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Abstract: The major challenges militating against the proper practice of informed consent identified in our desk top review are related
to cultural issues of the people. Many patients continue to value strongly their kinship ties with the past and believe in the traditional
methods of healing sickness. The patients must be given some information about what the doctor proposes to do. The underlying spirit
of informed consent is new in PNG, and it strives against the traditional attitudes of doctors that they know it best for the patients and
the strong culture in customs and patients’ misconceptions that affect their perceptions in making important health care decisions.
Majority of the patients have some notion of informed consent, however not many people understand what it is. They still hang onto
their traditional customs, beliefs and opinions that affect their health care decisions; they often look to their village elders, family and
parents for advice in times of sickness or death in the family but where the law implies consent it is not often obtained. Summarization
of current laws, reports of legal cases, and personal experiences were examined. Special requirements must be prescribed when patients
are subjected to medical treatment. Documentation of a well-defined process, not only on paper, may not only protect the medical
doctor from exposure to liability but increases the patient’s autonomy in decisions concerning health and encourages compliance with
treatment; and advances the interests of both patient and doctor. Lack of informed consent can reinforce a claim of medical malpractice,
and could well undermine relevant health care policy to protect patient autonomy.
Key words: Autonomy, prior informed consent, valid consent, traditional custom.

1. Introduction
This review is based on an ongoing research on
informed consent carried out in Papua New Guinea
(PNG) at hospitals, district hospitals, health centers
and private medical clinics. There are related
publications which have been published in the
previous issue of this journal and also in other
publications.
Although this review would hope to identify other
similar studies in this area in PNG which would
provide a strong quantitative base of evidence for
recommendations on informed consent, there is a lack
of baseline information in PNG but other studies from
other jurisdictions are cited although much of the
quantitative literature on this topic is descriptive in
nature.
Corresponding author: Alfred Minei, PhD candidate,
research fields: law and medicine.

In this review we concentrate on patients attending
healthcare institutions for medical treatment, the
majority of who are illiterate and live in their local
settings for many years. They adhere to their original
cultural and religious values, beliefs and opinions.
Their traditional customs are their sources of law and
govern their daily activities. We focus this review on
medical (or clinical) practice of informed consent. We
discuss firstly what we know about informed consent,
what it is, and the purposes it serves. Secondly, we
discuss the issues that complicate the practice of
informed consent. And finally, we make a few practical
suggestions as to how healthcare professionals might
optimally approach informed consent process in a
developing country context.
This review makes sense with available knowledge
on this subject, noting the empirical studies where
possible, and summarizing relevant points that are
particularly insightful.
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2. Informed Consent
Informed consent is the cornerstone of patients’
rights. It is based on the inviolability of one person. It
means the doctors do not have the right to touch or treat
a patient without first obtaining the patient’s approval
because the patient is the one who must live with the
consequences and deal with any discomfort caused by
treatment. It is improper and even illegal if a medical
doctor in a modern healthcare facility performs a
treatment on a patient who does not agree to the treatment
with full knowledge of what the treatment is, how the
treatment is performed, and the major complications
that the treatment could potentially cause.
In the treatment context, informed consent has a
different purpose than in the research context. In
treatment it requires a different level of protection and
consent for the patient than for the research subject [1].
Because there is greater harm in research, there must be
greater protection for a research subject [2]. We
acknowledge that there is a rich literature on informed
consent, so rather than providing a complete review of
the doctrine of informed consent, this review only
examined the doctrine in the treatment context from a
developing country perspective.
The doctrine in the context of treatment has evolved
through the medium of case law [3]. In other words,
courts have addressed patients’ claims that physicians
failed to obtain proper authorization for the action they
undertook [4]. Informed consent must be obtained
before the patient receives treatment from a healthcare
professional. It means a patient understands his or her
condition and any proposed medical treatment. Patients
have a legal right to be told any information that relates
to their medical condition and treatment. Without this
information, they are not able to make a fully informed
choice and give valid consent for treatment. For
example, in a clinical case, a young man was advised
by his physician to undergo a laminectomy in an effort
to alleviate back pain. The physician, aware that one
percent of laminectomies resulted in paralysis, did not
advise the patient of the risk because he believed this

