-prepared information sheets 

for common procedures, including details of risks, 

alternatives, and costs, are valuable tools in enhancing 

patient understanding. 

The process of obtaining consent should include 

verification of patient comprehension, often achieved 

through open-ended questions or patient “teach-back.” 

Witness signatures help establish voluntariness, and 

records must be stored securely to ensure 

confidentiality. In emergencies, when obtaining written 

consent may be impossible, treatment may proceed 

under the doctrine of implied consent, and it will be 

presumed that the law has given consent. However, the 

rationale for such action must be documented in detail. 

Special Clinical Scenarios 

Sterilization, as a permanent contraceptive method, 

demands particularly stringent standards of disclosure 

and voluntariness. The Supreme Court in Devika Biswas 

v. Union of India (2016) condemned coercive 

sterilization practices in mass camps and underscored 

the principle of informed choice (6). For minors or 

women with intellectual disability, guardian consent 

alone may not suffice; court approval may be necessary. 

In a caesarean section, written consent is obligatory 

in elective procedures. In emergencies, however, 

where delay may threaten maternal or fetal life, 

implied consent under the doctrine of necessity may 

apply, though detailed documentation is essential. 

Women must be counselled on the risks of surgery, 

implications for future pregnancies, and alternatives to 

surgical delivery. 

Hysterectomy carries profound physical, hormonal, 

and psychological consequences. Reports of 

unnecessary hysterectomies in India, particularly 

among young rural women, prompted judicial scrutiny. 

The Supreme Court directed that hysterectomies in 

public hospitals be medically justified and audited to 

prevent misuse (7). 

Abortion is governed by the Medical Termination of 

Pregnancy Act (1971, amended in 2021), which 

expanded access and confidentiality protections (8). The 

woman’s consent alone is sufficient, with guardian 

consent required only for minors or women with 

mental illness. Courts have permitted abortions beyond 

statutory gestational limits in cases involving rape or 

severe fetal anomalies, as seen in the X v. Union of 

India series of cases (9). Confidentiality of patient 

identity is strictly mandated under both the MTP Act 

and the Indian Penal Code. 

Consent in Sexual and Reproductive Health 

Services 

In sexual and reproductive health, informed consent is 

central to the provision of services such as 

contraception, HIV testing, and abortion. The informed 

consent of an adult woman is sufficient for 

contraceptive services, and spousal consent is not 

legally mandated, although it may be encouraged for 

mutual understanding and prevention of marital 

discord. The HIV/AIDS (Prevention and Control) Act 

of 2017 requires written consent and mandatory 

counselling before testing, while also safeguarding 

confidentiality (10). The POCSO Act of 2012 sets the 

age of consent at 18 years, thereby classifying all 

sexual activity below this age as statutory rape, 

irrespective of consent (11). This creates significant 

dilemmas for clinicians providing reproductive health 

services to adolescents, as they must balance 

mandatory reporting requirements with their ethical 

duty to care. In A (Mother of X) v. State of Maharashtra 

(2024), the Bombay High Court emphasised that even 

when guardian consent is legally required for abortion, 

the minor’s own views must be given due weight, 

reaffirming the importance of autonomy (12). 

  Challenges in the Indian Context 

 The challenge in India lies in ensuring sexual     

autonomy while balancing legal frameworks designed 
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for protection. For medical practitioners, knowing 

where the boundaries lie and documenting consent 

properly is both a legal shield and a moral obligation. 

 

Table 1: Consent in various procedures and situations 

 

Procedure / Context 
Minimum consent 

form 

Who must 

consent 
Extra notes 

Routine, non‑invasive 

examination (e.g., BP, 

auscultation) 

Implied Adult patient 

(≥18, capacitated) 

Limit to routine, non‑invasive acts; 

intimate/invasive exams need express 

consent. 

Intimate examination 

(breast, pelvic, 

per‑rectal, genital) 

Express (oral → 

preferably written) 

Adult patient; for 

minors/mentally 

ill: guardian + 

patient’s assent 

Take separate, specific consent for each 

step; document chaperone presence.  

