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Informed Consent is well-established and standard protocol in clinical practice, ensuring that
patients are autonomous in making decisions and know about the benefits, risks, and
alternatives to the procedure. Objectives: To determine the knowledge, practices, and barriers
of informed consent among medical and surgical postgraduate residents of the tertiary care
hospitals in Peshawar, Khyber Pakhtunkhwa (KP), Pakistan. Methods: An analytical cross-
sectional study was conducted from July 2025 to September 2025 among 294 medical and
surgical postgraduate residents in public and private hospitals in Peshawar through a self-
structured questionnaire, using convenience sampling, and analyzed by SPSS version 27.0.
Results: 65% of postgraduate residents were aware of informed consent, especially legal
requirements and ethical principal 92.9% and 91.8% respectively, while lower for assessing
decision capacity (36.7%) and voluntariness (21.4%). Practice levels were lower than the
knowledge level, despite the frequent use of standardized forms and verification of
understanding. Language barriers (74.1%) and time constraints (58.5%) were key obstacles in
obtaining informed consent. Knowledge and practice significantly correlated with gender,
hospital, and department (p<0.001), but not age. Barriers showed no significant associations
with department or training year. Conclusions: Regardless of the high knowledge of informed
consent among residents, it was moderately practiced in hospitals, with a weakness in
assessing decision-making and voluntariness. Language barriers and time constraints
embarrass the practice of informed consent. Structured training and barrier mitigation could
bridge thisknowledge-practice gapand strengthenthe practice of informed consent.

INTRODUCTION

Informed consent is one of the most important topics in
bioethics literature, which emphasizes the patient's
involvement in health decisions, embodying their opinion
and viewpoints to strengthen the doctor-patient
relationship. Informed Consent is well-established and
standard protocol in clinical practice. [1] The concept of
informed consentismore linked to a surgical specialty than
to other therapeutic fields because it is mandatory to take

informed consent from the patient before a surgical
procedure. While the indication and necessity for obtaining
consent in clinical practice are the same worldwide, the
process of taking it differs from place to place[2, 3]. Many
perceive informed consent as a mere medicolegal ritual
rather than a fully participatory decision-making process,
which is usually carried out as a short preparatory routine.
Most of the respondents in a study indicated that informed
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consent feels foreignto the African psyche, yet they did not
consider insistence on informed consent by doctors as
constituted cultural insensitivity. While most Nigerian
surgeons demonstrate understanding of the informed
consent process, they often lack practical experience,
highlighting the need to modernize the surgeon-patient
connection [1]. Obtaining informed consent is a vital and
required skill in medical training, yet many residents
receive minimal formal training regarding the importance
and necessity of informed consent. and[4-6]. Some senior
medical students in New Zealand admitted to performing
sensitive examinations on patients without their
knowledge or agreement [7]. Similarly, a study conducted
in the United States of America found that the lack of
confidence and competence in their abilities to obtain
informed consent in undergraduate and postgraduate
medical students [8]. A study conducted in Cairo, Egypt,
indicated that informed consent in hospitals is often
treated as a formal procedure rather than a genuine
connection between physician and patient [9]. Earlier
research suggests that many healthcare professionals
believe providing full information to the patient renders
formal consent unnecessary [10, 11]. A U.S study of first-
year surgical residents showed that few could accurately
identify the risks, advantages, and alternatives for any of
the procedures, with less than half addressing common
patient queries correctly. Surgical faculty must dedicate
more time to training first-year residents on the challenges
involved in providing informed consent for treatments[12].
Despite many surgical residents and faculty understanding
the significance of the informed consent process, they still
faced persistent challenges, including inadequate
communication, legal pressures, time constraints, and
poor scheduling of informed consent discussions[13].
Despite high global knowledge of informed consent as a
fundamental ethical requirement in medical practice, no
prior studies in Peshawar, Khyber Pakhtunkhwa, Pakistan,
have systemically evaluated postgraduate medical and
surgical residents knowledge, real-world practices and
barriers to effective implementation in tertiary care
hospitals Local research elsewhere in Pakistan and nearby
regions highlight discrepancies between theoretical
understanding and application such as inadequate
documentation, time constraints, training gaps or cultural
factors yet leaves this critical group explored, potentially
comprising patient safety and exposing institution to
medicoleqal risks. This study aimed to evaluate knowledge
and practices of informed consent among medical and
surgical postgraduate residents of the tertiary care
hospitals in Peshawar, identify barriers to effective
implementation, and provide insights to enhance training
programsandimprove patient careintheregion.
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METHODS