might cause the patient to reject the useful treatment.
After the procedure, the patient fell from his hospital
bed and was paralyzed [5]. It remained uncertain
whether the laminectomy procedure or the patient’s fall
caused the paralysis. The doctor has a duty to explain
the patient’s medical condition, the recommended
treatment (including the other treatment options
available) and the benefits, risks and possible
complications of the recommended treatment. This is
essential so that the patient can make a decision. This is
known as “informed consent”. Once the information is
given, the doctor may ask the patient to sign a consent
form. When signed by the patient, this form gives the
doctor legal permission to perform the procedure.
The consent form is generally seen to confirm the
contractual agreement between the doctor and patient.
Increasingly, this assumption has been challenged [6].
Legal and medical practitioners, as well as social
researchers, have cogently argued that the complexity
of language characteristic of consent forms, the
anxious moment when the explanation is given, and the
relatively short amount of time spent on explaining
those aspects necessary to obtaining consent all render
the consent form somewhat meaningless. Many
consent forms seen or used show much use of legalistic
and difficult language [6]. However, while the critics
emphasize the complexity of the consent form, it
should be emphasized as well that educational
attainment level has a substantial impact on patient’s
ability to understand the consent form. Informed
consent rests on four core principles which are:
agreement, understanding, voluntariness, and the
participant’s right to withdraw at any stage of the
process [7] but putting these elements into action is
often challenging.
Consent is a process, not just a form. The process
demands that information must be presented to enable
individuals to voluntarily decide whether or not to
accept treatment or participate in a research study. It
ensures respect for people by providing the opportunity
for thoughtful consent to ensure that participation is
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voluntary. In the broader literature [8-10] the key
ethical issues discussed are informed consent,
protection

of

participants,

anonymity

and

confidentiality, and payment of a research participant.
However the ethical issue of informed consent has
generated the most debate globally with regard to
healthcare needs and medical research.
Informed consent applies not only to the practice of
medico-legal professionals but to the practice in all
areas of medicine. Raab [11] said in many situations
the informed consent process flows from a relationship
between the doctor and patient, but when this does not
occur, serious legal and ethical consequences may
result.

3. Law and Ethics
For many years, common medical practice meant
that medical care professionals make decisions for their
patients. This paternalistic view has gradually been
supplanted by promoting patient autonomy, whereby
patients and physicians share the decision-making
responsibility.
Consequently
doctor-patient
relationships are quite different nowadays from they
were two decades ago. However conflicts still abound
as the medical community and those it serves struggle
to define their respective roles in informed consent.
The informed consent process as it currently exists
often fails to accomplish its purposes [12]. Hallinan et
al. [12] state that long and complex informed consent
documents and processes may obscure the information
most relevant to the potential patient and appear to be
designed primarily to serve the role of protecting
institutions and meeting regulatory needs rather than to
inform the potential participant.
The law and ethics of informed consent both reflect
and enforce the move from doctor-centered to
patient-centered decision-making [10].

4. Doctor-Patient Relationship
The relationship is one of the categories of
relationships protected by the equitable remedy against

