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Summary
BACKGROUND: Hospitals in Switzerland accumulate
substantial clinical data with enormous potential for med-
ical research. The General Consent concept allows pa-
tients to contribute their health-related data and biological
samples for future research projects. However, General
Consent is a complex, multi-disciplinary concept influ-
enced by ethical and legal considerations. At the Univer-
sity Hospital Zurich, Switzerland, General Consent status
(known/unknown) and choice (yes/no) have been docu-
mented since 2015 and have demonstrated consistent in-
creases in coverage rates. This study investigated socio-
demographic factors influencing General Consent status
and choice to enhance patient communication and refine
the General Consent process at the University Hospital
Zurich.

METHODS: We assessed the effect of socio-demographic
and clinical factors on General Consent status (known/un-
known) and General Consent choice (yes/no) through lo-
gistic models and volcano plots. Patients who first visited
University Hospital Zurich between January 1, 2018 and
June 30, 2019 (pre COVID-19), or between July 1, 2020
and December 31, 2021 (during the COVID-19 pandemic)
were included for analysis. Investigated factors included
the type of visit, sex, age, nationality, religion, civil status,
resuscitation preferences and living-will status, health in-
surance category and number of International Statistical
Classification of Diseases and Related Health Problems,
Version 10 (ICD-10) diagnoses. De-identified data from
the University Hospital Zurichʼs clinical record system
(KISIM) were used.

RESULTS: A total of 162,168 patients were included for
analysis. The type of visit (in-patient or out-patient), num-
ber of diagnoses, existence of a living will and religious
preference were associated with General Consent status
(known/unknown). Religious preferences were also found
to influence General Consent choice.

CONCLUSION: This study identified significant differ-
ences in General Consent status between in-patients and
out-patients at the University Hospital Zurich, with in-pa-
tients more likely to have an unknown General Consent
status. To address this, we recommend reviewing the ad-
ministrative process and documentation practices related
to General Consent. Our results also indicated that pa-
tients actively involved in their medical decisions and
those with multiple co-morbidities were more likely to have
a known General Consent status. This is likely attributable
to their increased health concerns and more frequent in-
teractions with healthcare providers. Enhancing patient
and physician understanding of General Consent can im-
prove coverage rates and promote informed consent.
However, further research is needed to explore cultural dif-
ferences that may influence General Consent decisions.
Ultimately, streamlining administrative procedures and im-
plementing targeted educational initiatives will improve the
understandability of the General Consent process and en-
courage greater participation in medical research.

Introduction

The clinical operations of hospitals generate substantial
volumes of (medical) data on a daily basis. Current tech-
nical conditions make it possible to access those data for
further use in human research. The secondary use of clin-
ical data has the potential to transform medical research,
expedite scientific breakthroughs, and enhance patient out-
comes. However, there are drawbacks to such research,
such as inadequate informed consent procedures.

In Switzerland, General Consent facilitates the secondary
use of health-related data and biological samples in re-
search projects that have not been specified [1–3]. Howev-
er, the topic of General Consent is intricate and influenced
by multiple variables. The challenges with General Con-
sent are mainly of an ethical and legal nature, including the
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complexity and sophistication of the General Consent form
[2, 4].

At the University Hospital Zurich, comprehensive patient
information encompasses disease details, diagnoses, thera-
pies and (socio-)demographic factors such as age, sex and
religion. This information is meticulously recorded in the
KISIM – the clinical record system. Since the introduc-
tion of General Consent at the University Hospital Zurich
in 2015, General Consent status (known/ unknown) and
General Consent choice (yes/no) have been systematical-
ly documented and displayed in the KISIM. If a patient
withdraws their General Consent, the change is registered
accordingly.

Building upon an earlier study by Griessbach et al. [1],
who explored demographic and clinical factors influencing
General Consent choice in the University Hospital Zurich
patient population, this follow-up study investigated po-
tential socio-demographic and clinical factors influencing
General Consent status and choice. The outcome of this
analysis aims to raise awareness among medical staff and
researchers and enable more tailored and informed patient
communication. In addition, the study results may guide
potential adjustments to the General Consent process at the

University Hospital Zurich, ensuring better alignment with
the diverse needs of patients.