This analytical cross-sectional study was conducted from
July to September 2025 across public and private teaching
hospitals in Peshawar, Pakistan, to evaluate informed
consentcompetency among 294 postgraduate residentsin
Medicine and Allied specialties and Surgery and Allied
specialties. A sample size of 278 residents was calculated
using OpenEpi (95% confidence level and a finite
population of 1000. To account for potential incomplete
responses or data loss, data were collected from 294
residents. Postgraduate trainees who consented to
participate were included, while those unwilling to
participate or working in the emergency department were
excluded. Data were collected through a convenience
sampling technique using a self-structured questionnaire
with closed-ended questions(Figure1).

Sample Size for Frequency in a Population

Population size(for finite population correction factor or fpc)(V): 1000
Hypothesized % frequency of outcome factor in the population (p): 50%+/-5

Confidence limits as % of 100(absolute +/- %)(d): 5%
Design effect (for cluster surveys-DEFF): 1
Sample Size(r) for Various Confidence Levels
ConfidenceLevel(%) Sample Size
95% 278
80% 142
90% 214
97% 321
99% 400
99.9% 521
99.99% 603
Equation

Sample size n = [DEFF*Np(1-p)|/ [(%/Z2,_,/2*(N-1)+p*(1-p)]

Results from OpenEpi, Version 3, open source calculator--SSPropor
Print from the browser with ctrl-P
or select text to copy and paste to other programs.

Figure 1: Sample Size Calculation Using Openepi Showing a
Minimum Required Sample of 278 Participants at a 95%
Confidence Leveland5% Marginof Error

The questionnaire was developed by the study authors
based on a review of prior literature on informed consent
among healthcare professionals[14-16]. No single existing
validated instrument was fully adopted, as available tools
were primarily designed for general healthcare workers or
surgical patients in other regions and required adaptation
to focus on postgraduate medical and surgical residentsin
Pakistani tertiary hospitals. The final questionnaire
comprised four sections: (1) sociodemographic variables,
(2) knowledge of informed consent (9 items), (3) practice
related to obtaining informed consent (11 items), and (4)
perceived barriers (10 items). Knowledge and practice
items were scored binarily (1 point for "yes" responses
indicating correct knowledge or reported good practice,0
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for negative responses), enabling computation of total
scores categorized as low, moderate, or high. Iltem-level
responses informed detailed profiles of specific
components. Total scores for knowledge (9 items,
maximum 9) and practice (11 items, maximum 11), and
Perceived Barriers(10 items, maximum 10) were converted
to percentages of the maximum possible score. Levels
were categorized using widely adopted standard cut-offs
in similar knowledge, attitude, and practice
(KAP) studies: low (<60%), moderate (50-69%), and high
(270%). Ethical approval was obtained from the
Institutional Review Board and Ethical Committee of
Alliance Healthcare Private Ltd (Northwest General
Hospital & Research Centre Ethics Committee) (Ref:
IRB&EC/2025-GH/0261; dated 30th June, 2025). A pilot
study was conducted with 20 residents(excluded fromthe
final analysis) at Northwest General Hospital and Research
Centre, Peshawar, to assess the validity and reliability of
the self-structured questionnaire. Cronbach's alpha was
used to ensure internal consistency of the items. yielding
0=0.80 for the overall questionnaire, indicating good
reliability. Informed consent was obtained from all
participants through a consent form placed at the
beginning of the questionnaire, and the confidentiality of
the participants was maintained. Datawere collected using
Google Forms and a paper-based questionnaire. Data were
analysed in SPSS version 27.0. Descriptive statistics
included frequencies, percentages for categorical
variables, and means with standard deviation for
continuous variables. Normality of age and total scores
was assessed using the Shapiro-Wilk tests, which
indicated non-normal distribution (p<0.05). Therefore,
non-parametric tests were applied where appropriate. Chi-
square test was used to examine the association between
nominal categorical variables (gender, training hospital,
training department) and ordinal outcome levels
(knowledge, practices, barrier). Kruskal-Wallis tests were
applied for ordinal(training year)across the three outcome
levels. Mann-Whitney U tests were used for two-group
comparisons (medicine vs surgery department) on ordinal
outcomes. All tests were two-tailed, with p<0.05
considered statistically significant.