339

breach of confidence. Most courts that have considered
the question have held that a physician who violates the
physician-patient privilege is liable to the patient for
damages. In PNG other healthcare workers such as
nurses are trained in other special medical and
administrative roles so that in the absence of a doctor or
nurse could operate a health care facility. The
difficulties may be too great but in principle the ethical
standards should be the same for everyone. On this
matter there are useful experiences to learn from PNG.
Generally, many patients would respect the doctor,
wait to see the doctor and majority would leave the
doctor to decide what is best for them. The shift in
doctor-patient relationship seems inevitable in
hindsight in PNG.
In one consent case, a doctor told a woman he would
only be repairing some cervical and rectal tears; instead
he performed a hysterectomy [13]. If the patient was
advised by her physician, the process nevertheless
appeared so alien to the way the patient would
normally make healthcare decisions. She did her best to
understand the procedure she would undergo to the
point where her comprehension failed and so her
physician just has to decide for her. Acquisition of
information relevant to decision-making is the first
important step. The patient should be provided with all
the information required, or additionally requested, to
make a decision about undergoing the procedure.
Information should be provided both verbally, visually
or textually. In this case there were not many
opportunities provided to the patient to consider and
use them in the decision whether to consent or refuse
the procedure. The patient did not understand the
procedure and this in itself made her consent
uninformed and thus she lacked any sense of
autonomy.
Alternative grounds for legal proceedings do exist.
Actions may be brought in contract and in negligence.
In many instances, patients may be taken to have
consented to certain disclosure of information,
especially disclosure for purposes related to their own
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treatment, such as to other health service providers who
assist their doctor to facilitate diagnosis but treatment
of family members can not ordinarily be implied and
will be likely to breach the duty of confidentiality,
unless the disclosure is covered by some exception
recognized by law. In other jurisdictions, the courts
have extended this protection to other health care
relationships, for example, nurse-patient. Negligence
was held in a New Zealand case to be the basis on
which an obligation of confidentiality [14] arose.
There is no clear authority on this point in England
and Wales in the medical context, although the
potential for such an action can be seen by analogy to
an action for negligent breach of disclosure of a police
informer’s identity [15]. In that case the principle of
such an action was recognized although on its facts the
case failed.
A quick examination of the laws in PNG, especially
laws relating to health care, reveals that there are only a
few laws which may be relevant to informed consent. It
is unclear how much information each of the laws,
rules or regulations offers on informed consent to
medical treatment.

5. Legal Basis of Informed Consent
Consent is maybe the only principle that runs
through all aspects of health care provisions today. It
also represents the legal and ethical expression of the
basic right to have one’s autonomy and
self-determination. If a medical practitioner attempts to
treat a patient without valid consent then he or she will
be liable under both tort and criminal law. Tort is a civil
wrong for which the aggrieved party may seek
compensation from the wrong doer. In certain extreme
cases there is a theoretical possibility of criminal
prosecution for assault or battery. The ethic governing
health care practice is evolving rapidly, and individuals
need to be sure that the principles of good practice are
applied to all groups of patients. A major issue is the
validity of consent.
Whatever might be the difference of approach it is

evident that a medical practitioner is obligated to
provide the necessary information before obtaining
consent from a patient. To account for the PNG
position, although we do not have much litigation,
unlike in developed countries and other countries, it
may be concluded that the courts have assigned
immense significance to the requirement of informed
consent. About the quantum of information to be given
by medical practitioners, there are no clear parameters
laid down by the courts, or even the Department of
Health. Therefore it is reasonable information which a
doctor deems fit considering best practices.
Considering the high illiteracy in the country in this
regard, the professional regulatory body for medicine
can play an important role in establishing standards.