Methods

Study population

Two data sets comprising the records of all patients who
had their first visit to the University Hospital Zurich (a
patientʼs initial appointment or admission to the hospi-
tal)between January 1, 2018 and June 30, 2019 (before the
COVID-19 pandemic), or between July 1, 2020 and De-
cember 31 2021 (during the COVID-19 pandemic) were
included in the analysis (figure 1). The period of the first
dataset was selected to align with the dataset used by
Griessbach et al. [1] to ensure the comparability of the re-
sults.

Outcomes, exposures and data management

The datasets were extracted from the KISIM in April 2022
and de-identified by the University Hospital Zurich IT
Department. Database management and processing were
conducted using structured query language statements to

Figure 1: Workflow of General Consent (GC) patient data demography.
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minimise the need for extensive data restructuring during
statistical analyses.

Patients with missing values for sex, those under 18 years
at their first visit or patients with an unclear declaration
of the type of visit were excluded from the analysis via
list-wise deletion. The two datasets were merged and de-
scriptive and comparative statistics were used to describe
associations between General Consent choice and socio-
demographic and clinical factors (table 1).

Statistical analysis

Two multinomial and logistic regression models were used
to investigate the potential associations between various
socio-demographic and clinical factors and General Con-
sent status (known/unknown) and General Consent choice
(yes/no), respectively. In the first model, “General Consent
status = unknown” served as the reference, while in the
second model, the reference group was defined as “General
Consent choice = no”. P-values of ≤0.001 were considered
statistically significant. Associations were deemed clini-
cally relevant if the odds ratios (ORs) were smaller than
0.50 or larger than 2.00. Volcano plots were generated to
visually represent the results for General Consent status
and choice. All statistical analyses were performed using R
software (version 4.1.3, R Foundation for Statistical Com-
puting, Vienna, Austria).

Ethics approval and consent to participate

Only de-identified data was used, which conformed to lo-
cal law and the ethical policies of the University Hospital
Zurich [5]. The cantonal ethics committee confirmed that
this research project did not fall under the scope of the Hu-
man Research Act (HRA) [5] and, therefore, did not re-
quire authorisation.

Results

A total of 162,168 in- and out-patients having their first
visit at the University Hospital Zurich were included in
our analysis. Regarding General Consent status, significant
differences (p <0.001) were observed for all variables and
most of the categories. However, there were some excep-

tions. For religion, the categories Buddhism, Hinduism,
Judaism, and atheism (with Christianity as the reference
category) did not exhibit significant differences. Similarly,
within the health insurance class variable, the category se-
mi-private (with general insurance as the reference cate-
gory) did not exhibit a significant difference. Lastly, for
the nationality variable, the category not Swiss (with Swiss
as the reference category) did not show a significant dif-
ference. For the variables in-/out-patient, number of di-
agnoses, living will, religion, and the category “not indi-
cated” within the “religion” variable, a relevant difference
(OR ≤0.5 or ≥2.0) was found (table 2, figure 2).

Regarding General Consent choice, only patients with a
known General Consent status (40.58% of all evaluated
patients) were analysed. We found significant differences
for age, sex, insurance, religion and nationality. However,
only differences in the religion category were relevant
(table 3, figure 3).

Sex and age distribution

We observed a significant difference for sex, indicating
that, compared with females, the General Consent status of
males was more frequently unknown. However, this differ-
ence was not relevant (OR 1.12). Our model also indicat-
ed that female patients were more likely to decline General
Consent than males, and, with increasing age, the odds of
a positive General Consent choice increased. However, the
strength of this association was not relevant (OR 1.28 and
0.99, respectively).

The influence of nationality, religion and civil status

Our model predicted that if a patient’s nationality was not
recorded in the KISIM, the odds of an unknown Gener-
al Consent status and a negative General Consent choice
would increase. Furthermore, not having a Swiss national-
ity was associated with declined General Consent. Never-
theless, these findings were not relevant.