RESULTS

Amongthe 294 participants, the mean age was 28.78 +2.56
years, with 59.9% male and balanced representation
across public (52%) and private (48%) hospitals, as well as
medicine/allied (50%) and surgery/allied (50%)
departments(Table1).
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Table 1: Sociodemographic Characteristics of the Participants
(n=294)

Variables Category Frequency (%age)
Age Mean + SD 28.78 +2.56
Male 176(59.9%)
Gender
Female 118(40.1%)
Training Hospital Public 153(52%)
Private 141(48%)
- Medicine and Allied 147(50%)
Training Department -
Surgery and Allied 147(50%)
First 108(36.7%)
Second 65(22.1%)
Training Year Third 68(23.1%)
Fourth 48(16.3%)
Fifth 05(1.7%)
Formal Training Yes 160 (54.4%)
in Informed Consent No 134 (45.6%)

Among participants, 65.0% demonstrated high knowledge
of informed consent, 29.9% moderate, and 5.1% low. In
contrast, practice levels were more evenly distributed, with
high 43.9% (n=129), moderate 38.1% (n=112), and low 18.0%
(n=53), indicating a clear gap between higher knowledge
thanpractice(Table 2).

Table 2: Knowledge and Practice Level and Barrier Perceived
Level of Postgraduate Trainees Regarding Informed Consent

AELEL S Low Moderate High
Knowledge level 15(5.1%) 88(29.9%) 191(65.0%)
Practice level 53(18%) 12(38.1%) | 129(43.9%)
Barrier Perceived level 8(2.7%) 72(24.5%) 214(72.8%)

Knowledge was strongest for core formal aspects, such as
legal requirements and ethical principles, but substantially
weaker for critical ethical principles, including the
assessment of decision-making capacity and
voluntariness. Similarly, most residents reported good
adherence to basic procedural practices such as using
standardized forms, disclosure of risk, benefit, or
alternative, verification of understanding, and following
institution protocol, yet considerably fewer utilized
supportive tools and strategies such as visual aids,
translators when needed, encouragement of patient
questions, or routine involvement of family/quardians. The
most common reported barriers to effective informed
consentwerelanguage difficultiesand time constraints for
detailed discussion, followed by patient anxiety related to
risk disclosure. Less frequently cited were cultural or
institutional norms that minimize the consent process and
are perceived asinadequate training. The resultsindicated
that the training department was significantly associated
with the knowledge of informed consent at the
postgraduate residents' level (p=0.018), with a higher
percentage of high knowledge in the medicine department

PJHSL VOL. 7 Issue. 06 June 2026 Copyright ® 2026. PJHSL, Published by Crosslinks International Publishers LLC, USA
@ oy This work is licensed under a Creative Commons Attribution 4.0 International License. 40




Informed Consent Knowledge and Practices Among Residents
DOI: https://doi.org/10.54393/pjhs.v7i6.3891

HamzaMetal.,

(34.7%) compared to the surgery department (20.4%). On
the other hand, the training hospital, the training year, and
the formal training were not statistically significant for the
knowledge levels(p>0.05). In terms of the practice domain,
the results indicated that the formal training was
statistically significant for the practice domain (p = 0.010),

formal training group (51.9%) compared to the non-formal
training group (34.3%). On the other hand, the training
hospital, the training department, and the training year
were not statistically significant for the practice domain
(p>0.05), with a higher percentage for good practice in the
medicine department andthe senioryears(Table 3).

with a higher percentage for the high practice group in the

Table 3: Association of Knowledge and Practice Level Regarding Informed Consent Using Chi-Square Test

Variables Categories Low Moderate High Chi-squarey>  p-value
. . Public 10(6.5%) 101(66%) 42(27.5%)
Training Hospital - 0.190 0.909
Private 1(7.8%) 91(64.5%) 39(27.7%)
. Medicine 1(7.5%) 85(57.8%) 51(34.7%)
Training Department 8.013 0.018
Surgery 10(6.8%) 107(72.8%) 30(20.4%)
17 7(6.5%) 72(66.7%) 29(26.9%)
Knowledge 2" 6(9.2%) 49(75.4%) 10(15.4%)
Training Year 3 6(8.8%) 38(55.9%) 24(35.3%) 10.164 0.254
4" 2(4.2%) 29(60.4%) 17(35.4%)
5" 0(0%) 4(80%) 1(20%)
- Yes 13(8.1%) 102(63.8%) 45(28.1%)
Formal Training 0.646 0.724
No 8(6.0%) 90(67.2%) 36(26.9%)
. . Public 23(15.0%) 56(36.6%) 74 (48.4%)
Training Hospital - 3.23 0.198
Private 30(21.2%) 56(39.8%) 55(39%)
Training Department Medicine 27(18.4%) 47(32%) 73(49.7%) & 150 0.076
(Medicine/Surgery) Surgery 26(17.7%) 65 (44.2%) 56(38.1%) ’ '
Formal Training Yes 25(15.6%) 52(32.5%) 83(51.9%) 9.126 0.010
Practice No 28(20.9%) 60 (44.8%) 46(34.3%) ' '
17 25(23.1%) 35(32.4%) 48(44.4%)
2" 9(13.8%) 33(50.8%) 23(35.4%)
Training Year (1"-5") 3 7(10.3%) 29(42.6%) 32(47.1%) 12.274 0.139
4" 11(22.9%) 14(29.2%) 23(47.9%)
5" 1(20%) 1(20%) 3(60%)