6. PNG Law on Consent
There are other legislations including: (i) Underlying
Law Act 2000, (ii) Customs Recognition Act 1963, (iii)
Medical & Public Health Act, (iv) National Health
Administration Act 1977, (v) Public Hospitals Act, and
(vi) Provincial and District Health Boards Act, (vii)
Workers Compensation (Miscellaneous Provisions)
Act, (viii) PNG Criminal Code Act 1974, (ix) PNG
Case Law, (x) other laws and government public
policies that are relevant to informed consent in PNG.
While the law seems to acknowledge the existence
of informed consent it does not often seem to clearly
define it. In a list of various rights and freedoms,
informed consent to some extent is implicit under
section 49 of the Constitution. This section declares
and guarantees every person the right to reasonable
privacy in respect of their private and family life,
communications with other persons and personal
papers and effects, except to the extent that the exercise
of that right is regulated or restricted by a law that
complies with section 38 (general qualifications on
qualified rights). We explain the application of section
38 immediately after the next paragraph which
identifies and discusses the key components of the
section 49 right to privacy.
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The key components of the right to privacy, for the
present purposes, are reasonable privacy in relation to
private and family life, communications with other
persons and personal papers and effects. The privacy of
an individual’s life should cover their emotions, desires,
priorities, and state of health, good or bad, and the
freedom to disclose them to their family members or
some other person. The individual’s right of disclosure
should remain at all times, except for a reasonably
serious emergency, with the individual, and once a
disclosure is made to a family member or someone else,
say, a doctor, that ought not to be taken as a right to
further disclosure. As well, a husband has no more
right to delve into the health condition of the wife even
if custom should dictate since the rules and principles
of custom must comply with the written law, the
Constitution being the supreme written law. In any case
National Goal and Directive Principle 2 of the
Constitution, even though non-justiciable, call for
recognition of the principle that a complete relationship
in marriage rests on equality of the partners’ rights and
duties. More importantly, section 55 of the
Constitution declares that all citizens have the same
rights, privileges, obligations and duties irrespective of
race, tribe, and place of origin, political opinion, color,
creed, religion or sex. It is self-evident that these rights
and duties should extend to respect for the rights to
privacy of each partner, including each one’s
confidential communication with a healthcare
professional.
Such general qualifications under section 38 of the
Constitution must take into account the National Goals
and Directive Principles and the Basic Social
Obligations which underlie the Constitution, be for the
protection of the exercise of the rights and freedoms of
others, and make reasonable provisions for cases where
the exercise of one such right may conflict with the
exercise of another, and the regulating or restricting
law is reasonably justiciable in a democratic society
having a proper respect for the rights and dignity of
humankind. Obviously the right to privacy is a
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qualified right, as opposed to a fundamental right, such
as the right to life, and therefore its exercise can be
regulated or restricted in our jurisdiction. We have not
found a judicial opinion that sheds light on the scope of
the right to privacy nor is there an expert commentary
on it.
Informed consent to medical treatment context has a
different level of protection in PNG. Whilst it is unclear
if the regulatory provisions relating to informed
consent are established in PNG laws, the provisions
basically are codification and extension of the
Constitution, the courts, and the international standard
and ethics on informed consent. In terms of health and
medicals, it is unclear as to the extent to which they
could offer protection. There have not been to date any
legal cases where informed consent is the subject of
judicial proceedings. There are no research studies that
have examined the doctor-patient relationship. The
legal system in PNG may be or is unaware of the
country’s situation and health care professionals’
attitudes may go unchecked. The legal trend around the
globe during the past two decades has been to increase
the right of patients to greater freedom of choice. This
fact has been insufficiently appreciated and has led to
misunderstanding and confusion, further compounded
by the courts’ rhetoric that seems to promise more than
it delivers. However failure to obtain informed consent
to medical treatment renders the medical care
professional(s) liable for lack of consent, negligence
or battery or assault, and constitutes medical
malpractice.
A young boy’s circumcision is an important rite of
passage for the young male person to manhood in
Manus Province [16] of PNG. The village elders
perform the procedure in a male sacred place. In a few
cases young people have contracted herpes as a result
of the procedure and brought to hospital. People still
adhere to their customary beliefs and norms, and
practice them. The young man in this case may be
unaware of the procedure he has to get through, which
is a customary requirement and which he obeyed and
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followed gave his consent uninformed and lacking any
sense of autonomy. Just as in many indigenous
communities in PNG, a young person expects his or her
family to make a decision for him or her.
The lack of efforts into developing topic has
far-reaching consequences, pushing the need for
development of consent law to new heights. It is
contended that it is not only informed consent which is
imperative now, but the same shall apply to “prior
informed consent” unless there is an imminent threat to
the life of the young man of the preceding story. In
addition this decision curtails the scope of proxy
consent from a person whose authority comes from his
parents or the attendant. Interestingly, in PNG, the
entire gamut of laws on consent turn into a complex
proposition if an emergency medical situation arises.

7. Discussion and Medical Understanding of
Informed Consent
We start this discussion by mentioning several
different views within the medical community
regarding informed consent. Then we discuss the
criticisms of the idea of informed consent as well as
several suggested improvements to the process. We
continue to discuss how other obstacles can impact the
process of obtaining informed consent. We wrap up by
discussing ways to improve patient decision-making
based on informed consent.
We say that within certain social and economic
positions in a society, the issues of patients being
misinformed can be more or far less prevalent. Some
ideas may not translate well across language barriers or
other ideas may seem more offensive within certain
cultural boundaries. In other traditional settings where
inhibiting customs are widespread, patients may refuse
to make a medical decision for their health care needs.
A patient may have religious or cultural beliefs or
opinions which would affect his or her own personal
decisions, and though they may not be supported by
scientific evidence, they are still completely relevant to
the patient’s final decision, and so the information