If a patient’s religion was not recorded in the KISIM, the
odds of having an unknown General Consent status were
2.5 times larger than in patients for whom Christianity was
indicated as their religion (OR 2.54) (table 2). Further-
more, the model showed that patients who identified with

Table 1:
Examined factors possibly influencing General Consent status and choice.

Factor Categories Details

Sex Female / male NA

Age Continuous NA

Nationality Swiss / not Swiss / not indicated NA

Buddhism / hinduism / judaism / islam / atheism / not indicated NA

Christianity Christian catholic / roman catholic / protestant reformed

Religion

Other Free church / Jehovahʼs witnesses / orthodox churches / other religious commune

Single Single / separated / divorced / widowedCivil status

Married or partnership / not indicated NA

Health insurance General / semi-private / private NA

Living will Known / unknown NA

Resuscitation preference Known / unknown NA

No. of ICD-10 diagnoses Continuous NA

Type of visit In-patient / out-patient NA

Visit during pandemic Yes / no NA

ICD-10: International Statistical Classification of Diseases and Related Health Problems, Version 10.

Original article Swiss Med Wkly. 2025;155:3685

Swiss Medical Weekly · www.smw.ch · published under the copyright license Attribution 4.0 International (CC BY 4.0) Page 3 of 9



Table 2:
Sociodemographic characteristics associated with a known/unknown General Consent status in the binomial logistic regression analysis.

Characteristics Level Known Unknown Odds ratio Confidence interval p-value

n 57,385 (40.58%) 84,025 (59.42%)

Female (= reference) 31,210 (54.4) 41,395 (49.3)Sex (%)

Male 26,175 (45.6) 42,630 (50.7) 1.12 1.07; 1.17 <0.001

Age, median (IQR) 41.00 (30.00, 58.00) 35.00 (27.00, 51.00) 1.00 1.00; 1.00 <0.001

Swiss (= reference) 35,977 (62.7) 55,130 (65.6)

Other 16,112 (28.1) 23,867 (28.4) 1 0.96; 1.05 0.76297

Nationality (%)

Not indicated 5296 (9.2) 5028 (6.0) 0.84 0.78; 0.90 <0.001

Christianity (= reference) 19,419 (33.8) 12,846 (15.3)

Buddhism 168 (0.3) 161 (0.2) 1.19 0.81; 1.77 0.13525

Hinduism 306 (0.5) 302 (0.4) 1.32 0.99: 1.76 0.00167

Islam 2607 (4.5) 2412 (2.9) 1.24 1.11; 1.38 <0.001

Judaism 80 (0.1) 83 (0.1) 1.4 0.80; 2.44 0.04844

Other 3941 (6.9) 5243 (6.2) 1.5 1.38; 1.63 <0.001

Atheism 10,652 (18.6) 7853 (9.3) 0.98 0.92; 1.05 0.32696

Religion (%)

Not indicated 20,212 (35.2) 55,125 (65.6) 2.43* 2.27; 2.59 <0.001

Single (= reference) 21,902 (38.2) 27,085 (32.2)

Taken 21,193 (36.9) 17,341 (20.6) 0.84 0.79; 0.88 <0.001

Civil status (%)

Not indicated 14,290 (24.9) 39,599 (47.1) 1.38 1.29; 1.48 <0.001

Known (= reference) 967 (1.7) 294 (0.3)Living will (%)

Unknown 56,418 (98.3) 83,731 (99.7) 2.11* 1.67; 2.68 <0.001

Known (= reference) 6288 (11.0) 4343 (5.2)Resuscitation preference (%)

Unknown 51,097 (89.0) 79,682 (94.8) 1.74 1.51; 2.00 <0.001

General (= reference) 39,528 (68.9) 69,024 (82.1)

Semi-private 635 (1.1) 488 (0.6) 1.05 0.83; 1.31 0.51549

Insurance (%)

