
THIBODAUX ENDOSCOPY CENTER 
INFORMED CONSENT FOR GASTROINTESTINAL ENDOSCOPY 

 
Brief Description of Endoscopic Procedures  
Gastrointestinal endoscopy is the direct visualization of the digestive tract with a flexible, lighted endoscope. It is usually done under 
sedation. During your procedure, the lining of the digestive tract will be thoroughly inspected and possibly photographed. If an 
abnormality is seen or suspected, a small portion of the tissue (biopsy) may be removed. Small growths (polyps), if seen, may also be 
removed. These specimens are sent to pathology to determine if abnormal cells are present.  
 
I hereby authorize: ( ) Dr. Charles J. Monier, Jr. ( ) Dr. Stephen Duplechain  ( ) Dr. Justin Toups 
 and any associates / assistants (including the CRNA) the doctor deems appropriate, to perform upon me the following:  
 
( ) EGD (ESOPHAGOGASTRODUODENOSCOPY) - Examination of esophagus, stomach, and duodenum to look for ulcers, tumors, 
infections, inflammation, bleeding. Biopsy, polyp removal, stretching of a stricture, or coagulation by heat may be necessary.  
 
( ) DILATION - Stretching or dilation of a narrowed area or stricture using a dilating tube or balloon.  
 
( ) COLONOSCOPY - Examination of all or a portion of the colon or large intestine to look for bleeding, inflammation, polyps, or 
tumors. Biopsy, polyp removal, or coagulation by heat may be necessary.  
 
( ) FLEXIBLE SIGMOIDOSCOPY - Examination of the anus, rectum and lower colon usually to a depth of less than 60 cm (25 inches). 
Biopsies may be taken. Sedation is normally not given. The exam is stopped if and when discomfort occurs.  
 
Which has been recommended to diagnosis and/or treat my condition: ___________________________________________. 
  
I also authorize the following recommended anesthesia:  
 
( ) MONITORED ANESTHESIA CARE (MAC) - Administration of IV medications by a CRNA under your doctor’s supervision to achieve a 
state of relaxation sufficient to improve tolerance for the procedure but not intended to result in significant depression of breathing 
or total inability to respond.  
 
( ) NONE  
 
Principal Risks and Complications of Gastrointestinal Endoscopy and Anesthesia Services  
Gastrointestinal endoscopy is a very low risk procedure. However, all the complications listed below are possible. Your doctor will 
discuss their frequency with you, if you desire. YOU MUST ASK YOUR DOCTOR IF YOU HAVE ANY UNANSWERED QUESTIONS 
ABOUT YOUR PROCEDURE.  
 
1. BLEEDING: Bleeding, if it occurs, is usually a complication of biopsy, polypectomy or dilation. Management of this complication 
may consist only of careful observation. Blood transfusions and surgery are rarely needed.  
 
2. PERFORATION: Passage of the endoscope may result in an injury or tear to the gastrointestinal tract wall or an internal organ such 
as the spleen, with possible leakage of gastrointestinal contents into the body cavity. If this occurs, surgery is usually required.  
 
3. MEDICATION PHLEBITIS: Medications used for sedation may irritate the vein in which they are injected. This may cause a red, 
painful swelling of the vein and surrounding tissue. The area could become infected. Discomfort in the area may persist for several 
weeks to several months.  
 
4. ANESTHESIA RISKS: No guarantee can been made that sedation will completely eliminate awareness, anxiety, or discomfort. 
Complications from anesthesia are uncommon, but may occur. Risks include, but are not limited to allergic or adverse drug 
reactions, respiratory depression, hypoxia (low blood oxygen), low blood pressure, nausea, vomiting, arrhythmias (irregular 
heartbeat), and injuries to the vein. There is a remote possibility of death as a complication of anesthesia.  
 
4. OTHER RISKS: These include complications from other diseases you may already have, damage to teeth or dental work and 
nose/throat pain. Although endoscopy is an extremely effective means of examining the gastrointestinal tract, it is not 100% 
accurate in diagnosis. Rarely, a failure of diagnosis or a mis-diagnosis may result. Serious or fatal complications from endoscopy are 
extremely rare. You must inform your physician of all your allergic tendencies and medical problems.  
 



Alternatives to Gastrointestinal Endoscopy  
Other diagnostic or therapeutic procedures, such as medication treatment, x-ray, and surgery may be available. Another option is to 
choose no diagnostic exam and/or treatment.  
 
Informed Consent  
I have had the opportunity to fully discuss my (the patient’s) condition and proposed treatment with the doctor including the 
benefits and risks of the procedure, the likelihood of the occurrence of such risks, the prospect of success, the risk of failing to 
undergo the proposed treatment, and the availability of alternative methods of treatment and the risks of the alternatives. I 
understand there is no certainty that I will achieve these benefits and no guarantee has been made to me regarding the outcome of 
the procedure(s).  
 
I have been given the opportunity to ask questions, and all questions I had regarding gastrointestinal endoscopy and IV sedation that 
apply to my clinical circumstances have been answered to my satisfaction.. All blanks in this form were filled prior to my signature.  
 
I authorize the administration of IV sedation as may be deemed advisable or necessary for my comfort, well being, and safety and 
understand the risks involved. I authorize the certified registered nurse anesthetists (CRNAs) of Thibodaux Regional Medical Center 
to perform Monitored Anesthesia Care (MAC), and any other anesthetics as may be deemed advisable as a part of my procedure, 
under the supervision my physician. If sedation is used, I agree not to drive, operate machinery, make critical decisions, sign legal 
documents, or consume alcohol for 12 hours following my procedure.  
 
I understand that unforeseen conditions may be revealed during my procedure that may necessitate change or extension of the 
original procedure(s) or a different procedure(s) than those already explained to me. I therefore authorize and request that the 
above-named physician and CRNA on duty to perform such procedure(s) as necessary and desirable in the exercise of his/her 
professional judgment.  
 
I am aware that in the event of a life-threatening emergency, the physicians and staff will perform any necessary emergency 
procedures and transfer me to an acute care facility.  
 
I consent to the taking and publishing of any photographs made during my procedure for the purpose of treatment and medical 
education. Confidentiality will be maintained.  
 
I consent to the disposal of any tissue that may be removed.  
 
With my discussions and the understanding of this form, I certify that I have adequate knowledge upon while to base an informed 
consent.  
 
Patient Name: _________________________________________ Date: _________________  Time:______________________ 
 
Signature of Patient or Legal Representative: __________________________________________________________________  
 
Relationship of Legal Representative: ________________________________________________________________________  
 
CERTIFICATION OF WITNESS: I attest that the Patient/Authorized Individual has read the forms or had it read to him/her, expresses 
understanding of the form, and that all of his/her questions have been answered.  
 
Signature of Witness: _____________________________________ Date: _________________  
 
CERTIFICATION OF PHYSICIAN  
I hereby certify that I have discussed and explained the facts, risks, and the risks associated with the alternatives of the procedure(s) 
described in this Consent form with the individual granting consent.  
 
Signature of Physician: _____________________________________ Date: _________________  