given should be relevant to that. The need for an
important doctor-patient relationship and discussion is
clear, as without an understanding of the patient’s
beliefs, a doctor may completely overlook relevant
information and fail to achieve valid informed consent
[10].
In PNG indigenous local customs could influence
judgements about the amount and type of information
that should be disclosed to the patients by healthcare
professionals for informed consent. Traditional
customs, languages and other social factors could
affect the way of life of the people. In many
communities, the situation regarding medical informed
consent to treatment is unknown and thus more
research work is required in this area. As a result it is
further unknown whether or not the rights to making
decisions for healthcare needs have or are being
interfered with by factors including particularly
customs, languages, high illiteracy rate in the
communities, and hence further leading to poor health
status of women, geriatric population, and young
adults.
A physician’s responsibilities are clearly informed in
the practice code of conduct. Patients may accept or
refuse treatment based on their customs, beliefs, or
opinions. The relevant stakeholder groups in law and
medical practice, academics, industry, government,
associations, community leaders, patients and
consumer interest groups should work together to deal
with the circumstances where the issue lies especially
with the patient’s custom taking a more determinant
role in their health care than the patient would
otherwise like. However there is not much a provider of
health care can do without violating certain patients’
rights. The sensitivity of the topic however requires
that the issue should be addressed with great care.
There exists a vast discrepancy between what informed
consent ought to be and what patients perceive it to be.
For most medical settings, especially in developed
countries, informed consent is documented using a
written document, the “consent form”, which provides
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information regarding the treatment or medical
procedure. Informed consent form is intended, in part,
to provide information for the potential subject’s
current and future reference and to document the
interaction between the subject and the medical
caregiver. However, even if a signed consent form is
required, it alone does not constitute an adequate
consent process. Informed consent process is an
ongoing exchange of information between the
physician and the subject and could include, for
example, use of question-and-answer sessions,
community meetings, and videotaped presentations.
The health caregiver professional ought to
understand the impact of traditional customs of the
people on their basic values, priorities, norms and
beliefs, opinions, and behaviors. These are essential
requirements that should be understood to truly attain
people’s trust and confidence. Marshall [17] points to
the need for detailed research of the socio-cultural and
customary context of the communities in the
developing countries.

8. Obstacles to Informed Consent
8.1 Comprehension and Capacity
Although language is an issue in securing informed
consent, obstacles to comprehension go beyond the
obvious linguistic barriers. The intervention of an
interpreter may help but different concepts of illness
and issues of translation and cultural bias on the
interpreter’s part would compromise the extent to
which information is understood.
PNG is one of the most heterogeneous countries in
the world, having over 800 indigenous tribes and
languages where recognition of individual rights is
poor and the divide in language, customs and
traditions has led to many different groupings in the
community. Among the cultural groups there may be
little or no understanding of biomedicine and
healthcare workers, lacking knowledge of traditional
belief systems, may wrongly conclude that the
individual lacks capacity.
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8.2 Literacy
Many participants in the study are from different
parts of the country. Majority of the patients are unable
to read and write in their own languages. The
communication amongst the population is largely
verbal and is heavily relied upon. To ask for a signature
may thus cause disorientation of the patient. Illiteracy
does not mean the information is misunderstood but it
does mean the information must be presented in
another or a special way. Obtaining patient’s informed
consent in this case must be seen to be a continuing
process of negotiation between the healthcare
professional and the patient. This implies a long-term
relationship of trust.
8.3 Autonomy
The notion of autonomy varies considerably
between cultural groups. In contrast to the emphasis on
personal choices in Western countries including USA
and Europe, communal and hierarchical concepts of
decision-making take precedence amongst the
indigenous populations mostly in developing countries.
The family members, even clan elders will frequently
participate in making decisions on many issues
including medical for and on behalf of a relative. The
sense of wellbeing depends on a feeling of personal
control [18]. Dein and Kamaldeep [19] expressed that
the Western idea of respect for the individual may
conflict with traditions that define persons by their
relations to others. In the doctor-patient relationship
elements such as loyalty, integrity, solidarity and
compassion may be more important in situations such
as this among the indigenous populations and minority
groups, than autonomy.
8.4 Disclosure of Information
The patients must have adequate information if they
are to play an important role in making decisions that
reflect their own values and preferences, and the
physicians play a key role as educators in this process.
Treatment with no consent at all, actual or implied,
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treatment substantially different from that to which the
patient consented, or unauthorized substitution of one
treater for another come within the definition of battery,
especially when involving invasive procedures. An
unpermitted medical treatment may be lifesaving or
curative, but except in situations where consent would
be implied, does not excuse battery [20]. For example,
the courts in Mohr’s case recognized a cause of action
for battery when medical treatment was provided
without the patient’s consent [21].
The extent of information that is disclosed to
individuals at the clinical settings varies due to
circumstances in which the individuals operate and live
that influence their health care outcome needs. For
example, when a life-threatening condition such as
cancer is diagnosed, the custom in many parts of the
world is to tell the family relatives rather than the
patient. This is generally true of South East Asian
cultures [19] and Pacific Islands. Among such groups
the disclosure of negative information is considered
potentially harmful [19], and health personnel will
sometimes collude with the family relatives to prevent
the patient discovering the diagnosis [22]. Diversity in
the practice of disclosing information would alter the
requirements for informed consent in the medical
context [23].
8.5 Familiarity with Conduct of Research
Patients and groups living in rural areas and isolated
from the mainstream society have little grasp of
scientific method, and without such understanding a
consent form will make little sense. This may be partly
a cultural issue, though low literacy amongst the people
in the communities is also an important determinant.
Work in countries in South Asia, including India,
Pakistani and Bangladesh, showed no difference from
the general population in their attitudes toward
participating in clinical trials [24].
There is no difficulty with informed consent in any
context, especially when the researcher is an outsider
and the potential subjects are patients and healthcare