There was a significant association found between the level of Knowledge and the level of practice of informed consent. It
was interestingto note thatamong the participants with a high level of Knowledge, 33.3% showed a low level of practice, and
only53.1% showed a highlevel of practice. On the other hand, among the participants withamoderate level of Knowledge, the
majority showed a moderate level of practice (48.4%), and a significant number showed a low level of practice (12.0%). This
shows that though the level of Knowledge among the participants is generally moderate to high, the level of practice of
informed consent is still low. Among postgraduate trainees, Knowledge regarding informed consent showed a strong and
highly significant relationship with perceived barriers. Trainees with greater Knowledge were noticeably more likely to
experience fewer barriersin obtaining or applying informed consent, while those with low Knowledge consistently reported
the highest levels of perceived barriers. This clear pattern suggests that a better understanding of informed consent
principles is closely linked to feeling fewer practical, ethical, or systemic obstacles in clinical or research settings. In
contrast, trainees with higherlevels of practice did not show astrongreductionin perceived barriers comparedto those with
lower levels of practice. The correlationbetween the twowaslessdirect and varied. Thisimplies that doing the process more
oftendoesnotguarantee perceiving fewer barriers(Table 4).

Table 4: Association of Knowledge and Practice Levels with Perceived Barrier Levels regarding Informed Consent among Postgraduate
Residents(n=294)

i Low Barrier, Moderate High Barrier, Low Practice, Moderate High Practice,  Total, Chi-square p-
Variables Category n(%) Barrier, n (%) n(%) n(%) Practice, n(%) n(%) n(%) (df) value
Low 0(0%) 6(28.6%) 15(71.4%) 3(14.3%) 8(38.1%) 10(47.6%) 21(100%)
Knowledge | Moderate 0(0%) 34(17.7%) 158(82.3%) 23(12.0%) 93(48.4%) 76(39.6%) |192(100%)| %2=40.101 [<0.001
High 8(9.9%) 32(39.5%) 41(50.6%) 27(33.3%) 11(13.6%) 43(53.1%) 81(100%)
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Low 4(75%) | 20(37.7%) | 29(54.7%) - - - 53
Practice | Moderate | 2(1.8%) | 17(15.2%) | 93(83.0%) - - - n2_ | %=17.708 | 0.001
High 2016%) | 35(27.0%) | 92(71.3%) - - - 129

Overall, the results of this study have shown that knowledge of informed consent has a more powerful impact on reducing perceived

barriersthansimplyincreasingthe frequency of practice alone

DISCUSSION

According to this study, postgraduate residents in
Peshawar are typically informed of the legal and
intellectual foundations of informed consent; however
encounter it difficult to deal with some of its ethical and
practical aspects. Most people (65%) had high knowledge
scores overall, especially when it came to legal criteria for
consent(92.9%)and ethical standards(91.8%). Conversely,
fewer residents showed knowledge of voluntariness
(21.4%) and decision-making capacity (36.7%), which are
essential elements of true consent. Despite the extensive
use of standard consent forms (82.7%) and routine
validation that patients comprehended information
(95.6%), only 43.9% of respondents reported consistently
high-quality consent processes in practice. Time
restrictions(58.5%)and language barriers(74.1%)were the
most frequently encounteredbarriers. Our datashowthata
majority (65.0%) of postgraduate residents reported high
knowledge of informed consent. Consistent with our
findings, numerous studies reveal that medical trainees
typically have a thorough understanding of consent theory
despite their lack of practical experience. In the Ugandan
survey, almost all senior dentistry students(>97%) showed
a good level of understanding of consent principles [18].
While qualitative research in Somalia showed fairly high
knowledge of informed consent[19]. In comparison, some
settingsreportsignificantly less professional competence.
An Ethiopian study found that around two-thirds of medical
personnel had sufficient understanding of surgical
informed consent [14]. In northeast India, just over half
(56%) of junior physicians reported having "good
knowledge" about the process for obtaining research
consent[15]. Taken together, these comparisons indicate
that although the general knowledge of residents is
relatively high, there are still significant gaps globally,
particularly in low-resource settings. Residents were
particularly aware of formal consentrequirements, as seen
by the 92.9% recognition of legal/medico-legal
requirements and the 91.8% recognition of ethical consent
standards. The crucial ideas of voluntariness (21.4%) and
patient decision capacity (36.7%), however, were far less
well understood. This absence is concerning because
obtaining valid consent necessitates not just disclosing
information but also guaranteeing the patient's
competence and autonomy [19]. To put it another way, our
findings point to a discrepancy: practically all trainees are
aware of the procedural guidelines, almost all are aware