Private 17,222 (30.0) 14,513 (17.3) 0.74 0.71; 0.78 <0.001

<2 (= reference) 50,444 (87.9) 78,914 (93.9)No. of diagnoses (%)

≥2 6941 (12.1) 5111 (6.1) 0.45* 0.39; 0.53 <0.001

In-patient (= reference) 5999 (10.5) 5100 (6.1)Type of visit (%)

Out-patient 51,386 (89.5) 78,925 (93.9) 0.30* 0.24; 0.36 <0.001

No. of patients, median (IQR) 4251.00 (2589.00, 11,052.00) 13,126.00 (4779.00, 28,089.00) 1.00 1.00; 1.00 <0.001

No (= reference) 29,210 (50.9) 29,618 (35.2)Pandemic (%)

Yes 28,175 (49.1) 54,407 (64.8) 0.9 0.86; 0.94 <0.001

* relevant

Figure 2: Volcano plot: socio-demographic characteristics associated with a known/unknown General Consent status. OR: odds ratio; REA:
reanimation.
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Table 3:
Socio-demographic characteristics associated with a yes/no response to the General Consent choice in the binomial logistic regression analysis.

Characteristics Level Yes No Odds ratio Confidence interval p-value

n 49,063 (85.50%) 8322 (14.50)

Female (= reference) 26,188 (53.4) 5022 (60.3)Sex (%)

Male 22,875 (46.6) 3300 (39.7) 0.78 0.72; 0.85 <0.001

Age, median (IQR) 42.00 (30.00, 59.00) 38.00 (29.00, 54.00) 1.00 0.99; 1.00 <0.001

Swiss (= reference) 31,246 (63.7 4731 (56.8)

Other 13,405 (27.3) 2707 (32.5) 1.12 1.02; 1.23 <0.001

Nationality (%)

Not indicated 4412 (9.0) 884 (10.6) 1.25 1.09; 1.43 <0.001

Christianity (= reference) 17,176 (35.0) 2243 (27.0)

Buddhism 139 (0.3) 29 (0.3) 1.38 0.66; 2.61 0.117

Hinduism 243 (0.5) 63 (0.8) 1.68 1.02; 2.65 <0.001

Islam 1781 (3.6) 826 (9.9) 3.13* 2.65; 3.69 <0.001

Judaism 70 (0.1) 10 (0.1) 1.04 0.28; 2.82 0.905

Other 3231 (6.6) 710 (8.5) 1.57 1.34; 1.84 <0.001

Atheism 9231 (18.8) 1421 (17.1) 1.1 0.97; 1.24 0.011

Religion (%)

Not indicated 17,192 (35.0) 3020 (36.3) 1.33 1.17; 1.52 <0.001

Single (= reference) 18,797 (38.3) 3105 (37.3)

Taken 18,056 (36.8) 3137 (37.7) 1.03 0.93; 1.13 0.353

Civil status (%)

Not indicated 12,210 (24.9) 2080 (25.0) 0.94 0.81; 1.08 0.132

Known (= reference) 875 (1.8) 92 (1.1)Living will (%)

Unknown 48,188 (98.2) 8230 (98.9) 1.17 0.82; 1.73 0.156

Known (= reference) 5565 (11.3) 723 (8.7)Resuscitation preference (%)

Unknown 43,498 (88.7) 7599 (91.3) 1.23 0.96; 1.59 0.008

General (= reference) 33,484 (68.2) 6044 (72.6)

Semi-private 578 (1.2) 57 (0.7) 0.79 0.48; 1.26 0.116

Insurance (%)

Private 15,001 (30.6) 2221 (26.7) 0.90 0.82; 0.99 <0.001

<2 (= reference) 42,976 (87.6) 7468 (89.7)No. of diagnoses (%)

≥2 6087 (12.4) 854 (10.3) 0.98 0.75; 1.26 0.775

In-patient (= reference) 5280 (10.8) 719 (8.6)Type of visit (%)

Out-patient 43,783 (89.2) 7603 (91.4) 0.95 0.67; 1.34 0.606

No. of patients, median (IQR) 4251.00 (2589.00, 11,052.00) 4779.00 (2813.00, 11,052.00) 1.00 1.00; 1.00 0.343