workers. It was an unequal power relationship and yet
there was general feeling of obligation and support for
this study. Where an asymmetry in knowledge and
authority occurs, and we have not confronted such a
case, this must raise doubts about the validity of
consent [25].
8.6 Misconceptions
There is a great deal of misconception towards legal
status of informed consent. In many developing
countries majority of the people live in their indigenous
settings, trust their doctors to do the right thing and do
not mind after saying “yes” to a medical procedure and
they are made better. Patients believe that they have no
right to change their mind after saying “yes” to undergo
a medical procedure. The level of understanding of
health care seems low among indigenous populations
and issues of custom and culture have bearing on the
patients’ decisions for health care [26]. A small group
of Christians believe in faith healing and use prayer and
other religious activity rather than medicine to take
care of complicated medical difficulties [27]. Some of
those patients may have died of treatable diseases like
childhood diabetes, measles and diarrhea after medical
care was not taken. Cases such as this should have
resulted in criminal charges or convictions for those
responsible [27]. Religious needs, regardless of
whether or not an institution accommodates for those
needs, can often come into conflict with the western
ideals for medicine.
Any attempt by healthcare workers to explain the
issues would cover scientific research and how it works
but there would be difficulty in addressing a tradition
of healthcare in which spiritual and religious values
and a host of different healing methods are deployed
alongside conventional medicine. For instance, in an
informed consent study in settings of African descent,
researchers compared voluntary participation and
understanding of informed consent among the
individuals with hypertension living in United States
and Nigeria [23]. Survey questionnaires were used to
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evaluate factors associated with voluntariness and
understanding of the study’s purpose. It found that
there was a need for more effective approaches and
interventions to improve comprehension of consent in
genetic research among ethically and linguistically
diverse populations.
The process of receiving healthcare, however,
involves the sharing of information and thus potentially
threatens individual control over privacy. When
patients seek treatment, they give health professionals
(e.g., doctors, nurses, and others) access to their bodies,
provide information about their habits and personal
relationships and provide access to their otherwise
private world. It is through the intrusion of medical
tests results, records of which and other known
information about the patient are kept before they do.
This implies a duty of confidentiality. Thus the
professional duty of confidentiality arises because of
the loss of privacy in that it refers to the duty of doctors
not to disclose to others the information that a patient
divulges and the corresponding right of patients not to
have the information they divulge made available to
anyone else [28].
Several courts have concluded that public policy
favors the protection of the confidentiality-relationship
between a doctor and patient [21]. In courts in U.S.,
they found evidence of this public policy in state
testimonial privileges, unprofessional conduct
statutes, physician licensing statutes, and statutes
limiting the availability of medical records [21].
Other courts have applied such statutes more directly,
finding that a physician who breaches such standards
by improperly disclosing medical records of
information may be liable for breach of contract to
the patient. The existence of this broad general
principle reflects the fact that there is such a public
interest in the maintenance of confidentiality that the
law will provide remedies for this protection. The
relationship is one of the categories of relationships
protected by the equitable remedy for breach of
confidence.
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Now the question to ask is, can the notion of
informed consent be properly applied in PNG to the
indigenous populations who abide by their traditions,
customs, beliefs and who follow strongly their views
and opinions?

