
	

INTERSTIM THERAPY PNE TEST INFORMED CONSENT  

 

Patient Name:  ________________________     Date:  ___________________ 
 
 Doctor                      has explained this procedure and the local anesthetic to be administered; including the risks, 
benefits and alternatives to me.  He has answered all of my questions to my satisfaction.  I understand that Dr.                        
and his associates and assistants will be performing the procedure. 
 
 Procedure:  INTERSTIM PERCUTANEOUS ELECTRODE PLACEMENT FOR SACRAL NERVE 
STIMULATION TESTING.  I understand this to mean that he will place an electrode wire on each side of the sacrum 
(tailbone).  An external stimulator will be attached to the electrodes and a low voltage electrical current will apply stimulation 
to the sacral nerves which are responsible to maintain bowel control. 
 
 Risks:  Any medical procedure has a risk of an undesirable result or occurrence.  Although uncommon, some of these 
undesirable occurrences include or could lead to stroke, cardiac arrest, or death.  Other possible complications more specific 
to this procedure include, but are not limited to infection, drug reaction, bleeding, pain at the implant site, new pain, lead (thin 
wire) movement/migration, device problems, interactions with certain other devices or diagnostic or bladder function and 
uncomfortable stimulation (sometimes described as a jolting or shocking feeling), Antibiotics, removal of the 
electrodes/stimulator or surgery may be needed to correct the complication.   X _____________________ 
 
I acknowledge that the above information was explained to me in full, and that the alternative treatments with the advantages 
and disadvantages of each were discussed.   I am aware that the practice of medicine is not an exact science, and that all 
possible complications cannot be anticipated.  I consent to the performance of additional procedures as circumstances dictate 
and as the above physician judges medically indicated.  I acknowledge that no guarantee is being made, nor cure promised. 
 
I authorize the facility to dispose of, at its discretion, any severed tissue, member, part, or organ removed by the above 
procedure(s).   I consent to the admittance of observers and to the filming/photographing of the medical procedure.  I consent 
to the release of these pictures to me or my designee.  I give consent for the administration of such anesthetics as is medically 
appropriate under the circumstances.  X ______________________ 
 
I understand the above, and I agree to the performance of the above procedure on 
 