No (= reference) 24,990 (50.9) 4220 (50.7)Pandemic (%)

Yes 24,073 (49.1) 4102 (49.3) 1.03 0.95; 1.12 0.256

* relevant

Figure 3: Volcano plot: socio-demographic characteristics associated with the yes/no response to the General Consent choice. OR: odds ra-
tio; REA: reanimation.
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Islam or a different religious denomination other than the
five major world religions were more likely to have an “un-
known” General Consent status. For both outcomes, we
did not consider the OR (1.5) relevant.

In terms of General Consent choice, we identified signifi-
cant differences between patients who indicated Christian-
ity as their religion compared to those who identified with
Hinduism, Islam, no religion, or a different religious de-
nomination other than the five major world religions. The
logistic regression model revealed that patients from these
religious denominations were less likely to provide Gener-
al Consent than patients identifying as Christian. However,
only the difference between Christianity and Islam was rel-
evant, indicating that patients stating their religion as Islam
were three times more likely to decline General Consent
than those who identified as Christian.

There were also significant differences for civil status, sug-
gesting that patients with an unreported civil status were
more likely to have an unknown General Consent status.
We did not investigate any potential influence of civil sta-
tus on General Consent choice.

Living will, resuscitation preference and health insur-
ance

If a patientʼs living will was unavailable, the odds of hav-
ing an “unknown” General Consent status were twice as
high as those with a documented living will. This dif-
ference was statistically significant and relevant (OR 2.1)
(table 2). Additionally, when a patientʼs resuscitation pref-
erence was unknown, the odds of having an unknown Gen-
eral Consent status also increased, although not to a rele-
vant degree (OR 1.74).

An OR of 0.74 was not considered a relevant difference
in the General Consent status between patients with gen-
eral and private health insurance. However, the model did
show a statistically significant difference, indicating that
the General Consent status of patients with private health
insurance was more often known compared to those with
general health insurance.

Clinical characteristics

For patients with two or more ICD-10 diagnoses recorded
at their first visit to the University Hospital Zurich, the
odds of having an “unknown” General Consent status were
half as likely as those with less than two diagnoses. This
difference was statistically significant and relevant (OR
0.45) (table 2).

The odds of an unknown General Consent status differed
depending on the type of visit. For in-patients, the odds
were more than three times higher than for out-patients
(table 2). This association was both statistically significant
and relevant. Furthermore, the analysis revealed that pa-
tients who had their initial visit at the University Hospital
Zurich during the COVID-19 pandemic were more likely
to have an unknown General Consent status than those
who had their first visit before the pandemic. However,
there was no significant clinical difference in the odds of
having an unknown General Consent status (OR 0.90).

Discussion

Socio-demographic factors influencing General Con-
sent status and choice

This study found statistically significant differences for all
variables considered in relation to General Consent status.
However, relevant differences were only found for the fol-
lowing variables: type of visit, number of diagnoses, living
will and religious status. This underlines the multi-faceted
nature of factors influencing a patientʼs decision to consent
and calls for a nuanced understanding of these aspects.

Age and sex distribution

There was a non-relevant association between age, sex and
General Consent status, as older males were more likely to
have an unknown General Consent status. This age-related
trend might be due to an increased susceptibility to cogni-
tive changes that occur with advanced age [6]. This suscep-
tibility could hinder their comprehension of the complex
General Consent form, thereby lowering the completion
rate.

For females and younger individuals, the likelihood of
declining General Consent was high. A report from the
Organisation of Economic and Cultural Development
(OECD) has shown that women and younger individuals
have low trust in their government and its institutions,
which may contribute to a high rate of General Consent re-
fusal among these groups [7].