9. The Impact of Cultural and Religious
Milieus
One important area where questions still arise with
regards to informed consent is the peoples’ customs,
cultures and languages. There are factors between
peoples of differing circumstances which can greatly
alter how they view consent. Some groups would
involve people in the decision-making process that
may not traditionally be involved in the decision
making of a medical decision such as in the case of
Japanese traditional culture [29]. Other groups may
dislike certain medical procedures as in PNG. And
certain people have different views on what should be
disclosed of the patient’s condition.
Customs are common phenomena which continue to
affect the daily lives of many thousands of people. It is
unclear in PNG about the characteristics of customs on
health care because there are no published information
on informed consent and issues that affect the making
of informed consent. A patient should be informed of
anything which would affect his or her personal
decisions, such as anything which would upset any
belief the patient has, particularly among female
patients where rules of custom are adhered to in the
community [30]. Where customs, beliefs, and opinions
of individuals are taken into account in informed
consent, patients make better considered decisions
which affect their health care. Beliefs associated with
illness experiences are embedded in customs and
cultural values that may have implications for the
implementation of informed consent processes [23].
The differences in these values could influence
judgements about the amount and kind of information
that should be disclosed by healthcare professionals
to the patients. The health care professionals may
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know ways of treating the patient-doctor relationship.
In situations such as dealing with women patients,
usually the physician and patient participate in the
process of deciding what the best mode of treatment
is for the patient. Unless the patient willingly forgoes
her decision-making power and leaves her fate in
another’s hands, then the doctor must work at creating
an atmosphere conducive to the patient’s
understanding and response to the various treatment
options.
There are also inequities within the population
groups because of high unemployment and low literacy
in the community. The basic health care is unaffordable
or out of reach for most of the local population,
therefore the majority still patronizes traditional
healers for their health care needs. Under these
circumstances any offer of medical assistance is often
seen as better than nothing, thus encouraging undue
influence, coercion and medical paternalism. Perhaps
there is a further dichotomy in the organization of the
healthcare services in PNG, which is dual in nature,
consisting of public health care and private medical
service. The private service is patronized by a small
portion of the population who can afford private health
care insurance or possess the financial means to pay for
the private care.
The need for an important doctor-patient
relationship and discussion is clear, as without an
understanding of the patient’s beliefs, a doctor may
completely overlook relevant information and fail to
bring about a valid informed consent. It is necessary to
understand the characteristics of customs, and peoples’
habits and practices. Traditional and spiritual healers
attend to many patients from poor socio-economic
standing and patients from remote rural areas who can
not afford to travel long distances into urban areas for
their health needs. A healer uses herbs, medicinal
plants, sorcery and attends to patients as if in a medical
setting. In many communities, traditional healers are
among the traditional leaders, on par with the village
chiefs, village headmen and spiritual leaders [31].