that consent must be documented, yet only a small
percentage understood that consent must be provided
voluntarily and properly. This is consistent with
international clinical ethics recommendations that
highlight capacity and voluntariness as essential
components of legitimate consent [16]. The contradiction
between action and knowledge is a significant problem.
Although the majority of the residents in our sample were
aware of consent procedures, they only indicated a
moderate level of adherence in practice (43.9%). However,
in an lItalian survey, 71% of physicians followed consent
procedures completely [20]. According to an audit, even
though the majority of patients had signed consent forms,
only 64% of them comprehended the information
completely, and only 24% were made aware of the risks
associated with surgery 76% did not receive a risk
discussion [21]. Such data reveals how often the consent
procedure in practice diverges from ethical principles.
Similarly, another research of emergency operations in
Lahore found that only 59.5% of patients felt at ease with
the consent process and that almost all forms were signed
by family members rather than patients (only 1.6% of
patients signed themselves) [22]. In contrast, some
research indicates that self-reported consent processes
are substantial. Likewise, 88.8% of Anaesthetists in
Tertiary Care Hospitals of Karachi who participated in a
survey reported following official consent procedures,
including disclosure and documentation. [23] Together,
these findings imply that consistent application of consent
often fails due to practical obstacles, even in cases where
doctors are aware of it. Systemic pressures and
communication challenges are the main barriers to
appropriate consent in all contexts. Language barriers
were the most frequently reported barrier in our sample
(74.1%), which is consistent with earlier research on
Pakistan. An Ethiopian study of healthcare professionals
finds that language barriers and a lack of interaction time
were specifically the two main obstacles to getting
appropriate informed consent [15]. Clinicians claim that
language or literacy barriers prevent clear communication
and that patients' families frequently control decision-
making[23]. Currentresultssupportatrendseeninrecent
research: while understanding of informed consent is
often sufficient, systemic and practical barriers prevent its
application. Crucially, ethical and educational
interventions can have an impact in areas where
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knowledge and practice disagree.

The analytical cross-sectional study design limits causal
inference and temporal tracking of competency changes,
while convenience sampling from Peshawar hospitals risks
selection bias and restricts generalizability. Complications
of noncompliance with informed consent practices and
patient perspectives in their health decision were not
addressed. Self-reported data are susceptible to social
desirability and recall bias. Patient perspectives were not
included, and department-specific subgroup analyses
were not performed, representing areas for future
research. Residency training programs must integrate
mandatory and structured education oninformed consent,
including decision-making capacity. Simulation training
and case discussion should target the inclusion of aspects
of voluntariness verification, simplification of multilingual
communication, and the inclusion of the family. Hospitals
should adopt standardized multilingual consent forms (in
Pashto, Urdu, and English), a time and space (such as a
Consent/Counselling room) dedicated to consent,
especially in busy departments, and interpreters or
culturally competent staff. Audits of consent practices
shouldbe encouraged, and feedback fromresidentsshould
be taken regularly. This will ensure continuous
improvement and patient-centred ethical practice in
hospitals.

CONCLUSIONS

Our study concludes that postgraduate residents in
Peshawar possess a high level of knowledge regarding
informed consent. However, actual clinical
implementationislacking in high-patient-inflow hospitals.
In the Pakistani tertiary care hospital, the most significant
barriers to the compliance of informed consent are the
language barrier, lack of time, and high patient volume.
There is a requirement for structured training of
postgraduate residents, consent forms in multiple
languages, and assignment at the policy level for consent
discussions.
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