These findings highlight the importance of enhancing
transparency and trust in clinical research through cus-
tomised education and easily comprehensible information
material for various stakeholders. Plain summaries and pa-
tient-friendly communication can be effective tools to ad-
dress challenges associated with understanding the content
of the General Consent form and improving its transparen-
cy. On average (and across Europe), language proficien-
cy levels fall between 2 and 3 [8, 9]. A proficiency level
of 2 means being able to identify words and numbers in
context and respond with basic information, such as fill-
ing out a form. A proficiency level of 3 entails the abil-
ity to identify, understand, synthesise, and respond to in-
formation and match information to a question. This level
is roughly equivalent to completing high school. Based on
research conducted across Europe, it is recommended that
a plain- summary text target a literacy proficiency level of
2–3 [8, 9]. This target can be achieved by simplifying tech-
nical language and data (figures), as well as incorporating
visual aids [8–11]. In fact, there are numerous available
guidelines on how to write plain summaries [9–13].

Civil status, nationality and religion

Marital status was identified as influencing General Con-
sent status (but was not relevant), suggesting there is an ef-
fect of social relationships on health-related decision-mak-
ing, which underscores the interconnectedness of personal
and social factors in the consent process.

Nationality and religion also emerged as significant fac-
tors. Patients who did not have a registered nationality or
religion had significantly higher odds of having an un-
known General Consent status compared to those with
a registered Swiss nationality or those who identified as
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Christian. Various reasons may have contributed to nation-
ality or religion not being recorded. A patient may not want
to indicate their nationality and/or religion, or they were
not asked for it, or the information may not have been
documented in the KISIM– even when known. Incomplete
documentation of socio-demographic and clinical details,
often a result of time constraints or insufficient procedural
protocols, can also lead to the absence of an enquiry about
General Consent. According to our model, patients whose
nationality was not registered in the KISIM or were not
Swiss tended to decline General Consent more frequently.
Previous studies have shown that ethnic minorities are un-
der-represented in clinical research projects [14, 15] due to
mistrust in medical research [16–18] and concerns about
data abuse [19].

Religion emerged as a significant factor influencing Gen-
eral Consent choice. Specifically, we found a threefold
likelihood of declining General Consent in patients iden-
tifying as Muslim compared to those identifying as Chris-
tian. Given that Muslims constitute a minority population
in Switzerland with a migratory background [20], their rea-
sons for declining General Consent may mirror observa-
tions made among other ethnic minorities: scepticism to-
wards medical research, cultural differences or concerns
about confidentiality [16, 21, 22]. However, there could
be multi-faceted explanations for this finding; thus, it war-
rants further investigation.

These findings emphasise the importance of population-
specific information that considers cultural and religious
contexts to address patient concerns, improve participation
and enhance engagement. To address these issues and bet-
ter meet community needs, we recommend developing tai-
lored informational materials using input from community
representatives.

Healthcare context and implications for General Con-
sent status and choice

Health insurance category

Patients with private health insurance exhibited a signifi-
cantly higher response rate to General Consent and a pos-
itive General Consent choice than patients with general
health insurance. Although the clinical relevance of the dif-
ferences is unknown, the observed correlations suggest so-
cio-demographic and clinical disparities could affect con-
sent rates. In Switzerland, private health insurance is more
expensive than the legally required general health insur-
ance. Given the positive correlation between income and
education levels [23], we presume that individuals with a
lower educational level are more inclined to opt for gen-
eral rather than private health insurance [23]. In the con-
text of General Consent, individualsʼ awareness of being
disadvantaged and compelled to choose general insurance
may diminish their trust in the healthcare system, including
clinical research, leading them to intentionally omit infor-
mation or disregard the General Consent form. Similarly,
several studies from the United States have indicated that a
higher household income level and level of education pos-
itively correlate with trust in biomedical research and par-
ticipation in clinical research [14, 23, 24].

Clinical characteristics

When the General Consent was introduced at the Univer-
sity Hospital Zurich in 2015, General Consent collection
was supposed to become a standard element of the admis-
sions process for in- and out-patients in every clinic. How-
ever, our analysis showed a lower General Consent cov-
erage rate among first-time patients and in-patients com-
pared to the overall patient population at the University
Hospital Zurich [25]. Furthermore, the probability of pa-
tients with two or more diagnoses having an unknown
General Consent status was significantly lower than pa-
tients with fewer diagnoses. This result reflects the find-
ings of the previous study by Griessbach et al. [1].

