INFORMED CONSENT FOR THERAPY WITH 

MAREK JANTOS Ph.D and SHERIE JOHNS BNurs (RN), MMid (RM)
Full Name: Mr / Ms / Mrs / Miss / Dr____________________________________________
I acknowledge that Marek Jantos and/or Sherie Johns have discussed with me my condition and explained the proposed therapy, its aims, costs, benefits and alternative treatments, including no treatment at all.  I am fully aware of the costs involved and limited insurance liability.  

I understand the relevance of their experience and qualifications and acknowledge that Marek Jantos specializes in the treatment of chronic pain and has qualifications and experience in myofascial therapy and psychophysiology, but is not a medical practitioner, and that Sherie Johns has experience and special interest in the management of urogenital pain and is a registered nurse and midwife. They have explained to me that unlike more traditional therapies, not all aspects of the therapy proposed have been tested and peer reviewed but the rationale for the proposed therapy is based on their clinical experience, research and other research published in scientific literature. Despite this I nevertheless consent to the treatment.  

The primary modalities and methodologies to be used in treatment include the use of surface electromyography (SEMG) in the assessment and rehabilitation of pelvic muscles, dilators in the release of pelvic muscle contracture, myofascial therapy (MT) in the elimination of painful trigger points, as well as biofeedback assisted relaxation training and counselling. The aim of this therapy is to normalize pelvic floor muscle function and assist with the management of stress and anxiety. 
I also understand that to achieve these aims the treatment will require insertion into the vagina of a SEMG probe and/or a dilator and/or manual manipulation of pelvic muscles via the vaginal or anal opening. The therapy will involve the stretching and manipulation of other external skeletal muscles of the back, gluteal, abdominal and adductor muscles to assist with reduction of generalized muscle tension. I provide informed consent to these procedures.
The proposed therapy has a history of safe practice, however there are some risks associated with any treatment. Below is a list of some of the known potential risks. The best way to reduce these risks is to answer all the questions about my health fully and honestly and provide feedback throughout therapy.  
Please indicate your response and initial each section when you have read it. 

	Therapy 
	Possible Risk
	Strategies to Minimise Risk
	Your Consent 
	Your Initial 

	
	
	
	No
	Yes 
	

	EMG Biofeedback

Other Biofeedback modalities - respiration, skin conductance or heart rate variability monitoring


	· Possible  discomfort with insertion of EMG probe

· Muscle fatigue during exercise sessions

· Urethral discomfort urgency and frequency

· Use of these modalities when carried out under  supervision carries minimal risk
	Follow relaxation strategies suggested. Use appropriate lubricant or numbing cream.
Progressively increase duration of exercises and do not use maximum strength contractions.

Report any sensitivity with use of probe or withhold exercises until you have discussed the problem.

Avoid over breathing and hyperventilation


	
	

	Myofascial Therapy


	· Discomfort with pressure application to tight muscles

· Possible bruising


	Unavoidable when working with tight muscles. Provide feedback on pressure you find manageable.  

Please inform if you bruise easily.
	
	

	Dilators


	· Discomfort with insertion of dilators 

· Breakage of glass dilators if dropped on a hard surface
	Never use excessive pressure to insert dilators. Follow instructions on self-dilation using breathing techniques.

Use appropriate lubricant or numbing cream.

Use dilators in a safe area preferably in a semi reclined position
	
	


My questions have been answered to my satisfaction.  I understand the risks outlined above and agree to undergo therapy.  I have been advised that I am welcome to have someone present with me during my consultation(s) and I can choose to terminate therapy at any point.  

Signed:  __________________________________         Date: _________________________

Marek Jantos:  _____________________________         Date: ________________________

Sherie Johns:   _____________________________         Date:  ________________________

Additional Notes _____________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
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