They are custodians and enforcers of traditional
customs in the community. It is easier for people to
respect instructions that contradict their own values
when they are given by well-respected leaders as
compared to unfamiliar health workers. However as
evidenced in some of the communities, misinformed
traditional leaders can hinder preventive efforts. On the
other hand, well informed traditional leaders can
potentially play crucial roles in reducing the health
problems. Traditional healers help with the patients
although the practice by a healer is not acceptable and
the government refuses to recognize that practice.
The aspect of religion apart from culture, also can
not be ignored as many religious groups, for example
Jehovah’s Witnesses, take issue with several medical
procedures that hospitals are required to perform when
quick decisions are needed and consent may not be
obtained as time is short and decision is needed to save
the patient. Jehovah’s Witnesses believe that God
forbids the consumption of blood, and this includes
transfusions [32]. Some bypass this religious
prohibition by withdrawing their own blood prior to an
operation, but this is not always the available option
during emergency operations. In some cases, parents
refuse to allow their children to have blood transfusions,
even in life-threatening situations leading to death of
the children. Hospitals in the past typically approached
child-welfare authorities who asked the courts for an
order giving them temporary custody so they can
ensure the transfusion is administered [32]. Moreover,
some Jehovah’s Witnesses have relaxed their stance on
blood transfusion [32].
The perception all over the world is that these factors
(indigenous customary procedures) have a big impact
on the decision making for medical treatment. The
degree to which we should respect, or challenge such
behaviors, customary rules and practices, is a recurring
tension in the multicultural and contemporary health
care context. The peculiarities of customs of
indigenous people may explain some of the actions
relevant to informed consent.
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10. Preserving Community Norms and
Family Relationships
In a study among the African Americans, the
participants felt as though by signing consent forms,
healthcare workers were gaining some legal protection
while they themselves were signing away their
autonomy [33]. Emmanuel and Joffe [34] said that
while the model of signing informed consent form may
fit comfortably with most Western societies, some
cultures may not consider informed consent to be a
universal ideal, and preserving community norms and
family relationships is more important than individual
autonomy. The following examples explore this
circumstance.
In PNG, a young patient’s choice over medical
treatment may be in opposition to the preference of the
parents and older family members, and sometimes an
extended family decision must be considered. Among
the same group of people, married women may not be
deemed capable of making medical decisions for them
instead that right is given to their husbands [23].
Similarly in Africa, most women can not go to family
planning clinics without their husbands’ approval or
even if they attend, the right to receive family planning
method requires the husband to give his decision [23].
In other societies, women may not be deemed capable
of making medical decisions and so their rights are
given to their husbands. For example, in Arab culture,
decisions are made at the collective, family, tribal, or
community level, not by an individual [13].
Consequently, female patients had little need for
extensive explanation of the risks and benefits of the
proposed medical treatment. Generally, in many
indigenous settings, the right of informed consent is
transferred to the immediate family and the extended
family relatives and thus this cultivates an idea that the
patient takes a passive role in his or her healthcare
which is in great contrast to the Western ideas of
informed consent.
The most important goal of informed consent is that
the patient should have an opportunity to be an
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informed participant in his or her healthcare decisions
to safeguard and ensure the preservation of individual
rights. The pragmatic suggestions aim to facilitate and
document a good-faith effort to involve patients in
medical decisions to whatever degree they are
interested and able. Such practice complies with the
ethical spirit of informed consent and should minimize
legal conflict by fostering a deep and nuanced respect
for patients.

11. Conclusion
Most people would have been assisted at a health
care center by healthcare professionals as physicians,
nurses, and other healthcare workers. Submission to
treatment justifiably implies an understanding of the
procedure, and willingness to undergo it. Resort to law
is confined to the most egregious cases in which
healthcare professionals visibly harm the patients by
doing something that the patients clearly did not desire
or foresee, for example the removal of a kidney and not
the appendix which is cause of the complaint.
There is lack of information dealing with policy
guidelines regarding physician-patient relationship
which hinders growth in the health care industry.
Health policies are geared to improving approaches to
the delivery of health care. Health care law as a
backdrop of medical practice has an impact on the
people and the communities. The law plays a role that
runs wider and deeper than addressing patient
grievances and misconduct of a health care worker.
While health worker’s responsibilities are clearly
outlined in their code of practice, customs, cultural
beliefs and opinions prevail among the population who
may accept or refuse treatment based on their personal
opinions or beliefs. The vulnerable populations
including children, pregnant and lactating mothers, and
prisoners must receive extra protection.
One critical issue which needs to be examined in
light of the effects on informed consent is innovative
and culturally responsive ways to disclose information
to individuals as patients.
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