Documentation of resuscitation preferences and the pres-
ence of a living will significantly increased the odds of
having a known General Consent status, though only the
latter was deemed relevant. A living will often reflects a
patientʼs engagement in medical decision-making, and its
absence may indicate limited information about their pref-
erences, including their stance on General Consent. We hy-
pothesise that individuals with more diagnoses are likely
to have greater health awareness, prompting them to make
key health-related decisions, such as creating a living will
and considering General Consent. Additionally, frequent
hospital visits and closer patient interactions (associated
with multiple diagnoses) may improve the chances of ob-
taining a response to General Consent over time.

This disparity raises questions about the equitable distri-
bution of General Consent forms during initial visits and
emphasises the need for a more standardised approach that
ensures all patients have an equal opportunity to provide
or decline consent. Therefore, it is crucial to continuously
evaluate and adapt the relevant processes by applying plan-
do-check-act (PDCA) cycles and raise awareness among
medical staff on the importance of General Consent. For
the latter, providing informational material explaining the
concept and importance of General Consent could prove
beneficial. It would also be advantageous to develop na-
tional recommendations on institutional General Consent
processes to facilitate and harmonise inter-institutional col-
laborations.

Interestingly, the odds of having an unknown General Con-
sent status decreased when patients had their first Univer-
sity Hospital Zurich visit during the COVID-19 pandemic.
Although the decrease was statistically significant, it was
not relevant. Nevertheless, the observed difference could
be explained by the sensitisation of patients and hospital
staff concerning the necessity of research during the pan-
demic.

Limitations

For the variables living will, resuscitation preference, civil
status, religion and health insurance class, only the status
at the moment of data extraction could be analysed, not the
status at the first visit. This also applied to General Consent
status and choice. However, we assumed that these vari-
ables remained relatively constant and do not change regu-
larly.

The incomplete reporting of non-mandatory variables in
the KISIM could have introduced bias and obscured true
differences between variable categories. This bias may
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have been further exacerbated by documentation bias,
where patients with private health insurance or more fre-
quent hospital visits may have received more meticulous
documentation, potentially leading to incorrect conclu-
sions. It was expected that in-patients would have more ex-
haustive documentation due to their longer hospital stays,
but their coverage rate was lower than that of out-patients.
Thus, to ensure the validity of the correlations, it is crucial
to maintain high data integrity [7]. Therefore, we recom-
mend raising awareness among medical personnel respon-
sible for collecting socio-demographic information to re-
port them in the KISIM, thereby enhancing data integrity
for future studies. Finally, it should be noted that this study
was based on data from the University Hospital Zurich and
may not be generalisable to other populations.

Conclusion

In this study, we showed that University Hospital Zurich
in-patients were more likely to have an unknown General
Consent status than out-patients. To counteract this, which
has also been observed in yearly General Consent numbers
[25], we suggest re-evaluating the administrative General
Consent process, including documentation practices. We
also found that patients engaging with their medical deci-
sions and those with multiple morbidities were more like-
ly to have a known General Consent status. This could be
attributed to a greater concern about oneʼs health and med-
ical future and a more extensive interaction with healthcare
professionals, which increases the likelihood of discussing
and exploring the topic of General Consent. Improving
the understanding of General Consent among patients and
treating physicians has the potential to increase General
Consent coverage rates at the University Hospital Zurich
and promote genuine informed consent or dissent among
patients at the University Hospital Zurich and beyond. To
gain deeper insights into the potential cultural differences
influencing General Consent choice, further investigations
among specific populations are needed.

In conclusion, we need optimised and harmonised admin-
istrative procedures, targeted educational strategies and
population-specific information materials to enhance the
comprehensibility of the General Consent process. The
goal is to promote more informed and engaged participa-
tion in medical research by acknowledging the complex
interplay of socio-demographic and clinical factors within
the healthcare context.
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