HIV testing Written informed 

consent (with pre- 

& post‑test 

counselling) 

Adult patient; 

minor's guardian 

Confidentiality is statutorily protected; 

disclosure is only as permitted by law. 

Other STI / HPV testing Written (best 

practice) 

As above For adolescents, balance care with 

POCSO S. 19 mandatory reporting. 

MTP ≤ 20 weeks Written (Form C) Adult woman 

herself 

Opinion of one RMP is sufficient. 

Confidentiality protected under S. 5A. 

MTP 20–24 weeks 

(Rule 3B categories) 

Written (Form C) As above Needs opinion of two RMPs. Categories: 

minors, rape survivors, disability ≥40%, 

mental illness, change in marital status, 

humanitarian/disaster, etc. 

MTP >24 weeks 

(substantial foetal 

abnormality) 

Written (Form C) + 

Medical Board 

approval 

As above SC in A (Mother of X) v. State of 

Maharashtra (2024) calls narrowness of 

S. 3(2B) “arguably suspect”; courts may 

still grant relief on constitutional 

grounds. 

Minor seeking / refusing 

MTP 

Written (Form C by 

guardian) + 

document the 

minor’s own view 

Guardian 

formally; minor’s 

view is an 

important factor 

POCSO S. 19 report mandatory; per X v. 

Principal Secretary (2022), identity may 

be anonymised to protect confidentiality. 

Female / male 

sterilisation 

Written Only the person 

undergoing 

sterilisation 

Spousal consent is not legally required 

(encourage discussion, not mandate). 

Use AV consent in camps as per FP 

guidance. 

LARC(e.g., Copper‑T, 

implants) 

Written Woman herself Document counselling on side effects, 

reversibility, and alternatives. 

Telemedicine consult 

(video) 

Implied if patient 

initiates; explicit 

(text/email/video) 

if doctor initiates 

Patient Record consent in EMR/chat log; for 

high‑risk SRH advice, follow up with 

written consent when feasible. 

Audio‑visual (video) 

consent (high‑stakes 

procedures, trials, 

sterilisation camps) 

AV recording + 

Written 

Patient/guardian 

(as applicable) 

Capture identity verification, disclosure, 

Q&A, explicit agreement; encrypt & 

retain per policy. 

Clinical trials (SRH 

drugs/devices, 

vulnerable populations) 

Written + 

Audio‑Visual (for 

vulnerable) 

Participant / LAR EC approval mandatory; ongoing 

re‑consent for protocol changes; 

stringent data privacy. 
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Recommendations for Practice 

To strengthen consent practices in obstetrics and 

gynaecology, several measures are necessary. 

Communication and ethics modules must be 

incorporated into undergraduate and postgraduate 

curricula to equip clinicians with the skills to obtain 

meaningful consent. Hospitals should adopt 

standardized bilingual consent forms, supplemented by 

patient information leaflets tailored to local languages 

and literacy levels. The use of video consent should be 

encouraged in high-risk or irreversible procedures such 

as sterilization. Regular medico-legal audits and 

workshops can improve compliance and reduce the risk 

of litigation. Above all, clinicians must adopt a patient-

centred approach, prioritising the woman’s autonomy 

over spousal or familial influence, and advocating for 

legal reforms that balance mandatory reporting 

obligations with adolescents’ rights to safe reproductive 

healthcare. 

Conclusion 

Consent in obstetrics and gynaecology extends beyond 

the boundaries of legal formality and enters the realm of 

ethical responsibility and patient empowerment. It is a 

dynamic process of dialogue, understanding, and respect 

for women’s autonomy. In the Indian context, where 

sociocultural and systemic barriers complicate decision-

making, clinicians bear a heightened responsibility to 

ensure that consent is informed, voluntary, and 

comprehensively documented. The medico-legal 

framework, reinforced by constitutional jurisprudence 

and judicial oversight, situates consent at the heart of 

reproductive rights and clinical ethics. By embracing 

transparent, culturally sensitive, and patient-centred 

consent practices, healthcare providers can uphold 

ethical standards, strengthen trust, and safeguard 

themselves against litigation while promoting women’s 

health and dignity. 
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